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Executive Summary 
NOTE: An acronyms list, a glossary of terms and references are listed starting on page 45. 

 

Document Purpose  
This document is the 2017 InterCommunity Health Network CCO (IHN-CCO) Community Health 
Improvement Plan (CHIP) Progress Report from the Community Advisory Council (CAC) to the 
Oregon Health Authority. It includes all data currently available for the outcomes and indicators 
identified in the IHN-CCO 2016 CHIP Addendum.i For a detailed description of how the CHIP 
Addendum was developed, please refer to the document.ii 

 

2014 Community Health Improvement Plan 
According to Oregon Senate Bill 1580, the primary tasks of the CAC are “overseeing a 
community health assessment and adopting a community health improvement plan to serve as 
a strategic population health and healthcare system service plan for the community served by 
the coordinated care organization; and annually publishing a report on the progress of the 
community health improvement plan.”  

In 2014, the CAC published its first Community Health Improvement Plan (CHIP), which included 
five areas of focus called Health Impact Areas. These Health Impact Areas were 1) Access to 
Healthcare, 2) Behavioral Health, 3) Child Health, 4) Chronic Disease, and 5) Maternal Health.  

 

2016 CHIP Addendum 
To track progress for the CAC’s annual CHIP Progress Report, in 2016 the CAC developed a set 
of 16 Outcomes and an associated 56 Indicators. For the purposes of the CHIP, outcomes and 
indicators are defined as follows: 

• Outcomes are results, changes, or improvements that come about from a program. 
Outcomes may include changes in knowledge, awareness, skills, attitudes, opinions, 
aspirations, motivation, behavior, practice, decision-making, policies, social action, 
condition, or status. Outcomes are a standard of some level of success. 

• Indicators are measures that provide evidence that specific conditions exists, or 
definite results or progress toward improvements have or have not been achieved. 
Indicators measure the level of success or lack of success a program has had in 
achieving an outcome. Indicators serve to further clarify and define their related 
outcomes.  



2017 CHIP Progress Report 

EXECUTIVE SUMMARY 

   2 

The 16 outcomes, as written and adopted by the CAC, were purposely broadly defined. 
These broad definitions were intended by the CAC to serve as guidance to allow those who 
use them the flexibility to do their work innovatively and in ways that fit within the context 
of their particular work, setting, or expertise.  

The 56 indicator concepts more specifically define their related outcomes. For example, 
indicators that include “length of time from enrollment to first appointment” or “trauma 
informed care” are indicators that can measure, and therefore define, progress toward its 
related outcome. These carefully selected indicators are labeled in the 2016 CHIP Addendum as 
“Indicator Concepts” in recognition of the fact that they are, or can be, either more or less 
broadly defined than as worded. For example, a “rate” may be stated as an indicator, but a 
“percentage” may be what is available, or rates of child injuries in general may be unavailable, 
while number of child injuries specific to recreation or auto collisions may be available.  

 

2017 CHIP Progress Report 
DOCUMENT ORGANIZATION 

The data in this report is organized by the Outcomes and Indicators identified for each of the 
five Health Impact Areas of the CHIP. 

• Access to Healthcare 
• Behavioral Health 
• Child Health 
• Chronic Disease 
• Maternal Health 

DATA COLLECTION 

Most data reported in this document was collected in collaboration with community partners, 
including IHN-CCO, Benton, Lincoln, and Linn Counties; the Regional Health Assessment Team; 
the Benton, Lincoln, and Linn Federally Qualified Health Centers; and the Linn-Benton Lincoln 
Early Learning Hub.  

When the CAC developed the CHIP’s Outcomes and Indicators, it was understood part of the 
data could be available quickly, while other data would take planning and time. Some data 
would not be possible to collect or report and other data sources only refresh their data every 
two or more years. This report includes a lot of data, and the community partners continue to 
work toward making more data available for future reports. 

TRANSFORMATION PILOT PROJECTS 

Pilot projects as proofs-of-concept 

Much of the data included in this report was collected through pilot projects. While providing 
services to its members, IHN-CCO and its community partners are working to test innovative 
methods of transforming the healthcare system through pilot projects. These pilot projects 
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allow service providers to try out, evaluate, and refine cutting-edge processes for improving 
healthcare delivery, member satisfaction, and cost efficiency. If a pilot project is successfully 
refined and proves to be a viable concept, its new processes and programs may be adopted 
throughout the IHN-CCO region.  

THE CHIP PRIORITIES AS STRATEGIC PLANNING 

As of April 2017, there are 20 active pilot projects being tested (Appendix III). To be considered 
for funding, a proposal must fit within one of the CHIP’s five Health Impact Areas. Pilot proposal 
target areas selected from the CHIP for the 2016 pilot project proposals were:  

Access to Healthcare 

• Increase the percentage of members who receive care communicated in a way that 
ensures members can understand and be understood by their care providers and 
members are effectively engaged in their care (CHIP Outcome A2).  

• Enhance community-based resources and supports that target language, literacy, and 
cultural needs of individuals and families (CHIP Outcome A2).  

• Establishing and Refining Referral Pathways - particularly between Patient Centered 
Medical Homes and Specialty or Community-based care (CHIP HIA: Access).  

• Trauma Informed Care – Incorporate an equity lens and trauma informed care in all 
settings (added September 2016) (CHIP Outcome A1b).  

Chronic Disease 

• Reduce the percentage of members who use and/or are exposed to tobacco (CHIP 
Outcome CD3). 

• Meeting Daily Needs – Increase the availability of resources to meet daily needs of 
individuals and families (e.g., local healthy food, affordable and safe housing, 
opportunities for physical activity and transportation) (added September 2016) (CHIP 
Outcomes A3 and CD2).  

• Reduce Health Disparities – Focus on populations experiencing health disparities, 
especially populations with special needs including, behavioral health needs, chronic 
conditions, disabilities, and older IHN-CCO members (added September 2016) (CHIP 
Values). 

Maternal Health  

• Increase the percentage of women of childbearing age who receive early and adequate 
pre-conception and prenatal care and who connect with appropriate resources 
throughout their pregnancy (CHIP Outcome MH2).  

• Reduce the rate of unplanned pregnancies (CHIP Outcome MH1).  

REPORT HIGHLIGHTS 

The goal of the CHIP Progress Report is to track trends. Much of the data in this report is 
baseline data. In future reports, it will be possible to report trends over time. Overall, the 
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takeaway message from this report is that IHN-CCO is using the CHIP to guide its strategic 
planning for delivery systems transformation, particularly in setting priorities for pilot projects.  

CHIP HEALTH IMPACT AREA HIGHLIGHTS 

Access to Healthcare – Since 2014, the average number of days from enrollment to first 
appointment has decreased by 35 days, from 88 days to 53 days. Overall satisfaction with care 
is high. Currently, there are 17 pilot projects working to improve access.  

Behavioral Health – In 2014-2016, 1,857 community members have been certified in Mental 
Health First Aid through 58 trainings held within the three-county region. Currently, there are 
10 pilot projects working to improve behavioral healthcare and outcomes within the region.  

Child Health – Currently, there are nine pilot projects working to improve child healthcare and 
outcomes. Trauma informed care is a priority in many of these pilots.  

Chronic Disease – Currently, there are ten pilot projects working to improve child healthcare 
and outcomes. Prevention is a priority in many of these pilots, as are social determinants of 
health such as nutrition and physical activity.  

Maternal Health – The unplanned pregnancy rate continues to decline across the region. The 
rates of low birth weight babies have declined slightly across all reported races, most 
significantly for black/African Americans. Data for several indicators continues to be 
unavailable. Prior to the 2014 CHIP, IHN-CCO had no pilot projects focusing on maternal health. 
As a result of the 2016 CHIP priority setting, five pilot projects now have a maternal health 
focus.  

REGIONAL HEALTH ASSESSMENT/ALIGNMENT (RHA) 

The CHIP is done in collaboration with the Regional Health Assessment/Alignment (RHA) team. 
The Regional Health Collaborative (RHC) is a partnership between organizations dedicated to 
improving community health in Oregon’s Benton, Lincoln and Linn Counties through collective 
data utilization. The RHC is working together to develop an integrated system of local and 
regional data to facilitate collaborative and coordinated cross-sector planning and decision-
making efforts that impact health in our region.  

Some of the ways in which the Regional Health Assessment team supports regional health 
assessment and improvement planning efforts is that it: 

• Provides baseline data and continual updates to drive policy decisions and health 
improvement programs. 

• Engage communities in their own health to address disparities and equip them with the 
data they need to identify priorities. 

• Illustrate the impact of social determinants of health. 
• Use data to bridge the gap between traditional healthcare and other sectors that impact 

health. 
• Expanding capacities and the potential for impact at healthy related organizations. 
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With inclusion in the regional health assessment and alignment initiative, the IHN-CCO CHIP’s 
focus on Medicaid membership will ensure that the needs of some of our communities’ most 
vulnerable residents, those living in poverty, are assessed and addressed.
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CHIP Outcomes and Indicators Data 

 Access to Healthcare 

Outcome A1: Reduce days to first appointment. 
 

Indicator A1a: Length of time from enrollment to first appointment. 

 

NEW MEMBER ACCESS 

For new IHN-CCO members in 2014, the average number of days from enrollment to first 
appointment with a Primary Care Provider (PCP) was 87.8 days. In 2015, the average decreased 
by 15.5 days down to 72.3 days. In 2016, the average dropped another 19 days down to an 
average of 53.3 days. That is, for IHN-CCO, the average number of days from enrollment to first 
appointment with a PCP has dropped 34.5 days since 2014. (Table 1) 
 

Table 1: Average Number of Days for New IHN-CCO Members to See a Provideriii 

 2014 2015 2016 
Number of new members 27,765 15,975 14,304 
Number with first claim 19,211 10,872 8,172 
Average number of days until first claim (any 
provider) 

 67.5  55.3 41.5 

Average number of days until first PCP claim  87.8  72.3 53.3 

Indicator A1b: Length of time from appointment request to appointment for 
behavioral, physical, and oral health services.  

The Oregon Health Authority surveys Oregon Medicaid members on their previous six months 
healthcare experiences. The survey is called the Consumer Assessment of Healthcare Providers 
and Systems (CAHPS). CAHPS survey results from 2016, including the percent of IHN-CCO 
members who responded “Always” or “Usually” to the following questions: 79% of adults 
responded that they “Always” or “Usually” got an appointment for a check-up or routine care at 
a doctor’s office or clinic as soon as they needed. 84% of respondents with children answered 
“Always” or “Usually” to the same question about their child’s experience. 
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Indicator A1c: Trauma informed care, such as Adverse Childhood Experiences (ACEs) 
and resiliency measures.  

