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NOTE: An acronyms list and a glossary of terms are listed starting on page 43.  

Executive Summary 
 

Document Purpose  
This document is the 2018 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.1  For a detailed description of how 
the CHIP Addendum was developed, please refer to that document.2 

 

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 
In order 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 a certain condition exists, or 
certain 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.  
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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 may measure, and therefore define, progress toward a 
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.  

 

2018 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 County Health Services; the Regional Health 
Assessment Team; the Linn, Benton, and Lincoln 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 that some 
data could be available quickly, other data would take planning and time, some data would not 
be possible to collect or report, and some 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 diligently to test 
innovative methods of transforming the healthcare system through a variety of pilot projects.  
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These pilot projects 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 can be 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 May 2018, there are 14 active pilot projects being tested (see Appendix III: Pilot Project 
Brief Summaries).  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 2016-2017 
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 &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).  
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REPORT HIGHLIGHTS 

IHN-CCO uses 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 40 days, from 88 days to 48 days.  Overall satisfaction with care 
is high.  Currently, there are 16 pilot projects working to improve access.   

Behavioral Health – In 2017, 1,258 community members were certified in Mental Health First 
Aid within the three-county region, for a total of 3,077 since 2014.  Currently, there are seven 
pilot projects working to improve behavioral healthcare and outcomes within the region.   

Child Health – Currently, there are seven pilot projects working to improve child healthcare and 
outcomes.  Trauma-informed care is a priority in many of these pilots. OPAL-K provides free, 
same-day (weekday), child psychiatric phone consultation to primary care providers in Oregon. 
This service is underutilized across the state and in the IHN-CCO region.  

Chronic Disease – Currently, there are eight pilot projects working to improve chronic disease 
related 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 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 
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• Use data to bridge the gap between traditional healthcare and other sectors that affect 
health 

• Expanding capacities and the potential for impact at health-related organizations 

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:  Increase the percentage of members who receive 
appropriate care at the appropriate time and place.  
 

Indicator A1a:  Length of time from enrollment to first appointment 

 

NEW MEMBER ACCESS 

For IHN-CCO, the average number of days from enrollment to first appointment with a Primary 
Care Provider (PCP) has dropped 40 days since 2014.  See Table 1. 
 

Table 1. Average Number of Days for New IHN-CCO Members to See a Provider3 

Year:   2014   2015 2016 2017 
Number of new members 27,765 15,975 14,304 16,739 
Number with first claim 19,211 10,872 8,172 9,660 
Average number of days until first claim (any provider)     67.5     55.3 41.5 32.9 
Average number of days until first PCP claim     87.8     72.3 53.3 47.8 

Data for behavioral health providers will be made available for the next CHIP Progress Report. 

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.  2017 data will be 
available June 2018.  
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Indicator A1c:  Trauma-informed care, such as Adverse Childhood Experiences (ACEs) 
and resiliency measures  

IHN-CCO provider groups are looking at workflow and various systems’ ability to build ACEs 
scores into Electronic Health Records.4   

TRAINING: 

After a considerable push to get hundreds of Benton, Lincoln, and Linn County providers trained 
in trauma-informed care in 2015-2016, the work continues. 

• Trauma Informed Organizational Assessment: In 2017, IHN-CCO did an organizational 
assessment to identify organizational actions and opportunities to promote safety, 
sensitivity, resilience, and respect in their relationships with community partners, IHN-
CCO staff and its membership.   

Results: The assessment survey was based on Trauma Informed Oregon 
standards of practice. Thirty-four IHN-CCO supervisors, managers, and directors 
completed the survey.   

 Of 34, 22 had attended trainings on being trauma informed, while 12 had 
not; 80% had already supported their staff in attending Trauma Informed 
trainings.   

 Respondents agreed that they now understand what it means to be 
trauma informed (25, 74%) and that they know more today about the 
impacts of trauma than two years ago (26, 77%).  

 
• Abuse Prevention Summit:  In March 2017, IHN-CCO providers met for an all-day event 

to learn the benefits of trauma-informed care and explore next steps for 
implementation. The event was sponsored by Lincoln County Public Health, Portland 
State University, and the Oregon Health Authority (OHA) in partnership with IHN-CCO.  
Participants included 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.5   A second summit took 
place in Corvallis in January 2018.6 

PROJECTS: 

A) Chrysalis Therapeutic Support Groups Transformation Pilot Project 

This pilot offered Chrysalis Therapeutic Support Groups to eligible IHN-CCO members across 
four high schools in Benton County. Chrysalis is an evidence-based preventative program that 
serves girls ages 14 to 18. Each of the 14 Chrysalis groups provided a safe haven for girls who 
have experienced trauma or emotional, physical, or sexual abuse. By providing an environment 
where girls can share their stories–many of them for the first time—their school experience was 
better transformed into one of hope and healing. According to the project’s final report,7 the 
program improved participants’ chances for life-long success by increasing their emotional 
resiliency and potentially their graduation levels.   
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Pilot project outcomes: 

• Comparisons of pre- and post-tests found a significant reduction in alcohol and drug 
use, a reduction in risk-taking behaviors, and a reduction in sharing revealing photos of 
themselves with others.   

• In an anonymous survey, 95% said they feel less alone and found it powerful to know 
they were not the only ones to survive trauma.   

• Some of the project’s statistically significant results include a reduction in anxiety and 
panic disorder symptoms, as well as a reduction in school avoidance. All seniors in the 
program graduated.  

 
Sustainability: This pilot is complete.  One of five high schools was unable to recruit enough 
participants for the program during the pilot phase. The other four schools that did provide 
support groups during the pilot phase are now providing some of their own funding for 
continuation of these programs. 

 

B) Sexual Assault Nurse Examiner (SANE) Transformation Pilot Project8 

This three county project focuses on improving access to care for victims of person crimes or 
abuse, more than half of whom are IHN-CCO members.  Before implementation of SANE, those 
who have experienced sexual assault reported to a hospital Emergency Departments (ED) 
where they usually 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.   

This project allows for 24-hour service access, round trip transportation, and care with a SANE 
certified health practitioner.  

Pilot project outcomes: 

• Typically, patients are seen within 5 minutes of arrival during business hours and within 
30-40 minutes all other times, if staff has not received prior notice of a referral or if a 
patient self-presents after hours.   

• Developed referral pathways within the Samaritan Health Services system through in-
person education of Samaritan clinic and Emergency Department staff and physicians.  

• Matching funds were used to establish a regional SANE center, Sarah’s Place.  Sarah’s 
Place9 provides a place for victims to receive care and resources. This is the only 
freestanding clinic of its kind in Oregon.  Designed to emphasize privacy and security for 
patients, Sarah’s Place is located in its own area at Samaritan Albany General 
Hospital, away from the emergency department. Some victims have traveled from 
Portland and Washington to receive their care in this program. For victims who prefer or 
are unable to travel, a nurse travels to them within the IHN-CCO region.   

Sustainability: 

Most services are free, funded in part by Oregon State Crime Victim’s Compensation, the 
annual Samaritan Employee Caring Campaign, and Samaritan Health Services.10   
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C) Children’s Social Determinants of Health and ACES Screening 

For this new pilot, MidValley Children's Clinic in Albany is adding a screening tool for Social 
Determinants of Health and Adverse Childhood Experiences (ACES), as well as well-child checks. 
The pilot goal is to improve the health and wellbeing of families who are dealing with violence 
and trauma, and who needs to be connected with community resources.  They intend to do this 
by identifying families in need of community resources and providing connections to these 
resources.  

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.  See Table 2. 

 

Table 2. Preventative Health Quality Measures Data from OHA11 

Preventative Health Quality 
Measures Data from OHA 2014 2015 2016 

Dec 2016 – 
Nov 2017 

rolling rate 

2017 IHN-CCO 
Improvement 

target 
Adolescent Well Care Visits 24.1% 30.1% 36.5% 40.6% 39.5% 
Child Immunization Status 58.2% 63.6% 65.0% 68.8% 67.0% 
Dental Sealants – All Age 
Groups 9.9% 16.8% 20.2% 24.0% 20.0% 

Developmental Screening 26.9% 36.2% 54.6% 62.4% 57.6% 
Effective Contraceptive Use – 
All Ages 26.9% 35.8% 42.3% 52.4% 45.3% 

Numbers have been updated and may not match previous reports. 

Source: OHA Office of Health Analytics  
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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 Current data, 
need to summarize 

 

Table 3. CAHPS 2016 IHN-CCO Member Experience of Care Survey Data  

 Adult Child 

In the last six months, how often… 2016 2017 2016 2017 

Did your personal doctor explain things in a way 
that was easy to understand? 90% 94% 95% 96% 

Did your personal doctor listen carefully to you? 91% 91% 97% 96% 

Did your personal doctor show respect for what 
you had to say? 91% 93% 97% 99% 

Did your personal doctor spend enough time with 
you? 87% 90% 92% 91% 

2016: Number of adult respondents who answered “Always” or “Often”: 298; number of child 
respondents: 300 

2017: Number of adult respondents who answered “Always” or “Often”: 297; number of child 
respondents: 305 

Source:  Medicaid 2016 & 2017 CAHPS Surveys for experience of the previous year 

 

PROJECTS: 12 

A) Health Equity Training and Summits Pilot Project 

This new pilot will offer Health equity summits and trainings across Benton, Lincoln, and Linn 
Counties. These trainings identify and develop strategies and approaches that best meet local 
needs. The goal is to ensure that the health equity lens is used in the delivery of healthcare and 
social services.  With this pilot, the IHN-CCO Health Equity Workgroup will create a plan to 
address health equity issues faced by IHN-CCO members, increase collaboration among local 
organizations, and improve provider understanding of health equity 
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Sustainability: If successful, the Health Equity Summits and Trainings project will continue the 
trainings with fees to cover costs. 

B) Regional Health Education Hub Pilot Project 

This pilot aims to transform the delivery of health education in the IHN-CCO region by 
establishing a central health education hub that will operate out of Samaritan in all three 
counties.  This allows community members, social service agencies, and healthcare 
professionals to easily access the full range of health education offered.   

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

C) Traditional Health Worker Transformation Pilot Projects 

Traditional Health Workers work to empower community members in their health and 
wellbeing.  Several transformation pilot projects are in various stages of implementation, 
including CHANCE 2nd CHANCE, Community Doula project, Peer Wellness Specialist Training, 
and the Traditional Health Worker Hub.  

D) The Warren Project Nature Therapy Transformation Pilot Project 

For this project, the Olalla Center for Children and Families, a mental and behavioral health 
provider, in collaboration with Community Services Consortium, provides 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 and works to overcome 
health obstacles, such as poverty and literacy, while utilizing culturally appropriate methods, 
bilingual and multi-cultural staff and partners with specialized training in family dynamics and 
adolescent and LGBTQ needs in a very rural and underserved county. 