TRAUMA FORUM: 

IHN-CCO provider groups are currently looking at workflow and various systems’ ability to build 
ACEs scores into Electronic Health Records.iv  

After a considerable push to get hundreds of Benton, Lincoln, and Linn providers trained in 
trauma informed care in 2015, the work continues. 

• Trauma informed Care Implementation Forum: An all-day event to discuss the benefits 
of trauma informed care and next steps for implementation are scheduled for March 
2017. This event is sponsored by Lincoln County Public Health, Portland State University, 
and the Oregon Health Authority (OHA) in partnership with IHN-CCO. Participants will 
include partners and stakeholders from education, healthcare, housing, child welfare, 
early childhood, judicial, community and mental health services, as well as people with 
lived experience, youth and family advocates.v 

PROJECTS: 

A) A Child Abuse Prevention and Early Intervention Transformation Pilot Project 

• Family Tree Relief Nursery (FTRN), Since its inception in 2014, FTRN has helped 
hundreds of children and their families to stay together as a family unit. Family Tree 
Relief Nursery is the only private, nonprofit organization in the area that provides these 
complete, integrated services: a therapeutic classroom and nursery, an outreach 
program and respite, home visitation, parent education, and support.  

• Multiple scientific longitudinal studies indicate that integrating these services is 
effective in reducing recurrences of abuse and neglect in high-risk families by 80%. 
Family Tree Relief Nursery is a child abuse and neglect prevention program offering free 
services to low-income families with children under the age of six. Family stability is 
supported, and children and parents are worked with to minimize the need for children 
to removed from their home.vi 

• The goal of Family Tree’s Child Abuse Prevention and Early Intervention Pilot project is to 
increase collaboration between Family Tree’s home-based program, IHN-CCO medical 
providers, and the Department of Human Services Child Welfare. The project is working 
to increase access and smooth transitions for high-risk, Oregon Health Plan (OHP) 
served families. This is achieved by using a blended service model of Family Tree’s 
Home-based Interventionist and a Traditional Healthcare Worker as an innovative way 
to assist families. This is done by linking them to their medical home and additional 
services, and providing stabilizing support for increased outcomes for family health, 
stability, and attachment. The contract for this pilot includes ACEs and resiliency 
measures.  

o Successes:  
 Engagement with the IHN-CCO Traditional Health Workers committee 

brings together Community Health Workers and Peer Support systems as 
a whole across the region. Through this effort, they have learned from 
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other programs and streamlined processes, successfully aligning for 
larger impact on health system from a community provider position. 

 Engagement with the providers on the IHN-CCO Delivery System 
Transformation (DST) committee and community leaders vital to this 
organization’s knowledge related to how to integrate into the health 
system and how to leverage resources to meet needs of underserved 
IHN-CCO members. Through this pilot, Family Tree Relief Nursery is 
treated as a systems transformation resource for the community in 
looking at ways to improve health outcomes for IHN-CCO members. 

o Results to datevii: 
 30 families (95%) screened with ACES 
 Staff training completed mid-2016 
 Developing referral process with Community Health Worker in Mid-Valley 

Children’s Clinic and Mid Valley Pediatrics 
 Working on establishing an Alternative Payment Methodology 
 Progressing on sustainability plan 

o Sustainability Plan: Family Tree is working with IHN-CCO’s operations team to 
operationalize this pilot into an Alternative Payment Methodology (APM) 
contract.  

B) Chrysalis Therapeutic Support Groups Transformation Pilot Project 

• This project provides Chrysalis Therapeutic Support Groups to eligible IHN-CCO 
members across five high schools in Benton County. Chrysalis support groups are an 
evidence-based preventative program that serves girls ages 14 to 18. Each Chrysalis 
group provides a safe haven for girls who have experienced trauma or emotional, 
physical, or sexual abuse.  

• Through Chrysalis’ safe and therapeutic environment, the girls investigate the causes 
and effects of abuse, the danger of adopting risky behaviors as a coping strategy, and 
techniques for personal recovery. The girls build strong coping and healing strategies 
through specific activities, such as self-defense lessons and team-building exercises. 
Participants also build friendships and support systems that bolster the lessons learned 
in the program and offer continuous reinforcement of new life skills.  

• By providing an environment where girls can share their stories–many of them for the 
first time—their school experience is better transformed into one of hope and healing. 
The program improves participants’ chance for life-long success by increasing their 
emotional resiliency and potentially their graduation levels. 

o Successes:  
 Trillium facilitators all attended additional 5-hour training with Erica 

Weber, Licensed Clinical Social Worker (LCSW), Chrysalis Program 
Manager, to learn the Chrysalis curriculum and strengthen clinical group 
skills held at the Children’s Farm Home. Facilitators also continue to meet 
with Erica Weber, LCSW almost every week in addition to their regularly 
scheduled clinical and administrative supervision. 
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 Four support groups are now active. The Corvallis High School group 
currently has 12 girls enrolled in the group; The Crescent Valley High 
School group has seven members currently. The Philomath group is 
currently at nine girls. Lastly, the West Albany group currently has seven 
group members.  

 Members of all the groups have successfully managed to build rapport 
with one another and with their various facilitators. Each group has 
completed their first field trips. Three of the groups used Chrysalis’ 
existing provider to complete the first field trip and the fourth used the 
local resource at Oregon State University (OSU) to do the challenge 
course there. The groups are all busy working the curriculum to learn 
about trauma, learn about how they have been impacted, and explore 
coping skills while finding connection and safety within their respective 
groups.  

o Sustainability Plan: Trillium, once the project has outcomes to report, will work 
with schools to begin providing funding for Chrysalis through their budgets. 

o Project outcomes to date: This project is using depression and anxiety 
screenings, self-esteem measures, and attendance and graduation rates to 
measure success. Pre-testing is complete. Post-testing will take place at the end 
of the school year. 

C) Tri-county Family Advocacy Training Transformation Pilot Project 

• Through this project, the Oregon Family Support Network provides family advocacy 
training and Collaborative Problem Solving Trainings. That is, this project is providing 
trainings in two areas: 

o Family Advocacy: Trauma: The What, Why and How We Can Respond: Two 
introductions to trauma trainings, one in the Willamette Valley and one in 
Lincoln County, focused on types of trauma, effects on health and behavior, 
triggers, re-traumatization, and best trauma informed practices.  

o Collaborative Problem Solving (CPS): founded in increasing child and parent 
resiliency, and is an approach to working with children who may have 
challenging behaviors that make working with them as a parent, teacher, 
physician, etc. difficult.  
 The CPS model assumes that kids often lack some crucial skills in the 

areas of frustration tolerance, adaptability and flexibility, and problem 
solving. These children may have difficulty applying these skills when 
most needed, perhaps because of mental health, cognitive, or language 
based challenges.  

 The CPS model involves using a collaborative process to help adults 
pursue expectations, reduce challenging behavior, teach skills, and gather 
information with an empathetic rather than punitive stance. Ultimately 
the opportunity to restore/build healthy relationships with loved ones 
and other care givers sets the stage for resilience and success in the face 
of challenges that remain.  
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D) Sexual Assault Nurse Examiner (SANE) Transformation Pilot Project 

o This project focuses on improving access to care for victims of person crimes or 
abuse, more than half of which are IHN-CCO members. Before implementation 
of SANE, those who have experienced sexual assault reported to a hospital 
Emergency Departments (ED) where they more often than not, experienced long 
wait times (up to 48 hours in some cases), were sent outside the area for care 
(typically Salem or Eugene), or chose to forego medical care and evidence 
collection all together. 

o Project goals are to: 
 Develop pathways within the Samaritan Health Services (SHS) system 

through in-person education of Samaritan clinic and ED staff and 
physicians.  

 Reduce wait times for sexual assault patients. 
 Mitigate additional patient trauma due to lengthy wait times and/or care 

provided by untrained staff. Ultimately, this will lead to a reduction in 
future mental and physical health impacts related to the care provided 
directly following an assault. 

 Increase the percentage of sexual assault patients who seek and receive 
follow-up care. 

 Decrease ED utilization related to sexual assault evidence collection. 
o Project outcomes to date:  

 Mock examinations were presented as a training and certification 
process. 

 Samaritan Albany General Hospital wait times are 0-45 minutes, SHS 
wait-times are less than 60 minutes before transportation to the Center 
Against Rape and Domestic Violence (CARDV). 

 Since October 1, 2016, 39 patients have been seen, thus decreasing hours 
in the ED by 156 hours. Staff has responded to three patients in the ED 
for documentation.  

E) Prevention, Health Literacy, and Immunizations for Children Transformation Pilot Project 

o The Boys and Girls Clubs of Benton and Linn County project provides strategic 
interventions and preventative healthcare to enable low income and minority 
youth to create great futures. The project includes health literacy education in 
personal development classes, immunization clinics, connecting families to 
health navigators, enrolling individuals in the Oregon Health Plan, and linking 
youth and families with Patient Centered Primary Care Homes, as well as an 
exploration of a Medical Neighborhood concept. Developing youth resiliency is 
an important aspect of this project.  

o Resiliency related outcomes to date: 
 4,730 youth have received resiliency training. 
 79 members connected to mental health services.  
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 Enhanced Health Literacy curriculum for 640 youth to empower them to 
make informed healthcare decisions. 

Indicator A1d: Appropriate preventive care for all ages. 

PREVENTATIVE HEALTH DATA: 

IHN-CCO has improved on all Preventative Care Incentive Metrics since the last CHIP Progress 
Report. (Table 2) 

 

Table 2: Preventative Health Quality Measures Data from OHAviii 

 
12/14–11/15 2015 IHN-CCO 

Improvement 
Target 

12/15-11/16 

Adolescent Well Care Visits 28.1% 27.9% 35.9% 
Child Immunization Status 62.4% *N/A 65.9% 
Dental Sealants – All Age Groups 15.0% 12.9% 20.4% 
Developmental Screening 34.6% 29.2% 53.6% 
Effective Contraceptive Use – All Ages 35.6% *N/A 41.2% 
Well Child Visits in First 15 Months of Life 65.2% *N/A 74.5% 

*N/A (Not Applicable) because these were new metrics without past improvement targets. 
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Outcome A2: Increase the percentage of members who receive care 
communicated in a way that ensures that they can understand and be 
understood by their care providers, and that they are effectively engaged 
in their care. 
 