Indicator A2b:  Percentage of members who access user-friendly, certified language 
interpreter services  
All IHN-CCO contracted healthcare providers must have interpreter services available for 
clients. These services must meet Affordable Care Act requirements.13   The Oregon Health 
Authority will track compliance with these requirements in IHN-CCO’s 2018 Transformation 
Quality Strategy.   

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 
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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 geographies and across years. 

The number of people experiencing homelessness counted during the Point-in-Time census 
increased by 18% in the region from 2016 to 2017. See Table 4. Most individuals in Linn County 
were unsheltered.  As in earlier years, about twice as many men as women experienced 
homelessness. See Tables 4 and 5. 

 

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

Year:  2011 2015 
County: Linn Benton Lincoln Region Linn Benton Lincoln Region 

Total homeless 
count 135 107 41 283 246 131 47 424 

Sheltered count 125 107 41 273 197   94 25 316 

Unsheltered 
count   10     0   0   10   49   37 22 108 

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

Average months 
spent homeless 
(female / male) 

13 / 22 18 / 43 7 / 20 13 / 30 No  
data 

No 
data 

No 
data 

No 
data 
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Table 5. 2016 and 2017 Point-in-Time homeless population figures, including students 
 

Year:  2016 2017 
County: Linn Benton Lincoln Region Linn Benton Lincoln Region 

Total 
homeless 
count 

253 199 102 554 186 287 180 653 

Sheltered 
count 188 141 21 350 26 139 113 278 

Unsheltered 
count   65   58 81 204 160 148 67 375 

Male 153*   110 52 315 117 189 105 411 
Female 101*   89 50 240 63 97 81 241 
Individuals 215 135 77 427 154 196 139 489 
Family 
members   38   64 25   127 5 52 46 103 

 

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 in the data 
collection process.  Discrepancies of 1 or 2 are small for numbers of data of this size. 

Indicator A2b:  Number of homeless students 
 
Table 6 shows that the number of children experiencing homelessness decreased in Linn and 
Lincoln counties. Benton County saw an increase in the number and percentage.  However, 
nearly than 1 in 8 Lincoln County K-12 students experienced homelessness at some point in the 
2016-2017 school year.  

Table 6. Homeless students grades K-12 in Linn, Benton, and Lincoln Counties, 2013-
2014, 2015-2016, and 2016-201714 

 2013-2014 2015-2016 2016-2017 
County Homeless 

Student 
Numbers 

Grades K-12 

Percent of 
Homeless 

to Total 
Enrollment 

Homeless 
Student 

Numbers 
Grades K-12 

Percent of 
Homeless 

to Total 
Enrollment 

Homeless 
Student 

Numbers 
Grades K-12 

Percent of 
Homeless 

to Total 
Enrollment 

Linn    859   4 %    976   4.3 % 920 4.1% 
Benton    228   3 %    290   3.3 % 386 4.3% 
Lincoln    519 10 %   768 14.7% 644 11.8% 
Region 1,606   3 % 2,034   5.5 % 1,950 5.3% 
Oregon     ---   3 % --   3.7 % -- 3.7% 
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Indicator A2c:  Percentage of members who have stable housing upon discharge from 
hospital or emergency department visit 

 Data is not currently available. 

Indicator A2d:  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.  Fifty-five percent of renters in the region spent more than 30% of income on housing, 
and 27% of home-owners spent more than 30% of their income on housing (See Figures 1 and 2 
and Table 7).  

 

Figure 1. Homeowner and renter (combined) housing cost burden as percentage of 
income, in the region and Oregon 2012-2016 —IHN-CCO regional data. 
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Figure 2. Homeowner and renter (combined) housing cost burden as percentage of 
income, in the region and Oregon 2012-2016 — Oregon data. 

 
Source: U.S. Census Bureau, 2012-2016 American Community Survey 

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 52% of renters in the region qualifying as 
cost-burdened. Nevertheless, a significant share of homeowners (26%) is cost-burdened, as 
shown in Table 7. 

Table 7. Home owner 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 A2e:  Percentage of members who have safe housing  

Data is not currently available. 

County More than 30% of income on rent 
(renters) 

More than 30% of income on 
housing (owners) 

Linn 51% 28% 
Benton 55% 21% 
Lincoln 48% 30% 
Region 52% 26% 
Oregon 53% 28% 
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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 A1c & Bh1c 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 School15.   

Benton County contracts with Trillium Family Services to provide preventative mental health 
services at each school within the County. 16  

Indicator Bh1b:  Availability of programs to train primary care and other healthcare 
providers and community members to understand behavioral health  

See A1c for relevant pilot projects.   

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 TRAINING17 

Mental Health First Aid (MHFA) is an 8-hour course that teaches lay-people 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.18 

Since 2014, the numbers of MHFA courses taught and the number of community members 
trained has increased steadily.  See Table 8.  
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Table 8. Mental Health First Aid: Number of Certified Participants 2014 - 2017 19 

County Number of 
Participants 
Certified 2014 

Number of 
Participants 
Certified 2015 

Number of 
Participants 
Certified 2016 

Number of 
Participants 
Certified 2017 

Benton 107 184 319   589 
Lincoln   15   32 234    354 
Linn 180 240 508   315 

Indicator Bh1d:  Peer-delivered education about behavioral health 

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

• Benton County Health Services employed 9 Peer Support Specialists (PSS) for a total of 
5.16 Full Time Equivalent (FTE).20 