Indicator A2a: Percentage of members who report that they receive care 
communicated in a way that ensures that they can understand and be understood by 
their care providers, and that they are effectively engaged in their care.  

 

Table 3: CAHPS 2016 Experience of Care Survey Data  

 Adult Child 

Did your personal doctor explain things in a way that was easy to 
understand? 90% 95% 

Did your personal doctor listen carefully to you? 91% 97% 

Did your personal doctor show respect for what you had to say? 91% 97% 

Did your personal doctor spend enough time with you? 87% 92% 

Source: Medicaid 2016 CAHPS Survey 

Number of adult respondents who answered “Always” or “Often”: 298; number of child 
respondents: 300 

PROJECTS: 

Prevention, Health Literacy, and Immunizations for Children Transformation Pilot Project 

This project has a strong focus on empowering youth to be engaged in their health. Health 
literacy is a strong element in the project. (Indicator A1d) 

Improving Pain Outcomes and the Patient Provider and Therapy Referral Pathway 
Transformation Pilot Project 

The project focused on improving the care of pain patients referred to rehabilitative therapy by 
their primary care providers. It did this through a unique educational and interactive program 
designed by a fellowship trained chronic pain specialist for rehabilitation therapists. The 
intervention is designed to improve therapist knowledge of and confidence in their treatment 
of pain using an easy-to-understand conceptual model already being implemented in the 
region’s Patient-Centered Primary Care homes to teach the neurophysiology of pain.  
A second project goal was to facilitate consistent and clear communication about pain to the 
patient, from both the patient’s primary care provider and the rehabilitation therapist when the 
patient is referred for subspecialty care. By providing the same conceptual pain model to 
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primary care providers and rehabilitative therapists, both groups will use similar language while 
building patients’ trust and understanding when describing and explaining pain to their mutual 
patients. 

Childhood Vaccine and Attitude Source Transformation Pilot Project 

Oregon has the highest nonmedical pediatric vaccine exemption rate in the nation. The Benton, 
Lincoln, and Linn county region has the highest nonmedical exemption rates in the state. This 
project included a study to provide qualitative data on the underlying concerns and health 
beliefs of parents/guardians in the region concerning vaccination. It also examined specific 
sources of these concerns and health beliefs (e.g., social and other media, alternative 
healthcare providers). The purpose was to better understand why people do and do not 
vaccinate their children according to the recommended schedule so that communication 
strategies could be improved.  

Outcomes so far are; 39 parents participated in the study, eight focus groups were held, and 
nine individual interviews conducted. The results have been transcribed and analyzed.  

The Warren Project Nature Therapy Transformation Pilot Project 

The Olalla Center for Children and Families, a mental and behavioral health provider, in 
collaboration with Community Services Consortium, provided nature therapy using an outdoor-
based therapeutic care model. This model integrates physical and mental health therapies with 
experiential learning in a natural setting and offers early intervention strategies for adolescents 
and families. The program works through an equity lens to overcome health obstacles, such as 
poverty and literacy. While the program utilizes culturally appropriate methods, bilingual and 
multi-cultural staff and partners with specialized training in family dynamics and adolescent and 
LGBTQIA needs in a very rural and underserved county. 

Traditional Health Worker Transformation Pilot Projects 

Traditional Health Workers strive to empower community members in their health and 
wellbeing. Several transformation pilot projects have been approved and are in various stages 
of implementation, including the Benton County Community Health Worker Pilot, the Lincoln 
County Community Health Worker Pilot, Health Navigation and Housing Planning, Tri-County 
Family Advocacy Training, and Child Abuse Prevention and Early Intervention.  

TRAININGS: 

• Two Samaritan Health Primary Care Medical Home Health Literacy Educational sessions 
were delivered in 2016 (~120 total provider participants).ix 

• Samaritan Health Services has created Community Health Education Hubs. Health 
Literacy is a key element of those hubs.x 
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Indicator A2b: Percentage of members who access user-friendly, certified language 
interpreter services.  

It is a contractual requirement that all healthcare providers have interpreter services available 
for clients.  

Outcome A3: Increase the percentage of members who have safe 
affordable housing. 
 

Indicator A3a: Number of homeless persons. 

Each year, local community groups conduct a one-night population count of people 
experiencing homelessness in their communities. This census is coordinated across the country 
to avoid double counting. This Point-in-Time count is acknowledged to have significant 
limitations, primarily stemming from the inability of community groups to canvas every area 
where a person experiencing homelessness might be. Furthermore, over the course of the year 
there is fluctuation or change in the number of people experiencing homelessness, so a single 
night count does not capture the true burden. However, the Point-in-Time count provides 
consistent and comparable information between areas and across years. 

Table 4a: Historical Point-in-Time count homeless population figures, including students 

 2011 2015 
 Benton Lincoln Linn Region Benton Lincoln Linn Region 

Total 
homeless 
count 

107 41 135 283 131 47 246 424 

Sheltered 
count 107 41 125 273 94 25 197 316 

Unsheltered 
count 0 0 10 10 37 22 49 108 

Male 71 16 * 84 171 * 88 23 123 234 
Female 36 24 * 51 111 * 43 23 108 174 
Individuals 81 23 109 75 110 29 186 325 
Family 
members 26 18 26 208 21 18 60 99 

Average 
months spent 
homeless 
(female / 
male) 

18 / 43 7 / 20 13 / 22 13 / 30 -- -- -- -- 
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Table 4b: Most recent Point-in-Time homeless population figures, including students 
 
 2016 
 Benton County Lincoln County Linn County Region 
Total homeless count 199 102 253 554 
Sheltered count 141 21 188 350 
Unsheltered count  58 81  65 204 
Male  110 52 153* 315 
Female  89 50 101* 240 
Individuals 135 77 215 427 
Family members  64 25  38  127 
 
Source: Oregon Housing and Community Services and Community Services Consortium.  
*Counts do not sum to total. This is generally due to miscounting or data entry errors on the 
part of the data collection process. Discrepancies of 1 or 2 are small for numbers of this size, 
although it is always worth trying to avoid such errors. 
 
The number of people experiencing homelessness counted during the Point-in-Time census 
increased by 30% in the region from 2015 to 2016. This increase was most dramatic in Lincoln 
County, where the counted number of people experiencing homelessness more than doubled. 
Furthermore, 80% of the individuals counted in Lincoln County were unsheltered in 2016. The 
ratio of men to women has stayed relatively constant over time, with about three men for 
every two women counted across the region. However, in Lincoln County, there were more 
women (52) counted than men (50).  
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Indicator A3b: Number of homeless students. 

Table 5: Homeless students grades K-12 in Benton, Lincoln, and Linn Counties, 2013-2014 and 
2015-2016 

Source: Oregon Department of Education, 2013-2014, 2015-2016 
 
The number of children experiencing homelessness increased in all three counties, but Lincoln 
County saw the greatest number and percentage increase. More than 1 in 7 Lincoln County K-
12 students experienced homelessness at some point in the 2015-2016 school year. 

Indicator A3c: Percentage of members who have stable housing upon discharge from 
hospital or emergency department visit. 

 Data is not currently available. 

Indicator A3d: Percentage of residents with high housing costs. 

HOUSING BURDEN DATA 

In the IHN-CCO region 2011-2015, 37% of households spent more than 30% of their income on 
housing. 55% of renters in the region spent more than 30% of income on housing, and 27% of 
homeowners spent more than 30% of their income on housing (Figures 1a and 1b and Table 6). 

 2013-2014 2015-2016 

 

Homeless 
Student 
Numbers Grades 
K-12 

Percent of 
Homeless 
to Total 
Enrollment 

Homeless 
Student 
Numbers Grades 
K-12 

Percent of 
Homeless 
to Total 
Enrollment 

Benton County  228  3 %  290  3.3 % 
Lincoln County  519 10 %  768 14.7% 
Linn County   859  4 %  976  4.3 % 
Region 1,606  3 % 2,034  5.5 % 
Oregon  ---  3 % --  3.7 % 
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Figures 1a and 1b: Homeowner and renter (combined) housing cost burden as percentage of 
income, in the region and Oregon 2011-2015  

 

 

Source: U.S. Census Bureau, 2011-2015 American Community Survey 
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Affordable housing continues to be a challenge across the region. 37% of households suffer 
from a cost burden (defined as 30% or more of income spent on housing). Renters are more 
likely to be cost burdened than homeowners, with 55% of renters in the region qualifying as 
cost-burdened. Nevertheless, a significant share of homeowners (27%) are cost burdened. 
(Table 6) 

Table 6: Homeowner and renter housing cost burden more than 30% of income for Linn, 
Benton, and Lincoln Counties, the region, and Oregon 2011-2015 

Source: U.S. Census Bureau, 2011-2015 American Community Survey 
 

Indicator A3e: Percentage of members who have safe housing.  

Data is not currently available. 

 More than 30% of income on 
rent (renters) 

More than 30% of income on 
housing (owners) 

Benton County 59% 23% 
Lincoln County 51% 31% 
Linn County 54% 28% 
Region 55% 27% 
Oregon 54% 29% 
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Behavioral Health 

Outcome BH1: Increase community awareness that behavioral health 
issues are normal and widely experienced. 
 
Indicator BH1a: Exposure to behavioral health information and self-care skills in health 
services, schools, and after-school programs.  

See A1b for projects that expose members to behavioral health information and self-care skills.  

Lincoln County has School-Based Health Centers co-located in four high schools, which have 
mental health counselors and alcohol and drug counselors. Benton County has School-Based 
Health Centers in the Corvallis Lincoln Elementary School and in the Monroe Grade Schoolxi.  

Indicator BH1b: Availability of programs to train primary care and other healthcare 
providers and community members to understand behavioral health.  

See A1c for the Chrysalis Therapeutic Support Groups Project and the Prevention, Health 
Literacy, and Immunizations for Children Project, which includes resiliency training.  

Also, see BH1c for Mental Health First Aid Training information.  

Indicator BH1c: Efforts made to inform communities about behavioral health through 
media exposure and other information. 