• Lincoln County Health and Human Services employs 2 PSS, each work a .49 full-time 
equivalent (FTE). In 2017, Lincoln County added 2 full-time Recovery Mentors, for a total 
of 2.98 FTE.  The Waldport and Toledo School Based Health Centers (SCBHC) have Youth 
Advisory Councils empowering youths to actively participate in their healthcare. One of 
the councils’ goals is to assure that the SCBHC are youth friendly.21  

• Linn County Health Services employs 3 ½ full-time equivalent and a ½ time Peer Support 
Specialists, for a total of 4.5 FTE.22 

• CHANCE – Communities Helping Addicts Negotiate Change Effectively, employs 9 PSS 
for a total of 6.5 FTE and one full-time (1.0 FTE) PSS in Lincoln County.23  

• 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)24 2017 behavioral 
health related trainings (CMEs average 57 physician participants): 

• Physician Wellness Workshop: Tools to Help Reduce Physician Burnout 
• Treatment and Identification of Trauma 
• Abuse Prevention Summit 
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Indicator Bh2b:  Co-located primary care and behavioral health providers25 

According to the Oregon Health Authority26, “Clinics can be recognized at five different levels, 
or tiers, depending on the criteria they meet. There are 11 “must pass” criteria that every clinic 
must meet in order to be recognized as a primary care home at any level. The other criteria are 
worth varying amounts of points. The total points accumulated by a clinic determine their 
overall tier of PCPCH recognition.  

As of 2017, there are 49 clinics operating as Patient Centered Primary Care Homes (PCPCH).  
Thirty-one are rated Tier 3, eleven are Tier 4, and seven are Tier 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.  

Indicator Bh3b:  Numbers of certified Peer Support Specialists accessible to members 
in venues other than traditional medical facilities.  

See Bh1d for CHANCE and OFSN information.  Family Relief Tree Nursery also employs Peer 
Support Specialists (PSS). These are the known PSS services in the region in non-traditional 
settings.  There may be others not known for the writing of this report.  

Indicator Bh3c:  Rate of suicidal ideation, attempts, suicide, and/or self-harming 
behavior 

The data for Indicator BH3c is from the 2015 Regional Health Assessment27 and includes a 2017 
update in Table 9.  

• Some suicide-related data sets are too small to release publicly, 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, Linn County recorded 16 suicides per 100,000 residents, and Benton 
County recorded 14 suicides per 100,000 residents.” 28 

• “Among all age groups, the average suicide rate between 2012 and 2016 per 100,000 
people was 32, 14, and 18 in Linn, Benton, and Lincoln Counties, respectively.”29  This is 
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an increase in all three counties, but largest in Linn County.  The average rate was 19 
deaths per 100,000 people between 2009 and 2013 in Linn County. 

• The following table “highlights the percentage of 8th & 11th grade students in the region 
who self-reported that they had experienced depression, thought about suicide, or 
attempted suicide during 2016.  The rate of attempted suicide is higher among 8th 
graders in the region than among 11th graders in the region.” 

 

Table 9. Percent of 8th and 11th grade students with self-reported depression, thoughts 
about suicide, or actually attempted suicide during the last 12 months, Linn, Benton, 
and Lincoln Counties, and Oregon, 2017 

 Grade Linn Benton Lincoln 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 31% 27% 35% 30% 

11th 28% 30% 33% 32% 

Seriously considered attempting 
suicide 

8th 19% 17% 22% 17% 

11th 16% 25% 20% 18% 

Attempted suicide at least once 8th   9%   7% 12%   9% 

11th   6%   8%   5%   7% 

Source: Oregon Healthy Teens Survey, 201730.  

All of measures in Table 9 increased from the previous 2015 data, mostly by 1 to 5 percentage 
points.
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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, LGBTQIQ support, OFSN, Youth MOVE, and DHS-Child 
Welfare. 

At-risk populations in the IHN-CCO region are measured by:31 

• 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, and 
• 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 
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. 

See Table 10 for data relevant to these at-risk populations. 
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Table 10. The number of adults, children, and individuals living with disabilities and living 
below the poverty level in Benton, Lincoln, & Linn Counties and the region, 2012-2016 

 Linn Benton Lincoln Region 

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

21,051 

(23%) 

19,849* 

(27%) 

9,821 

(25%) 

50,721 

(25%) 

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

14,160 

(51%) 

  4,812 

(33%) 

4,469 

(56%) 

23,441 

(46%) 

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

 

21,100 

(18%) 

  9,200 

(11%) 

10,100 

(22%) 

40,400 

(16%) 

Percentages are in relation to the corresponding population. 

Source:  American Community Survey 2012-2016 Five-Year Estimates 

*Impacted by student university population 
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Indicator Ch1b:  Percentage of children ready to learn when they enter school   

The State of Oregon created Early Learning Hubs to make early learning resources and supports 
more available, more accessible, and more effective for children and families. The goals of the 
Early Learning Hub of Linn, Benton, and Lincoln Counties are to identify the under-served 
children in the region; access those needs; and then work with cross-sector partners to level 
resources and meet the needs of young children and families.  Their mandated outcomes are 1) 
kindergarten readiness, 2) Stable and attached families, and 3) Coordinated and aligned 
services.32  Early Learning Hub data related to kindergarten readiness are reported in Table 11.   

The Approaches to Learning scores for the state and the region’s Early Learning Hub (ELH) 
including self-regulation and interpersonal skills scores are unchanged since 2015. Early Literacy 
scores remain the same, also.  Early Mathematics scores increased slightly at both the regional 
and state levels this past testing year.  See Table 11. 