MENTAL HEALTH FIRST AID TRAININGxii 

Mental Health First Aid (MHFA) is an eight-hour course that teaches community members and 
non-clinical staff how to identify, understand, and respond to signs of mental illnesses and 
substance use disorders. The training gives participants the skills necessary to reach out and 
provide initial help and support to someone who may be developing a mental health or 
substance use problem or experiencing a crisis.xiii 

Since 2014, the numbers of MHFA courses taught and the number of community members 
trained has increased steadily. (Table 7)  
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Table 7: Mental Health First Aid: 2014, 2015, and 2016, Number of Trainings and Certified 
Participants  

 

Number of 
Participants 

Certified 
2014 

Number of 
Participants 

Certified 
2015 

Number of 
Participants 

Certified 
2016 

2014 
MHFA 

Trainings 

2015 
MHFA 

Trainings 

2016 xiv 
MHFA 

Trainings 

Benton 107 184 319  4  7 14 
Lincoln  15  32 234   1  2 12 
Linn 180 240 508 10 14 32 

Indicator BH1d: Peer-delivered education about behavioral health. 

What is reported below may be only a partial picture of the certified peer-delivered services 
that occurred in the region in 2016.  

• Benton County Health Department employed 12 Peer Support Specialists (PSS). Two 
worked one Full Time Equivalent (FTE) each. Several worked .49 to .60 FTE and the rest 
worked various flexible schedules for a total of over 5 FTE.xv 

• Lincoln County Health and Human Services employs two PSS, each work a .49 FTE, for a 
total of .98 FTE.xvi  

• Linn County Health Services employs three-and-a-half full-time equivalent and two half-
time Peer Support Specialists, for a total of 4.5 FTE.xvii 

• CHANCE – Communities Helping Addicts Negotiate Change Effectively, in Linn County, 
employs three full-time Peer Support Specialists, for a total of 3 FTE.xviii 

• Oregon Family Support Network also employs Peer Support Specialists in the region. 
 

Outcome BH2: Increase the expertise of primary care providers who work 
with people who may have behavioral health needs in order to reduce 
stigma and improve access and appropriate utilization of services. 
 
Indicator BH2a: Number of primary care providers who have exposure to behavioral 
health education, information, and Continuing Medical Education (CME). 

Samaritan Health Services sponsored Continuing Medical Education (CME)xix 2016 behavioral 
health related trainings (CMEs average 57 physician participants): 

• Marijuana Update 
• Opioid Use 
• Eating Disorders 
• Ethics and End of Life Decisions 
• Sexual Assault Victim Treatment 
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Indicator BH2b: Co-located primary care and behavioral health providers.xx 

The following primary care clinics in the IHN-CCO region have co-located behavioral health 
providers:  

• Albany Internal Medicine 
• Calapooia Family Medicine 
• Community Health Centers of Benton and Linn Counties, including the Corvallis, 

Lebanon, Lincoln, and Monroe Health Centers; Sweet Home Health Center. 
• Geary Street Clinic 
• Mid-Valley Children’s Clinic 
• North Albany Medical Clinics 
• Samaritan Health Services Lebanon Primary Care Clinics  
• Samaritan Health Services Corvallis Primary Care  
• Samaritan Pacific Communities Hospital Clinics (3 of 5) 

Indicator BH2c: Percentage of members who receive behavioral health services, 
screenings, and referrals in primary care settings.  

Data is not currently available. 

Outcome BH3: Increase behavioral health screenings, services, referrals, 
and peer and parent support in schools and other community venues. 
 
Indicator BH3a: Percentage of members who receive behavioral health services, 
screenings, and referrals in venues other than traditional medical facilities.  

Data is not currently available. Future progress reports should include data from School-Based 
Health Centers, Correctional facilities, etc.  

Indicator BH3b: Numbers of certified Peer Support Specialists accessible to members in 
venues other than traditional medical facilities.  

Listed below are known PSS services in the region in non-traditional settings. There may be 
others not know for the writing of this report. 

• CHANCE – Communities Helping Addicts Negotiate Change Effectively, in Linn County, 
employs three full-time PSS, for a total of 3 FTE.xxi 

• Oregon Family Support Network also employs PSS in the region.  
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Indicator BH3c: Rate of suicidal ideation, attempts, suicide, and/or self-harming 
behavior. 

See A1b for the Chrysalis Therapeutic Support Groups Transformation Pilot Project. 

The data for Indicator BH3c is from the 2015 Regional Health Assessment.xxii 

• Some suicide-related data sets are too small to release publically, due to confidentiality. 
However, “Suicide rates were much higher in Lincoln County in 2013 compared to the 
other counties in the region, with 30 deaths per 100,000 residents of Lincoln County. For 
that same year, Benton County recorded 14 suicides per 100,000 residents, and Linn 
County recorded 16 suicides per 100,000 residents,.” xxiii 

• “Among all age groups, the five-year (2009-2013 year average suicide rate per 100,000 
people was 19, 12, and 14 in Benton, Lincoln, and Linn Counties, respectively.”xxiv 

• The following table “highlights the percentage of 8th and 11th grade students in the 
region who self-reported that they had experienced depression, thought about suicide, 
or attempted suicide during 2015. The rate of attempted suicide is higher among 8th 
graders in the region than among 11th graders in the region.” 

 

Table 8: Percent of 8th and 11th grade students with self-reported depression, thoughts 
about suicide, or actually attempted suicide during the last 12 months, Benton, Lincoln, and 
Linn Counties, and Oregon, 2015 

 Grade Benton Lincoln Linn Oregon 

Felt so sad or hopeless almost every 
day for two weeks or more in a row 
that they stopped doing some usual 
activities 

8th 26% 36% 29% 27% 

11th 28% 28% 30% 29% 

Seriously considered attempting 
suicide 

8th 18% 19% 18% 16% 

11th 14% 16% 13% 16% 

Attempted suicide at least once 8th  7% 15%  9%  8% 

11th  5%  5%  5%  6% 

Source: Oregon Healthy Teens Survey, 2015xxv.  
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Child Health 

Outcome CH1: Increase the percentage of children, and families, 
particularly those with identified risk factors, who are empowered in 
their health, who partner with their healthcare provider, and who set 
their goals and follow through on those goals. 
 

Indicator CH1a: Percentage of at-risk children and families who have access to 
advocacy services such as CASA, LGBTQIA support, OFSN, Youth MOVE, and DHS-Child 
Welfare. 

The Benton, Lincoln, Linn Regional Health Assessment team recommends that the at-risk 
populations in the IHN-CCO region be measured by: 

• The number of adults (18+) with incomes under 1.38 times the Federal Poverty Level. 
• The number of children (less than 18) living in households with household incomes less 

than two times the Federal Poverty Level. 
• The number of individuals living with disabilities. 

These recommendations are based on the qualifications for Medicaid in Oregon.  

Benton County and Linn County have large numbers of college students. Enrollment in OSU is 
approximately 25,000, while approximately 22,000 students are enrolled at least part-time at 
Linn Benton Community College (LBCC). Students living off campus are included in the following 
figures (except for children less than 18). Many of these students are at-risk for housing 
instability or food insecurity, especially if they do not have parental supports. 

Double counting is likely without further data to identify individuals who fit into more than one 
of these categories. 

(Table 9) for data relevant to these at-risk populations. 
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Table 9: The number of adults, children, and individuals living with disabilities, and living 
below the poverty level in Benton, Lincoln, and Linn Counties and the region 

 Benton Lincoln Linn Region 

The number of adults (18+) with 
incomes under 1.38 times the Federal 
Poverty Level (percent of population) 

20,104* 

(23%) 

9,261 

(22%) 

21,976 

(18%) 

51,341 

(20%) 

The number of children (less than 18) 
living in households with household 
incomes less than two times the 
Federal Poverty Level (percent of 
population) 

 4,871 

(6%) 

4,088 

(9%) 

13,783 

(11%) 

22,742 

(9%) 

The number of individuals living with 
disabilities (percent of population) 

 

 8,524 

(10%) 

9,775 

(22%) 

20,243 

(17%) 

38,542 

(15%) 

Source: American Community Survey 2011-2015 Five-Year Estimates 
*Impacted by student university population 
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Indicator Ch1b: Percentage of children ready to learn when they enter school. 

SCHOOL READINESS DATA 

Table 10: Early Learning Hub of Benton, Lincoln, and Linn Counties Kindergarten Assessment 
results, 2016-2017xxvi 

  

Approaches to Learning 
Average Rating (1-5) 

Early Math-
ematics 
Average 
number 

Correct (0-
16) 

Early Literacy 
Average Number 
Correct (0-100) 

  Approach 
to 

Learning 

Self-
regulation 

Inter-
personal 

Skills 

Numbers 
and 

Operations 

English 
Letter 
Names 

English 
Letter 

Sounds 

2015-
2016 

EL Hub 
Average 3.6 3.5 3.7 8.7 14.6 8.6 

State 
Average 3.6 3.5 3.8 8.5 14.8 8.9 

2016-
2017 

EL Hub 
Average 3.6 3.5 3.8 8.5 17.8 6.9 

State 
Average 3.6 3.5 3.8 8.5 18.5 7.4 

Source: Early Learning Hub of Benton, Lincoln, and Linn Counties; higher numbers are better. 

There were no significant changes in Approaches to Learning or Early Mathematics scores. 
However, English Letter Names scores decreased both in the region and statewide, while 
English Letter Sounds scores increased in the region and statewide. It is unclear if these 
decreases are due to normal variation or a systematic difference. 

The Head Start Program is a federal program that promotes the school readiness of children 
from low-income families by enhancing their cognitive, social, and emotional development. 
(Tables 11 and 12) 



CHIP Progress Report 
CHILD HEALTH 

   26 

 

Table 11: Oregon Head Start Pre-K and Early Head Start (EHS) programs and enrollment by 
county, 2013-2014  

 County OHS Pre-K 
enrollment 

EHS 
enrollment 

Total 
enrollment 

Kids and Company of Linn 
County (KidCo) Head Start 

Benton and 
Linn 449 52 501 

Oregon State University 
Child Development Center Benton  75 --  75 

Community Services 
Consortium Lincoln 154 -- 154 

Siletz Tribal Head Start Lincoln  20 30  50 
Total  698 82 780 
Source: Oregon Department of Education, Early Learning Division, Oregon Head Start 
Prekindergarten Programs 2013-2014 directory 
 

Table 12: Oregon Head Start Pre-K and Early Head Start (EHS) programs and enrollment by 
county, 2014-2015 

 County OHS Pre-K 
enrollment 

EHS 
enrollment 

Total 
enrollment 

Kids and Company of Linn 
County (KidCo) Head Start 

Benton and 
Linn 466 52 518 

Oregon State University 
Child Development Center Benton  76 --  76 

Community Services 
Consortium Lincoln 160 -- 160 

Siletz Tribal Head Start Lincoln 112 --  112 
Total (2014-2015)  814 52 866 
Total (2013-2014)  698 82 780 
Source: Oregon Department of Education, Early Learning Division, Oregon Head Start 
Prekindergarten Programs 2014-2015 directory 
 
Overall enrollment increased in both Pre-K and Early Head Start over the previous recorded 
year. 
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Outcome CH2: Decrease the rate of childhood injuries. 
 