The Oregon Kindergarten Assessment is composed of the following three measures: Early 
Literacy, Early Math, and Approaches to Learning. The assessment is designed to focus on 
domains that are strongly linked to third grade reading and future academic success, as well as 
to align with current assessment practices in Oregon’s kindergarten and elementary schools. 
The information provides a snapshot for communities and schools on the skills that students 
have when they enter kindergarten. 

The Oregon Kindergarten Assessment provides: 

1. Local and statewide information that gives families, schools, communities, and state-
level policy makers a snapshot of the social, self-regulatory, and academic skills of 
incoming kindergartners. 

2. A consistent, statewide tool for identifying systemic opportunity gaps, determining Early 
Learning resource allocation to best support students in need, and measure 
improvement over time. 

Table 11 indicates averages for the state and for the Early Learning Hub’s regional Kindergarten 
Assessment scores for school years (SY) 2015 – 2016 to 2017 - 2018.  

Approaches to Learning is an observation rating given by teachers during the first six weeks of 
school. Approaches to Learning Total is an overall average including Self-Regulation and 
Interpersonal Skills ratings. During 2015 - 2017, the Early Learning Hub’s averages in 
Approaches to Learning Total and Self-Regulation remained unchanged and matched the state 
averages. Averages for the Early Learning Hub’s Interpersonal Skills decreased slightly while the 
state’s averages remained constant over the three years.  

Early Literacy, a timed assessment designed to measure fluency, is administered during the first 
three weeks of school. Note that in 2017, the English Letter names metric changed. The metric 
is now untimed and splits the assessment into upper and low case letters; combined scores for 
previous years are not reported here. The average number correct for both upper case and 
lower case letters decreased for the Early Learning Hub during 2016 to 2017. Conversely, the 
Early Learning Hub’s average for English Letter Sounds generally increased slightly from 2015 to 
2017; however, the Early Learning Hub’s averages consistently fall short of the state’s average. 
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Regional Early Mathematics average scores generally match the state and increased slightly 
during SY 2017 – 2018. However, assessment questions for this domain changed for SY 2017 – 
2018 to align with the State Early Learning Guidelines. The increase in average scores probably 
reflects the change to more developmentally appropriate questions.  

It is important to note, Kindergarten Assessment scores reported here are averages from a tool 
meant to capture a snapshot in time of a child’s development. Significant changes to these 
scores are long-term goals for Oregon’s Early Learning Hubs knowing that population-level 
change takes time and that funded interventions that begin early in a child’s life will not be 
captured in Kindergarten Assessment data for many years.  See Table 11. 
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KINDERGARTEN ASSESSMENT DATA 

Table 11. Early Learning Hub of Linn, Benton, & Lincoln Counties Kindergarten 
Assessment results, 2015-2018 

  Approaches to Learning 
Average Rating (1-5) 

Early 
Mathematics 
Average 
Number 
Correct (0-16) 

Early Literacy 
Average Number 
Correct (0-100) 

  Approaches 
to Learning 

Self-
regulation 

Inter-
personal 
Skills 

Numbers & 
Operations 

English Letter 
Names 
 

English 
Letter 
Sounds 

Upper 
Case 

Lower 
Case 

2015-
2016 

EL Hub 
Average 3.6 3.5 3.8 8.5 N/A N/A 6.9 

State 
Average 3.6 3.5 3.8 8.5 N/A N/A 8.9 

2016-
2017 

EL Hub 
Average 3.6 3.5 3.7 8.7 14.6 12.2 8.6 

State 
Average 3.6 3.5 3.8 8.5 14.8 12.5 8.9 

2017-
2018 

EL Hub 
Average 3.6 3.5 3.7 11.4 14.4 12.0 7.8 

State 
Average 3.6 3.5 3.8 11.3 14.5 12.1 8.2 

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

 

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. 
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Indicator Ch2c:  Child abuse and neglect rates 

FOUNDED ABUSE RATES: 33 

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 2014. See Figure 3. 

Figure 3. Founded abuse rate per 1,000 for children less than 18 years of age in Linn, 
Benton, and Lincoln Counties, and Oregon, 2010-2015 

 

Source: Oregon Department of Human Services, Child Welfare Data Book 2011, 201234, 2013, 
2014, & 2015. Rates include neglect, physical abuse, and sexual abuse 

Indicator CH2d:  Percentage of members with safe housing 

Data for this Indicator is from the 2015 Regional Health Assessment35  

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.   See Figure 4.  

 

19.8 
17.3 17.3 

12.9 13 

9.2 

6.4 
8.5 

6.5 
7.9 

22 
24.1 

22.4 22.4 

16.3 

13.4 
11.6 12.3 11.6 12.1 

0

5

10

15

20

25

30

2011 2012 2013 2014 2015

Fo
un

de
d 

ab
us

e 
ra

te
 p

er
 1

,0
00

 c
hi

ld
re

n 
un

de
r 1

8 
ye

ar
s o

f a
ge

 

Linn

Benton

Lincoln

Oregon



CHIP Progress Report 
CHILD HEALTH 

27 

Figure 4. Age of housing stock in Linn, Benton, and Lincoln 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 

See Mh1c for Community Doula Pilot Project  

Breastfeeding Support Services in East Linn County Transformation Pilot Project 

This project is working to reduce the barriers new mothers experience 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 
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mother-baby dyad can be provided in coordination with the other medical services delivered by 
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 health care, parenting education, and early 
childhood services for children, prenatal to age five, and their families in Linn, Benton, and 
Lincoln counties. 