Indicator CH2a: Rate of injuries and mortality attributable to inadequate medication 
safety.  

Data is not currently available. 

Indicator CH2b: Proper use of child safety equipment such as car seats, seat belts, and 
safety helmets.  

Data is not currently available. 

Indicator CH2c: Child abuse and neglect rates. 

FOUNDED ABUSE RATES: 

In 2015, the founded abuse rate in Lincoln County decreased significantly. In contrast to 22.4 
founded cases of abuse per 1,000 children in Lincoln County in 2014, in 2015 there were 16.3 
founded cases of abuse per 1,000 children. Benton County and Linn County had similar founded 
abuse rates as in previous years. ( Figure 2) 

Figure 2. Founded abuse rate per 1,000 for children less than 18 years of age in Benton, 
Lincoln, and Linn Counties, and Oregon, 2010-2015 

 

Source: Oregon Department of Human Services, Child Welfare Data Book 2011, 2012xxvii, 2013, 
2014, and 2015. Rates include neglect, physical abuse, and sexual abuse. 
 

PROJECT 
See A1b for the Chrysalis Therapeutic Support Groups Project. 
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Indicator d: Percentage of members with safe housing. 

Data for this Indicator is from the 2015 Regional Health Assessmentxxviii  

Data on the safety of housing is not available. A reasonable proxy for the safety level of a house 
is its age. Older houses are less likely to have modern safety features, more likely to suffer from 
mold or other health threats, and more likely to contain lead paint. The following charts show 
the age of housing in the region. Beginning in 1980, lead paint was outlawed in houses. (Figure 
3)  
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Figure 3: Age of housing stock in Benton, Lincoln, and Linn Counties.  

 

 
 

 
This is the most recent data. 

Outcome CH3: Increase breastfeeding rates. 
 
Indicator CH3a: Percentage of women who receive lactation counseling and support 
during pregnancy and following childbirth.  

Data is not currently available. 

 

PROJECTS 

Breastfeeding Support Services in East Linn County Transformation Pilot Project 

This project is working to reduce the barriers new mothers have to be able to successfully 
breastfeed their children. It is doing this through the placement of a Spanish-speaking 
International Board Certified Lactation Consultant (IBCLC) in the Samaritan Mid-Valley Pediatric 
office in Lebanon and by expanding breastfeeding support services in Linn County WIC clinics. By 
the placement of a lactation consultant in the clinic setting, evaluation and consultation to the 
mother-baby duo can be provided in coordination with the other medical services delivered by 
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primary care staff. An IBCLC's contribution to the care of the new breastfeeding family can meet the 
American Academy of Pediatrics recommendation that breastfed babies be seen within three to five 
days of birth. 

Pollywog: Prepared Parents, Healthy Families Project 

The Pollywog Project was developed to align healthcare, parenting education, and early 
childhood services for children, prenatal to age five, and their families in Benton, Lincoln, and 
Linn counties. 

Initially funded by IHN-CCO through the Early Learning Hub; the project partners with five local 
hospitals, social service organizations, public health and education, as well as leveraging the 
parenting education collaborative, the Parenting Success Network. Pollywog staff assist families 
in signing up for prenatal and parenting classes, access parenting support, and refer to 
appropriate primary healthcare, child development, and early learning opportunities. 
Connecting pregnant women and their partners to free breastfeeding classes and support is 
one of many aspects of Pollywog.  

Indicator CH3b: Percentage of women breastfeeding at 6 and 12 months.  

 

Table 13: Percentage of mothers in the Women, Infant, and Children (WIC) program who are 
breastfeeding at birth and 6 months in Benton, Lincoln, and Linn Counties  

 Percentage of WIC mothers 
breastfeeding at birth 

Percentage of WIC mothers 
breastfeeding at 6 months 

Benton County 94% 49%  
Lincoln County 94% 42% 
Linn County 92% 38% 

Source: Oregon Health Authority 2016 WIC Fact Sheets.  

Pediatricians recommend that infants are exclusively breastfed from birth until age six months. 
While WIC mothers have high initial success rates in breastfeeding at birth, there is a significant 
drop off by age six months. The six-month data is for infants who are still breastfeeding, even if 
they are not exclusively breastfeeding. Many low-income mothers find it difficult to balance 
work with breastfeeding and turn to formula to supplement and eventually replace 
breastfeeding.xxix 

Indicator CH3c: Percentage of women who can conveniently pump breast milk at work.  

Data is not currently available. 
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Indicator CH3d: Number of certified Baby Friendly Hospitals.xxx  

The five hospitals in the IHN-CCO region are currently assessing the option of becoming 
certified by the Baby Friendly Hospital Initiative.xxxi  

Outcome CH4: Increase integration of behavioral healthcare as part of 
routine primary pediatric care. 
PROJECT: 

Pediatric Medical Home Transformation Pilot Project 

The work of this pilot is focused on integrating high quality, cost effective healthcare services 
for IHN-CCO pediatric members into the medical home. Taking a holistic care approach to 
addressing the needs of pediatric members with chronic conditions, this project builds the 
infrastructure and support to enable the following providers to coordinate care and deliver 
services in the Primary Care Home: 

• Lincoln County Public Health Department for Cocoon/Care Coordination services 
• Physical, Speech and Occupational Therapies 
• Behavioral Health, Mental Health, and Vision 
• Flexible Services – Community based resources such as patient education classes 
• Pharmacy - Medication Therapy Management Services 

Indicator CH4a: Occurrence of care coordination between primary care and behavioral 
health providers when working with children, youth, and families, including 
consultations and referrals.  

Data is not currently available. 

Indicator CH4b: Number of regular behavioral health screenings occurring for pediatric 
IHN-CCO members. 

 

Table 14: Number of regular behavioral health screenings for pediatric IHN-CCO members, 
2016 

 Number of Behavioral Health 
Screenings 

2016 

Number of Behavioral Health 
Treatments 

2016 
Pediatric IHN-CCO Members 13,966 15,649 
Source: IHN-CCO Baseline data, 2016 
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Indicator CH4c: Utilization of trauma informed care, such as Adverse Childhood 
Experiences (ACEs) and resiliency measures. 

 

PROJECTS 

• Child Abuse Prevention and Early Intervention transformation pilot with Family Tree Relief 
Nurseryxxxii is underway (as described for Indicator A1c). 

• See Indicator A1c for more trauma informed care projects. 

Indicator CH4d: Oregon Psychiatric Access Line about Kids (OPAL-K) utilization. 

Table 15: OPAL-K Utilization in 2015 and 2016 

  Number of registered 
providers 

Number of case 
consultations 

2015 
Benton County 20 5 
Lincoln County 5 4 
Linn County 24 3 

2016 
Benton County --  5 
Lincoln County --  1 
Linn County --  5 

Source: Oregon Psychiatric Access Line about Kids, 2015 and 2016xxxiii.  
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Chronic Disease 

Outcome CD1: Increase the percentage of members who have their 
asthma under control. 
 
Indicator CD1a: Urgent care and emergency department visits, and hospitalizations for 
asthma. 

Emergency Department Visits 

According to 2016 baseline data, IHN-CCO members had 1,951 Emergency Department visits 
and 273 hospitalizations for asthma, for a total of 2,224 asthma visits. xxxiv 

Asthma Admission Rates 

December 2014 – November 2015, there was a younger adult asthma admission rate of 44.8 
per 100,000 members a year (State Performance Metric PQI 15, no target rate has been set).xxxv 

Chronic Obstructive Pulmonary Disease or Asthma Rates 

Sept 2015 – August 2016 the rate of chronic obstructive pulmonary disease (COPD) or asthma 
in older adults was 237.2 per 100,000 members a year (State Performance Metric PQI 05, no 
target rate has been set). 
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Outcome CD2: Increase the percentage of members who are physically 
active and/or maintain a healthy diet. 
 
Indicator CD2a: Percentage of members who eat the recommended daily amount of 
fruits and vegetables. 

In 2014, 25% of IHN-CCO members reported consuming at least five servings of fruits and 
vegetables per day. xxxvi 

ADULT FRUITS AND VEGETABLE CONSUMPTION 

Figure 4: Percent of adults who consumed at least five servings of fruits and vegetables per 
day in Benton, Lincoln, and Linn Counties, and Oregon, 2010-2013. 

 

Source: Oregon Health Authority, Health risk and protective factors among Oregon adults, by 
county, 2010-2013; this is the most recent dataxxxvii.  

Indicator CD2b: Percentage of members who are obese or overweight 

In 2014, 68% of IHN-CCO members reported being overweight or obese.xxxviii  
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YOUTH OBESE AND OVERWEIGHT PREVALENCE BY COUNTY 

Table 16: Overweight and obesity prevalence among teen peers in Linn, Benton, and Lincoln 
Counties and Oregon, 2015 

  Linn Benton Lincoln Region Oregon 
8th grade overweight 15 % 14 % 20 % 16 % 15 % 
8th grade obese 12 %  7 % 19 % 11 % 11 % 
11th grade overweight 15 %  9 % 19 % 14 % 15 % 
11th grade obese 17 %  7 % 10 % 12 % 13 % 
Source: Oregon Healthy Teens Survey, 2015. This is the most recent dataxxxix.  

Table 17: Overweight and obesity prevalence among adults in the region and Oregon, 2013 

 Region Oregon 
Overweight 35.7% 35.5% 
Obese 26.1% 24.8% 
Source: Oregon State Health Profile, 2013. This is the most recent data. 

Indicator CD2c: Percentage of members who have Type II diabetes. 

DIABETES-RELATED HEALTH SCREENINGS 

In 2014, 58% of IHN-CCO members reported having been tested for high blood sugar or 
diabetes.xl 

In 2014, 12% of IHN-CCO members reported having been diagnosed with Type II diabetes. xli 

Table 18: Age-adjusted percent of adults with diabetes-related health screenings in Benton, 
Lincoln, and Linn Counties and Oregon, 2010-2013 

Health Screening Practice Benton 
County 

Lincoln 
County Linn County Oregon 

Blood sugar test within the  
past 3 years (45 years or older) 68.3% 75.0% 63.5% 63.0% 

Cholesterol checked within the  
past 5 years 71.6% 76.3% 70.8% 70.8% 

Source: Oregon Health Authority, Health screenings among Oregon adults, 2010-2013; This is 
the most recent dataxlii.  
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Indicator CD2d: Percentage of members getting the recommended amount of physical 
activity. 

In 2014, 52% of IHN-CCO members reported getting the recommended amount of physical 
exercise. xliii 

YOUTH PHYSICAL ACTIVITY LEVELS 

The Healthy People 2020 objective for physical activity aims to increase the proportion of 
adolescents who meet current national physical activity guidelines to 32%.xliv In Benton and 
Linn Counties, 8th graders exceeded the Healthy People 2020 objective, while 8th graders in 
Lincoln County did not. Conversely, 11th graders in Lincoln County exceeded the Healthy 2020 
objective, while 11th graders in Linn and Benton Counties did not. Overall, a larger percentage 
of youth in the region self-report exercising for the recommended amount of time compared to 
Oregon youth (Figure 5).xlv 

Figure 5. Percent of youth meeting Healthy People (HP) 2020 recommendations for physical 
activity, by grade, Benton, Lincoln, and Linn Counties and Oregon, 2015.  

 

Source: Oregon Healthy Teens Survey, 2015; this is the most recent dataxlvi.  
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ADULT PHYSICAL ACTIVITY LEVELS  

In 2014, 26% of IHN-CCO members reported getting no physical exercise outside of work.xlvii 

The U.S. Center for Disease Control (CDC) recommends 30 minutes of moderate physical 
activity on five or more days per week. Overall, 22% of Linn County adults, 32% of Benton 
County adults, and 18% of Lincoln County adults met the CDC guidelines for physical activity 
from 2010-2013, compared to 25% of adults in Oregon. 

Figure 6 on the next page displays how, within the region, the percent of adults who report no 
physical activity outside of work ranges from 13% in Benton County to 22% in Linn County, 
compared to the Oregon average of 18%. 

Figure 6. Percent of adults who report no physical activity outside of work within past month 
in Benton, Lincoln, and Linn Counties, and Oregon, 2010-2013  

Source: Oregon Health Authority, Health risk and protective factors among Oregon adults, by 
county, 2010-2013xlviii 

Outcome CD3: Reduce the percentage of members who use and/or are 
exposed to tobacco. 
TRANSFORMATION PILOT PROJECT PRIORITIZATION 

The IHN-CCO Delivery System Transformation  Committee, using the CAC’s 2016 CHIP 
Addendum, selected this outcome as one of four priority targets for its first round of Requests 
for Applications (RFPs) for transformation pilot project funding.  
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Indicator CD3a: Tobacco prevalence (2016 Quality Incentive Metric), including tracking 
prevalence among members who are under age 18, pregnant, or who are a member of 
another at-risk group. 

In 2014, 33% of IHN-CCO members reported smoking cigarettes regularly.xlix Data for 2015 is 
not yet available.  

SMOKING DURING PREGNANCY 

The percentage of mothers in the region who smoked during pregnancy varies, ranging from 8% 
in Benton County to 17% in Linn County and 19% in Lincoln County. (Table 19) 

Table 19: Smoking rates among pregnant females by age in the region and Oregon, 2011-2013 
and 2012-2014 

 
Region  

2011-2013 
Region  

2012-2014 
Oregon 

2011-2013 
Oregon 

2012-2014 
15 to 17 19 % 18 % 13 % 13 % 
18 to 19 30 % 30 % 18 % 18 % 
20 to 24 23 % 25 % 18 % 18 % 
25 to 29 13 % 13 % 10 % 11 % 
30 to 34  9 %  9 %  6 %  6 % 
35 to 39  8 %  8 %  5 %  5 % 
40 to 44  9 %  7 %  4 %  5 % 
Total 15 % 15 % 11 % 10 % 
Source: Oregon Health Authority, Center for Vital Statistics, 2011-2014. This is the most recent 
datal. 
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YOUTH TOBACCO CONSUMPTION 

Table 20: Percent of youth who reported tobacco use in the past 30 days in Benton, Lincoln, 
and Linn Counties, region, and Oregon, 2015 

 Grade Benton Lincoln Linn Region Oregon 

Smoked cigarettes 
8th  1 %  8 %  8 %  5 %  4 % 

11th  7 %  7 % 11 %  9 %  9 % 

Used e-cigarettes 
8th  5 % 10 % 14 % 10 %  9 % 

11th 12 % 10 % 21 % 16 % 17 % 
Source: Oregon Healthy Teens Survey, 2015. This is the most recent datali.  

 

ADULT SMOKING RATES 

Table 21: Age-adjusted percent of adults who currently smoke cigarettes in Linn, Benton, and 
Lincoln Counties and Oregon, 2010-2013 

 Benton Lincoln Linn Oregon 
Smoking rates  14 %  33 % 21 %  19 % 
Source: Oregon Behavioral Risk Factor Surveillance System (BRFSS)lii, Table II: Prevalence of 
Modifiable Risk Factors among Adults, 2010-2013. This is the most recent dataliii.  

Indicator CD3b: Use of tobacco cessation resources and tools.  

According to baseline data, IHN-CCO members received 16,149 diagnoses of tobacco use and 
27 members utilized the Alere Wellbeing Tobacco Cessation Counseling program in 2016.liv
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Maternal Health 
Outcome MH1: Reduce the rate of unplanned pregnancies. 
TRANSFORMATION PILOT PROJECT PRIORITIZATION 

The IHN-CCO Delivery System Transformation  Committee, using the CAC’s 2016 CHIP 
Addendum, has selected this outcome as one of four priority targets for its first round of 
Requests for Applications (RFPs) for Transformation Pilot Project Funding.  

Indicator MH1a: Effective contraceptive use among women at risk of unintended 
pregnancy (Quality Incentive Metric). 
 

This was a new Oregon Health Authority CCO Quality Incentive metric in 2014 when IHN-CCO 
established a 33.3% baseline. The 2015 benchmark was 50%.  
 
Effective contraceptive use amongst women – Ages 18-50  

• Current rolling data from OHA (Sept. 2015 – Aug 2016) is 35.7% 
• 2015 Performance Report rate was 35.8% with a 50% benchmark set 

 
PROJECT  
Pharmacist Prescribing Contraception Transformation Pilot Project 
This transformation projects is working to provide oral contraceptives to IHN-CCO members 
through trained pharmacists. The project is establishing medical records in pharmacies so that 
patients can be interviewed, assessed, and counseled regarding their choice of hormonal 
contraceptives in Samaritan retail pharmacies. 

Indicator MH1b: Effective contraceptive use among men.  

Data is not currently available.  

Indicator MH1c: Percentage of pregnancies that are unplanned, including data by age, 
ethnicity, and race. 

Pregnancy rates among girls age 15-17 continued to decrease over time in both the region and 
Oregon (Figure 7). 
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TEEN PREGNANCY RATES 

Figure 7: Pregnancy rate per 1,000 girls, ages 15-17 years in the region and Oregon, 3 year 
moving average, 2008-2014 

 
Source: Oregon Health Authority, Center for Health Statistics, Birth Certificate Data, 2008-2014. 
This is the most recent datalv.  

Indicator MH1d: Use of the One Key Question (see glossary for definition). 

Clinics using the One Key Questionlvilvii  

• Benton County Federally Qualified Health Center 
• Lincoln County Community Health Center (Federally Qualified Health Center) 
• Lincoln County School-Based Health Centers 
• Lincoln County Health and Human Services 
• Linn County Federally Qualified Health Center 
• Samaritan Geary Street Family Medicine 
• Samaritan Family Medicine is currently rolling out, Corvallis, Albany, and Lebanon 
• IHN-CCO is working with The Corvallis Clinic and Samaritan Health Services Obstetric 

groups on the potential for their facilities to roll out use of this initiative  

IHN-CCO is currently working on a process for future data collection on the One Key 
Question.lviii 

Samaritan Health Services participated in a national learning collaborative for One Key 
Question.lix 
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Outcome MH2: Increase the percentage of women of childbearing age 
who receive early and adequate pre-conception and prenatal care and 
who connect with appropriate resources throughout their pregnancy. 
 

Indicator MH2a: Timeliness of prenatal care (Quality Incentive Metric), including oral 
healthcare (care initiated in first trimester). 
 

Data for 2016 is not yet available. For 2015, the Quality Incentive Metric Prenatal and 
Postpartum Care for IHN-CCO members, rate was 84.5%.lx The benchmark set for IHN-CCO for 
2015 was 90%.  

In 2015, 26% of IHN-CCO pregnant members received oral healthcare in the first trimester of 
pregnancy in 2015.lxi 

Indicator MH2b: Behavioral health screenings and access to treatment with a 
behavioral health provider. 
 
The rate of IHN-CCO member depression screenings and follow up plans and their Screening, 
Brief Intervention, and Referral to Treatment (SBIRT) rates have greatly increased since the 
2016 Progress Report.  

• Quality Metrics Data from OHA (2015 final rate, 2016 rate not yet available) 
o IHN-CCO member Depression Screening and Follow-Up Plan for 2015 was 38.6%, 

up from 3.3% in 2014.lxii The 2015 benchmark was 25%.  
• Quality Metrics Data from OHA (current rolling rate: December 2015 – November 2016) 

o Alcohol and Drug Misuse (SBIRT) – All Age Groups: 26%, up from 7.5% in 
November 2015.lxiii The 2015 benchmark was 12%.  

Indicator MH2c: Percentage of pregnant members with a healthy weight gain during 
their pregnancies. 

Data is not currently available. 
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Indicator MH2d: Percentage of infants with low birth weight or premature birth. 

Data for Indicator MH2d is taken from the Regional Health Assessment.lxiv 

LOW BIRTH WEIGHT BY RACE/ETHNICITY 

Table 22: Percent of infants born with low birth weight by race/ethnicity in the region and 
Oregon, 2011-2014 
 Region, 

2011-2013 
Region, 

2012-2014 
Oregon, 

2011-2013 
Oregon, 

2012-2014 
White, non-Hispanic (NH)  6.2%  6.1%  5.9% 6.0% 
Black/African American (NH) 15.6%* 9.1%*  9.5%* 9.5%* 
American Indian/Native American(NH)  6.8%* 6.4%*  8.1%* 7.7%* 
Asian and Pacific Islander (NH)  5.8%* 5.1%*  7.7%* 1.5%* 
Hispanic/Latino  8.6% 8.3%  6.2% 6.1% 
All infants  6.6% 6.4%  6.2% 6.2% 
Source: Oregon Health Authority, Center for Health Statistics, Birth Certificate Data, 2011-
2014lxv.  