Initially funded by IHN-CCO through the Early Learning Hub, the project  involved five local 
hospitals, social service organizations, public health and education, as well as the Parenting 
Success Network, a parenting education collaborative. Pollywog staff assists families in signing 
up for prenatal and parenting classes, access parenting support, and refer to appropriate 
primary health care, 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 ASKED PETER 
AND TYRA FOR MORE RECENT DATA 

 

Table 12. 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, 2016 & 
2017 

 Percentage of WIC mothers 
breastfeeding at birth 

    2016                   2017 

Percentage of WIC mothers 
breastfeeding at 6 months 

2016                     2017 
Benton County 94%                      93% 45%                47% 
Lincoln County 94%                      95% 36%                        40% 
Linn County 92%                       91% 34%                        36% 

Source:  Oregon Health Authority 2016 & 2017 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 6 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.36 

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 Hospitals37  

The five hospitals in the IHN-CCO region are currently in the process of becoming certified by 
the Baby Friendly Hospital Initiative.38  

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

Pediatric Medical Home Transformation Pilot Project39 

This pilot focused on integrating high quality, cost-effective healthcare services for IHN-CCO 
pediatric members at Samaritan Pediatrics. The specialties that worked together to provide 
coordinated on-site care include Public Health Department for Cocoon/Care Coordination 
services; physical, speech and occupational therapies; behavioral health; mental health; vision; 
flexible services – community-based resources (i.e., patient education classes); and pharmacy - 
medication therapy management services. 

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 

 

Samaritan Pediatrics was successful in achieving the highest, 5 stars PCPCH rating. This was a 
direct result of the coordination and integrated services this pilot helped establish. Medication 
reviews by a pharmacist ensured best practices were followed and decreased per member 
prescription costs. The clinic met IHN-CCO Quality Metric targets and, in some cases, at nearly 
twice the target value. Having full-time mental health presence in the clinic led to a 70% 
improvement rate with mental health outcomes. 

This pilot focused on integrating high quality, cost effective healthcare services for IHN-CCO 
pediatric members into the medical home.   

Sustainability: Many Samaritan Pediatrics improvements and activities implemented through 
the medical home pilot are being replicated and implemented at other pediatric and adult 
clinics throughout the Samaritan Health Services system. 
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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 by end of the month 

 

Table 13. Number of regular behavioral health screenings for pediatric IHN-CCO 
members, 2016 & 2017 

Year Number of Behavioral Health 
Screenings 

Number of Behavioral Health 
Treatments 

2016 13,966 15,649 

2017   9, 553 11,286 
 

Indicator Ch4c:  Utilization of trauma-informed care, such as Adverse Childhood 
Experiences (ACEs) and resiliency measures 

See Indicator A1c for trauma-informed care projects. 

Indicator Ch4d:  Oregon Psychiatric Access Line about Kids (OPAL-K) utilization 

OPAL-K provides free, same-day weekday, child psychiatric phone consultation to primary care 
providers in Oregon.40  This service is underutilized in the IHN-CCO region (as well as 
statewide).   See Table 14.  

Table 14. OPAL-K Utilization in for one quarter in 2015, 2016, and 2017 

  Number of registered providers  Number of case consultations 

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

2016 
Benton County No data  5 
Lincoln County No data  1 
Linn County No data  5 

2017 
Benton County No data  1 
Lincoln County No data 1 
Linn County No data  1 

Source:  Oregon Psychiatric Access Line about Kids, 2015, 2016, and 201741.   
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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. 42  In 2017, IHN-CCO 
members had 1,875 Emergency Department visits and 217 hospitalizations for asthma, for a 
total of 2,092 asthma visits. For asthma, between 2016 and 2017, there was a decrease of 132 
total visits.  

Asthma Admission Rates 

December 2014 – November 2015, there was a younger adult asthma admission rate of 44.8 
per 100,000 members a year.  December 2016 – November 2017, there was a younger adult 
asthma admission rate of 24.5 per 100,000 members a year.  (State Performance Metric PQI 15, 
no target rate has been set)43. 

Chronic Obstructive Pulmonary Disease or Asthma Rates   

From Sept 2015 through August 2016, the rate of chronic obstructive pulmonary disease 
(COPD) or asthma in older adults was 237.2 per 100,000 members a year. From December 2016 
through November 2017, the rate of chronic obstructive pulmonary disease (COPD) or asthma 
in older adults was 287.4 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. 44 

ADULT FRUITS AND VEGETABLE CONSUMPTION 

Figure 5. Percent of adults who consumed at least five servings of fruits and vegetables 
per day in Linn, Benton, and Lincoln Counties, and Oregon, 2012-2015. 

 
Source:  Oregon Health Authority, Health risk and protective factors among Oregon adults, by 
county, 2012-201545.  

Indicator Cd2b:  Percentage of members who are obese or overweight 

In 2014, 68% of IHN-CCO members reported being overweight or obese.46  

 

18% 
20% 

28% 

20% 

0%

5%

10%

15%

20%

25%

30%

Linn Benton Lincoln Oregon

Pe
rc

en
t o

f a
du

lts
 c

on
su

m
in

g 
at

 le
as

t 5
 

se
rv

in
gs

 o
f f

ru
its

 a
nd

 v
ee

gt
ab

le
s 

da
ily

 



CHIP Progress Report 
CHRONIC DISEASE 

33 

YOUTH OBESE AND OVERWEIGHT PREVALENCE BY COUNTY 

Table 15. Overweight and obesity prevalence among teen peers in Linn, Benton, & 
Lincoln Counties & Oregon, 2015 

  Linn Benton Lincoln Region Oregon 
8th grade overweight 14 % 14 % 21 % 15 % 14 % 
8th grade obese 13 %   8 % 13 % 11 % 11 % 
11th grade overweight 16 %   19 % 13 % 16 % 15 % 
11th grade obese 14 %   10 % 18 % 14 % 14 % 

Source: Oregon Healthy Teens Survey, 2015. This is the most recent data as of April 2018.47 

 

Table 16. Overweight and obesity prevalence among adults in the region and Oregon, 
2012-2015 

 Region Oregon 
Overweight 33 % 35 % 
Obese 28 % 28 % 

Source: Oregon State Health Profile, 2012-2015. This is the most recent data as of April 2018. 

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.48 

In 2014, 12% of IHN-CCO members reported having been diagnosed with Type II diabetes. 49 

Table 17. Age-adjusted percent of adults with diabetes-related health screenings in Linn, 
Benton, and Lincoln Counties and Oregon, 2010-2013 

Health Screening Practice Linn County Benton County Lincoln County Oregon 
Blood sugar test within the  
past 3 years (45 years or older) 63.5% 68.3% 75.0% 63.0% 

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

Source: Oregon Health Authority, Health screenings among Oregon adults, 2010-2013; This is 
the most recent data as of April 2018.50 
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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. 51 As of April 2018, this is the most recent data.  

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%.52 Only Lincoln 
County 8th graders met the objective.  Overall, a similar percent of youth in the region self-
report exercising for the recommended amount of time compared to Oregon youth (Figure 6).53 

Figure 6. Percent of youth meeting Healthy People (HP) 2020 recommendations for 
physical activity, by grade, Linn, Benton and Lincoln Counties and Oregon, 2017.  

 

Source: Oregon Healthy Teens Survey, 201754.  
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ADULT PHYSICAL ACTIVITY LEVELS  

In 2014, 26% of IHN-CCO members reported getting no physical exercise outside of work.55 

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, 30% of Benton 
County adults, and 14% of Lincoln County adults met the CDC guidelines for physical activity 
from 2012-2015, compared to 23% of adults in Oregon. 

Figure 7. Percent of adults who meet CDC recommendations for exercise in Linn, 
Benton, and Lincoln Counties, and Oregon, 2012-2015 

 
Source: Oregon Health Authority, Health risk and protective factors among Oregon adults, by 
county, 2012-201556 

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

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.57  
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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. See Table 18. 

Table 18. Smoking rates among pregnant females by age in the region and Oregon, 2011-
2013, 2012-2014, and 2014-2016 

Population 
(by age) 

Region, 
2011-2013 

Region, 
2012-2014 

Region, 
2014-2016 

Oregon, 
2011-2013 

Oregon, 
2012-2014 

Oregon, 
2014-2016 

15 to 17 19 % 18 % 26 % 13 % 13 % 13 % 
18 to 19 30 % 30 % 26 % 18 % 18 % 17 % 
20 to 24 23 % 25 % 24 % 18 % 18 % 17 % 
25 to 29 13 % 13 % 13 % 10 % 11 % 11 % 
30 to 34   9 %   9 % 9 %   6 %   6 % 7 % 
35 to 39   8 %   8 % 9 %   5 %   5 % 5 % 
40 to 44   9 %   7 % 9 %   4 %   5 % 5 % 
Total 15 % 15 % 15 % 11 % 10 % 10 % 

Source: Oregon Health Authority, Center for Vital Statistics, 2011-2016.58 
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YOUTH TOBACCO CONSUMPTION 

Between 2015 and 2017, the percent of Benton, Lincoln, and Linn County teens that reported 
tobacco use decreased.  See Table 19 and 20.   

 

Table 19. Percent of youth who reported tobacco use in the past 30 days in Linn, Benton, 
Lincoln Counties, region, and Oregon, 2015 

 Grade Benton Linn Lincoln Region Oregon 
Smoked cigarettes 8th   1 %   8 %   8 %   5 %   4 % 
 11th   7 %  11 %   7 %   9 %   9 % 
Used e-cigarettes 8th   5 %  14 % 10 % 10 %   9 % 
 11th 12 % 21 % 10 % 16 % 17 % 

Source: Oregon Healthy Teens Survey, 2015.59   

 

Table 20. Percent of youth who reported tobacco use in the past 30 days in Linn, Benton, 
Lincoln Counties, region, and Oregon, 2017 

 Grade Benton Linn Lincoln Region Oregon 
Smoked cigarettes 8th   .03 %   5 %   3 %   5 %   3 % 
 11th   4 %   5 %   6 %   9 %   8 % 
Used e-cigarettes 8th   2% 10 %   4 % 10 %   6 % 
 11th 12 % 13 %   7 % 16 % 13 % 

Source: Oregon Healthy Teens Survey, 2017.60   

 

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 Linn Lincoln Oregon 
Smoking rates 14 %   21 %   33 %   19 % 

Source: Oregon Behavioral Risk Factor Surveillance System (BRFSS)61, Table II: Prevalence of 
Modifiable Risk Factors among Adults, 2010-2013. This is the most recent data62.   