* This number may be statistically unreliable due to small numbers and should be interpreted 
with caution. 

PREMATURE BIRTH RATES 

Table 23: Percent of births that are premature in the region and Oregon, 2011-2014 

 Region, 
2011-2013 

Region, 
2012-2014 

Oregon, 
2011-2013 

Oregon, 
2012-2014 

White, non-Hispanic (NH)  7.3% 7.4%  7.3% 7.5% 
Black/African American, NH 24.4%* 18.2%  9.7%* 9.6%* 
American Indian/Native American, NH  5.1%* 5.6% 10.4%* 9.5%* 
Asian and Pacific Islander, NH  6.6%* 6.3%  7.6%* 7.5% 
Hispanic/Latino  8.8% 8.9%  7.4% 7.5% 
All births  7.5% 7.6%  7.5% 7.5% 
Source: Oregon Health Authority, Center for Health Statistics, Birth Certificate Data, 2011-
2014lxvi. * This number may be statistically unreliable due to small numbers and should be 
interpreted with caution. 
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Indicator MH2e: Utilization of traditional health worker services by pregnant women.  

Data is not currently available. 

PROJECT:  

Maternal Health Connections Transformation Pilot Project 

This project is a collaborative effort to provide care coordination and case management 
services to increase engagement of at-risk families. Using Community Health Workers and Peer 
Support Specialists, North Albany and Samaritan Albany Obstetrics/Gynecology (OB/GYN), 
Family Tree Relief Nursery, and Benton County Health Services are working together to 
coordinate and track referrals, screening, and use of services, resources, and supports. This 
project uses a trauma informed care approach. 

Outcome MH3: Increase the percentage of women, infants, and families—
particularly those with identified risk factors—who access postpartum 
care and support. 
 
Indicator MH3a: Percentage of women who attend postpartum follow-up visits. 

Data is not currently available. 

Indicator MH3b: Percentage of women who receive preventive dental care 
postpartum. 

Data is not currently available. 

Indicator MH3c: Percentage of postpartum members who receive a mental health and 
substance abuse screening and are referred to treatment if necessary.  

Data is not currently available. 

Indicator MH3d: Percentage of postpartum members who are contacted by their 
provider if they do not attend a follow-up visit. 

Data is not currently available. 
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Appendix I: Acronyms 
ACE – Adverse Childhood Experiences 

CAC – Community Advisory Council 

CARDV – Center Against Rape and Domestic Violence 

CASA – Court Appointed Special Advocates 

CDC – Center for Disease Control 

CHA – Community Health Assessment 

CHIP – Community Health Improvement Plan 

CCO – Coordinated Care Organization  

CME – Continuing Medical Education 

DHS – Department of Human Services 

ED – Emergency Department 

EHS – Early Head Start 

FTE – Full Time Equivalent 

HIA – Health Impact Area 

K-12 – Kindergarten through 12th grade 

LBCC – Linn Benton Community College 

LGBTQIA – Lesbian, gay, bi-sexual, transgendered, questioning, intersex, or asexual 

N/A – Not applicable (does not apply) 

IHN-CCO – InterCommunity Health Network Coordinated Care Organization 

OFSN – Oregon Family Support Network 

OHA – Oregon Health Authority, the state agency responsible for OHP/Medicaid 

OHP – Oregon Health Plan (Medicaid) 

Opal-K – Oregon Psychiatric Access Line about Kids provides free, same-day child psychiatric 
phone consultation to primary care providers in Oregon 

OandI – Outcomes and Indicators 

OSU – Oregon State University 

RHA Team – Regional Health Assessment Team 

SBIRT – Screening, Brief Intervention, and Referral to Treatment 
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Appendix II: Glossary of Terms 
Addendum – Something that is added to the main or original text.  

At Risk – An individual or group who is more likely, than another individual or group, to 
experience a problem, such as an illness. 

Baby Friendly Hospital – Baby Friendly is a World Health Organization and United Nations 
Children’s Fund initiative to improve breastfeeding support throughout the ward. Baby Friendly 
is based on The Ten Steps to Successful Breastfeeding. A certified Baby Friendly Hospital has 
successfully met the requirements and been approved by this initiative. lxvii 

CASA – Court Appointed Special Advocates—empowered directly by the courts—offer judges 
the critical information they need to ensure that each child’s rights and needs are being 
attended to while in foster care.lxviii 

CME – Continuing Medical Education training credits for physicians. One credit equals one hour 
of education in a certified training. All Oregon physicians must earn 60 CMEs every two  
years. lxix 

Epidemiologist – Someone who studies patterns, causes, and effects of health and disease 
conditions in defined populations and is knowledgeable about relevant data. 

Health Disparity – A situation where a person or group is more likely (than another person or 
group) to get sick or have a health related problem because of where they live, or how much 
education they have, or what race or gender they are, etc. 

Healthy People 2020 – This is the federal government's prevention agenda for building a 
healthier nation. It is a statement of national health objectives designed to identify the most 
significant preventable threats to health and to establish national goals to reduce these threats. 
The vision of Healthy People 2020 is to have a society in which all people live long, healthy lives. 
The overarching goals of Healthy People 2020 are to: attain high-quality, longer lives free of 
preventable disease, disability, injury, and premature death; achieve health equity, eliminate 
disparities, and improve the health of all groups; create social and physical environments that 
promote good health for all; and promote quality of life, healthy development, and healthy 
behaviors across all life stages. The plan contains 42 topic areas.” lxx 

Health Impact Area (HIA) – A priority health focus area identified in the CHIP. 

Indicator – A measurement or data that provides evidence that a certain condition exists or 
certain results have or have not been achieved. Indicators measure the level of success or lack 
of success a program has had in achieving an outcome. 

Mental Health Promotion and Prevention – An Adverse Childhood Experiences and Trauma 
informed Care awareness grant campaign organized by IHN-CCO in collaboration with Benton, 
Lincoln, and Linn County Health Departments. 

Member – Any individual enrolled in the Oregon Health Plan whose care is the responsibility of 
IHN-CCO. 
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OFSN – Oregon Family Support Network is an organization with families and youth working 
together to promote mental, behavioral, and emotional wellness for other families and youth 
through education, support, and advocacylxxi 

OHA – Oregon Health Authority, the state agency responsible for Oregon Health Plan/Medicaid 

OHA Innovator Agent – Innovator Agents help CCOs and OHA work together to achieve the 
goals of health system transformation: better care, better health, and lower costs. 

One Key Question (Initiative) – An evidence-based practice to prevent unplanned pregnancies 
or provide preconception preventive care information to those who are planning to become 
pregnant in the next year.lxxii  

Opal-K – Oregon Psychiatric Access Line about Kids provides free, same-day child psychiatric 
phone consultation to primary care providers in Oregonlxxiii 

Outcome – Results or changes that come about from a program, such as changes in knowledge, 
awareness, skills, attitudes, opinions, aspirations, motivation, behavior, practice, decision-
making, policies, social action, condition, or status.  

Family Tree Relief Nursery –is a child abuse and neglect prevention program offering free 
services to low-income families with children under the age of 6. They support family stability 
and work with children and parents to minimize the need for children to be removed from their 
home.lxxiv 

Resiliency – The ability to recover from trauma. 

RHA Team – The Regional Health Assessment Team works to coordinate data collection and 
reporting across Benton, Lincoln, and Linn counties. They are working to create a central 
database for community partners to provide and share data to support the repeating cycles of 
community health assessment across the region. 

Social Determinants of Health – Social determinants of health are conditions in the 
environments in which people are born, live, learn, work, play, and age that affect wellbeing.lxxv 

Traditional Health Workers (THWs)lxxvi help individuals in their communities, providing physical 
and behavioral health services. There are five traditional health worker types: 

• Community Health Workers: Assist community members in receiving the healthcare 
they need. 

• Peer Support Specialists: Provide support, encouragement and assistance to addictions 
and mental health consumers. 

• Peer Wellness Specialists: Provide support, encouragement and assistance to 
address physical and mental health needs. 

• Personal Health Navigators: Provide care coordination for members from within the 
health system.  

• Birth Doulas: Provide companionship and personal, nonmedical support to women and 
families throughout the childbirth and post-partum experience.  
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Youth MOVE – A youth-led national organization devoted to improving services and systems 
that support positive growth and development. They achieve this by uniting the voices of 
individuals who have lived-experience in various systems, including mental health, juvenile 
justice, education, and child welfare.lxxvii 



CHIP Progress Report 
APPENDIX III 

 

Appendix III: Pilot Project Brief Summaries 

 

  

   49



Current as of April 2017 

 
IHN-CCO Transformation Pilots—Benton, Lincoln, & Linn Counties 

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

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 

www.ihntogether.org.   

    A1,A2       CH3        MH3 

Breastfeeding Support Services  
Date range: July 2016—December 2017 
Location: Linn County            
Sites: Samaritan Mid-Valley Pediatrics and Linn County Women, Infants, and Children (WIC) 
 
This pilot places a Spanish speaking Lactation Consultant in a medical clinic. The goal is to 
promote and support new mothers trying to breastfeed their babies.   
 
Health Outcomes:  

 Increase the number of women who breastfeed 
 Increase the length of time women breastfeed 
 Help providers work together to make sure women receive the care they need  
 Connect women with WIC and other community resources 

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

A1                    CH                    

Chrysalis Therapeutic Support Group 
Date range: July 2016—June 2017 
Locations: Benton County  
Sites: Trillium Family Services in Benton County high schools 
 
This pilot creates support groups in Benton County high schools for girls who have experienced 
trauma or abuse. These groups provide a safe place to learn ways to cope and heal.   
 
Health Outcomes:  

 Improve school attendance 
 Decrease symptoms of depression 
 Improve sense of well-being 
 

Sustainability: If successful, Trillium Family Services will work with the Benton County School District  
and possibly IHN-CCO on a contract to keep providing services. 
 

   50

https://www.samhealthplans.org/ihn-cco/community-advisory-council/community-health-improvement-plan
https://www.ihntogether.org/


Current as of April 2017 

 
IHN-CCO Transformation Pilots—Benton, Lincoln, & Linn Counties 

     A1        MH2 

Community Health Worker in Lincoln County 
Date range: September 2016—December 2017 
Location: Lincoln County 
Site: Samaritan North Lincoln Primary Care and Women’s Health Clinic 
 
This pilot places Community Health Workers (CHWs) in the Patient Centered Primary Care Homes 
in North Lincoln County. The CHWs help members understand and follow their care plans. CHWs 
also help connect members with other resources. 
 
Health Outcomes:  

 Improve provider and patient satisfaction 
 Improve clinic quality measures 
 Increase access by having more time available to see patients 

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

  BH2                        CD2  A   CH   

Eating Disorders Specialty Care Teams 
Date range: September 2016—February 2018 
Locations: Benton, Lincoln, and Linn Counties  
Sites: Primary Care Physicians in Benton, Lincoln, and Linn Counties  
 
Coordinated Specialty Care Teams (CSCTs) are teams that are trained to treat Eating Disorders. 
This model is useful when a community is too small to support a specialty clinic.  
 
Health Outcomes:  

 Create a process to get patients to CSCTs 
 Recruit and train medical providers 
 Recruit and train mental health specialists and nutritionists  
 Increase correct diagnoses of Eating Disorders and decrease hospital stays  

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

     A1           BH           CH           CD        MH1 

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

 Improve member and provider satisfaction 
 Improve clinic quality measures 
 Improve population health through disease control and prevention 

 
Sustainability:  If successful, clinics will maintain additional MA services using cost savings and 
increased access.  
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Current as of April 2017 

 
IHN-CCO Transformation Pilots—Benton, Lincoln, & Linn Counties 

A   CH   CD   

Family Support Project 
Date range: January 2017—December 2017 
Locations: Benton and Lincoln Counties 
Sites: Benton and Lincoln County schools   
 
This pilot uses Family Support Liaisons (FSLs) in the schools. FSLs help families meet their basic 
needs. This model has worked well in Linn County.  The pilot expands the model to Benton and 
Lincoln Counties.  
 
Health Outcomes:  

 Serve 90-100 families in Lincoln and Benton Counties 
 Link youth with social services and Patient Centered Primary Care Homes 
 Ensure that families in need have access to care 

 
Sustainability: If successful, the Family Support Liaisons will use existing structure within the Linn 
Benton Lincoln Education Service District to bill Medicaid. 

A2 CD   

Home Palliative Care 
Date range: January 2016—June 2017 
Location: Benton County  
Sites: Benton County Hospice Services and The Corvallis Clinic  
 
This pilot serves members that are very sick but do not yet qualify for hospice or home health. 
The goal of Palliative Care is to keep members at home and comfortable.  
 
Health Outcomes:  

 Reduce unnecessary hospital and ER visits 
 Improve member satisfaction with their care 
 Improve member’s understanding and control of their disease 

 
Sustainability:  If successful, Benton Hospice Services and The Corvallis Clinic will work with IHN-CCO 
to contract for Palliative Care Services. 

A2,A3       BH3        CH2      CD2,CD3 

Health and Housing Planning Initiative  
Date range: January 2016—August 2017 
Locations: Benton and Linn Counties  
Site: Willamette Neighborhood Housing 
 
This pilot uses on-site Health Navigators to connect residents to health care and social services. 
Health Navigators also teach residents healthy lifestyle habits.  
 
Health Outcomes:  

 Increase access to health care 
 Increase preventative services and screenings received by residents 
 Increase residents’ communication with Patient Centered Primary Care Homes 
 

Sustainability: If successful, Willamette Neighborhood Housing Services will work to get support from 
Oregon Housing and Community Services Department, the Oregon Health Authority, and IHN-CCO.  
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Current as of April 2017 

 
IHN-CCO Transformation Pilots—Benton, Lincoln, & Linn Counties 

BH   CD   

Improving Pain Outcomes and the Patient, Provider, & Therapy Referral Care Pathway 
Date range: July 2016—June 2017 
Locations: Benton, Lincoln, and Linn Counties  
Sites: Occupational Therapy and Physical Therapy Clinics in Benton, Lincoln, and Linn Counties   
 
The goal of this pilot is to give Occupational and Physical Therapists the most up-to-date 
information on treating pain. It is important that all providers talk about pain in a similar way so 
patients know the best way to cope with and reduce their pain.  
 
Health Outcomes:  

 Increase therapists’ and their staff’s confidence in treating pain 
 Reduce use of opioid pain killers 

 
Sustainability: If successful, providers will continue to spread the practices learned through the 
program to other providers.  

A2          BH1 

Pain Management in the Patient Centered Primary Care Home 
Date range: January 2016—December 2017 
Locations: Benton, Lincoln, and Linn Counties  
Sites: Patient Centered Primary Care Homes in Benton, Lincoln, and Linn Counties 
 
This pilot provides Primary Care Physicians the most up to date information on chronic pain so 
providers can treat pain and reduce unnecessary use of opioids pain killers and expensive 
radiology services. 
 
Health Outcomes:  

 Increase providers’ confidence in treating pain 
 Reduce unnecessary radiology services, such as CTs and MRIs 
 Increase appropriate pain treatment services 

 
Sustainability: If successful, providers will continue to spread the practices learned through the 
program to other providers.  

A   MH1   

Pharmacist Prescribing Contraception 
Date range: June 2016—May 2017  
Locations: Benton, Lincoln, and Linn Counties  
Sites: Samaritan Retail Pharmacies in Benton, Lincoln, and Linn Counties  
 
This pilot provides hormonal birth control to women in the pharmacy. Women can receive 
counseling and birth control from a pharmacist without needing an appointment with a medical 
provider.  
 
Health Outcomes:  

 Reduce unintended pregnancies 
 Increase access for women to hormonal birth control 
 Reduce healthcare costs by making less expensive options for getting birth control 

available 
 
Sustainability: If successful, Samaritan Pharmacies will work with IHN-CCO on a contract to keep 
providing services. 
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Current as of April 2017 

 
IHN-CCO Transformation Pilots—Benton, Lincoln, & Linn Counties 

BH2  A   

Physician Wellness Initiative 
Date range: February 2016—June 2017 
Locations: Benton, Lincoln, and Linn Counties  
Sites: Samaritan Patient Centered Primary Care Homes in Benton, Lincoln, and Linn Counties  
 
This pilot creates a program that identifies why providers get burned out. The program gives 
providers tools to reduce stress and provide better care to patients. This reduces medical errors 
and increases patient satisfaction.   
 
Health Outcomes:  

 Increase IHN-CCO member satisfaction with their healthcare 
 Improve provider engagement and retention 

 
Sustainability: If successful, the pilot will make recommendations  for system improvements to IHN-
CCO leadership. 

CD2 

Pre-Diabetes Boot Camp 
Date range: July 2016—December 2017 
Location: Lincoln County  
Sites: Samaritan North Lincoln and Samaritan Pacific Communities Hospitals and Depoe Bay Clinic 
 
This pilot creates a program to teach participants how to improve their health. The participants 
are coached by a mentor to help them make lifestyle changes, such as eating healthier. 
 
Health Outcomes:  

 Reduce the number of people with diabetes 
 Provide pre-diabetes and diabetes education  
 Improve weight and/or glucose levels of patients with pre-diabetes 

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

 A CD   

Samaritan Health Services Palliative Care 
Date range: October 2016—September 2017 
Locations: Benton, Lincoln, and Linn Counties  
Sites: Available in Benton and Linn Counties, spreading to Lincoln County   
 
This pilot serves and teaches members that are very sick but do not yet qualify for hospice or home 
health. This pilot teaches members and providers about quality of life issues that come up when 
treating chronic diseases. The goal of Palliative Care is to keep members at home and comfortable.  
 
Health Outcomes:  

 Improve the member’s experience and satisfaction with care 
 Improve member’s understanding and control of their disease 
 Reduce unneeded hospital stays and ER visits 

  
Sustainability: If successful, Samaritan Health Services will keep providing services to IHN-CCO 
members.   
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Current as of April 2017 

 
IHN-CCO Transformation Pilots—Benton, Lincoln, & Linn Counties 

 A  

    A       BH1,BH3     CH4            

Sexual Assault Nurse Examiner 
Date range: August 2016—July 2017 
Locations: Benton, Lincoln, and Linn Counties  
Site: Albany General Hospital 
 
This pilot creates a safe place in the hospital where victims of sexual assault or abuse receive care 
right away by a specially trained nurse. The nurses are able to provide appropriate care quickly. 
This reduces extra trauma for the victim.  
 
Health Outcomes:  

 Reduce wait times and patient trauma for sexual assault or abuse patients 
 Increase the number of sexual assault patients that receive quality care 
 Reduce costs by reducing Emergency Room usage 

 
Sustainability: If successful, Samaritan Albany General Hospital will keep providing services to IHN-
CCO members.  

The Warren Project: Nature Therapy 
Date range: November 2016—April 2018  
Location: Lincoln County  
Site: The Olalla Center for Children and Families   
 
This pilot provides mental and behavioral health care to underserved children and families in a 
natural setting. Through mentoring and outdoors skills training, this pilot helps children reflect, heal, 
and learn new coping strategies to find hope and motivation for the future. 
 
Health Outcomes:  

 Improve the child’s connection to their culture  
 Decrease in mental health or behavioral health needs  
 Improve the child’s quality of life 

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

       A1,A2,A3   BH1,BH3 

School/Neighborhood Navigator 
Date range: July 2016—June 2017 
Location: Benton County  
Sites: Lincoln Elementary, Garfield Elementary, and Linus Pauling Middle School  
 
The goal of this pilot is to help low-income and/or minority children. The pilot connects children 
and their families to needed resources in the community.   
 
Health Outcomes:  

 Increase the number of children who see their Primary Care Physician 
 Increase the number of children who see a vision and dental providers 
 Connect children and their families to community resources such as food programs 

 
Sustainability: If successful, Benton County Public Health will work with IHN-CCO and Benton County 
Education Service District on a contract to keep providing services. 
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IHN-CCO Transformation Pilots—Benton, Lincoln, & Linn Counties 

BH           CH           

Youth and Child Respite Care 
Date range: October 2016—March 2018 
Locations: Benton, Lincoln, and Linn Counties  
Sites: Benton, Lincoln, and Linn Counties  
 
This pilot provides temporary care for children in the foster care system that have special mental 
and/or behavioral health needs. This pilot will fill an identified gap in the delivery system.  
  
Health Outcomes:  

 Recruit and certify at least 10 new families to provide respite care 
 Improve the quality of life and stability for children and their foster families 
 Establish a process for referring and finding safe respite care for children  in foster care 

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

 

 

 

Thank you for your interest in the Transformation efforts  

in Benton, Lincoln, and Linn Counties.  

 

For more information, please email:  

transformation@samhealth.org  

 

or visit IHN-CCO on the web at:  

www.ihntogether.org 
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