Indicator Cd3b:  Use of tobacco cessation resources and tools  

Compared to 2017, the numbers of IHN-CCO members who received diagnoses of tobacco use 
increased from 16,149 to 19,017. 63  The number who utilized the Alere Wellbeing Tobacco 
Cessation Counseling program in 2016 was 2764; 65 used the service in 2017.
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Maternal Health 

Outcome MH1:  Reduce the rate of unplanned pregnancies. 
 

Indicator Mh1a:  Effective contraceptive use among women at risk of unintended 
pregnancy (Quality Incentive Metric) 

See A1d for effective contraceptive use data 

 
PROJECT  
Pharmacist Prescribing Contraception Transformation Pilot Project 
This transformation project 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 (See Figure 8). 
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TEEN PREGNANCY RATES 

Figure 8. Pregnancy rate per 1,000 girls, ages 15-17 years in the region and Oregon, 
three-year moving average, 2008-2015 

 
Source: Oregon Health Authority, Center for Health Statistics, Birth Certificate Data, 2008-2015. 
This is the most recent data65.  

Indicator Mh1d:  Use of the One Key Question (see glossary for definition) 

 

Clinics using the One Key Question6667  

• Benton County Federally Qualified Health Center 

• Lincoln County Community Health Center (Federally Qualified Health Center) 

• Lincoln County School Based Health Centers 

• Lincoln County Health & Human Services 

• Linn County Federally Qualified Health Center 

• Samaritan Geary Street Family Medicine 

• Samaritan Family Medicine is currently rolling out, Corvallis, Albany, & Lebanon. 

• IHN-CCO is working with The Corvallis Clinic & 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.68 
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Samaritan Health Services participated in a national learning collaborative for One Key 
Question.69 

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 
health care (care initiated in first trimester) 

 

The IHN-CCO Delivery System Transformation Steering Committee selected this indicator as one 
of its priority targets for its 2018 requests for applications (RFPs) for transformation pilot 
project funding.  Specifically, the RFP encourages pilots targeting, “Timeliness of prenatal care: 
Improve rate of women receiving prenatal care in the first trimester.” 

Data for 2017 is not yet available.  For 2015, the Quality Incentive Metric Prenatal and 
Postpartum Care for IHN-CCO members, rate was 84.5%.70  In 2016, the rate improved from 
84.5% to 91%.  

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, 2017 rate not yet available) 

o IHN-CCO member Depression Screening and Follow-Up Plan for 2015 was 38.6.3%, 
up from 3.3% in 2014.71   In 2016, the rate further increased to 53.8%.  2016 final 
rate was 53.8% 

• Quality Metrics Data from OHA (current rolling rate:  December 2015 – November 2016, 
December 2016 – November 2017 respectively) 

o Alcohol and Drug Misuse (SBIRT) – All Age Groups: 26%, up from 7.5% in November 
2015.72   In November 2016, that number increased to 9.8%. In 2019, SBIRT will be 
tracked in Electronic Health Records.  SBIRT was dropped as an incentive metric 
after 2016.   

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.73 

LOW BIRTH WEIGHT BY RACE/ETHNICITY 

Table 22. Percent of infants born with low birth weight by race/ethnicity in the region 
and Oregon, 2012-2016 

 Region, 
2012-2014 

Region, 
2014-2016 

Oregon, 
2012-2014 

Oregon, 
2014-2016 

White, non-Hispanic (NH) 6.1% 6.0% 6.0% 6.1% 
Black/African American, NH 9.1%* 11.1%* 9.5%* 10.0%* 
American Indian/Native American, NH 6.4%* 9.5%* 7.7%* 6.1%* 
Asian & Pacific Islander, NH 5.1%* 3.2%* 1.5%* 8.0%* 
Hispanic/Latino 8.3% 7.2% 6.1% 6.5% 
All infants 6.4% 6.1% 6.2% 6.4% 

Source: Oregon Health Authority, Center for Health Statistics, Birth Certificate Data, 2012-
201474.  

* 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%   7.4% 7.6% 
Black/African American, NH 24.4%* 18.2%   8.3%* 9.9%* 
American Indian/Native American, NH   5.1%* 5.6% 10.7%* 8.8%* 
Asian & Pacific Islander, NH   6.6%* 6.3%   2.5%* 9.5% 
Hispanic/Latino   8.8% 8.9%   9.1% 8.0% 
All births   7.5% 7.6%   7.5% 7.7% 

Source: Oregon Health Authority, Center for Health Statistics, Birth Certificate Data, 2011-
201675.    

* 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  

PROJECT:  

Community Doula Pilot Project 

Birth doulas are Traditional Health Workers who build trusting relationships with pregnant 
women and provide physical, emotional, and informational support during labor and birth.  
Doula training and certification costs are often too expensive for potential students.  This pilot’s 
goals are to increase the number of birth doulas, improve health outcomes, and evaluate the 
medical cost savings for pregnant members of IHN-CCO.  The project will actively recruit racial 
and ethnic minorities.  The three-county project began in January 2018 and will track outcomes 
such as increasing the number of trained birth doulas, as well as improving birth outcomes such 
as prematurity, cesarean, and pain medication use.   

Sustainability: The primary obstacle in the past for birth doula services has been training costs. 
Once trained and certified, doula services are reimbursable and will be billed.  

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 & 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 

EHS – Early Head Start 

HIA – Health Impact Area 

K-12 – Kindergarten through 12th grade 

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 

O&I – Outcomes and Indicators 

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. 76 

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.77 

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. 78 

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

Founded Abuse – There is a reason to believe that abuse occurred (founded is the opposite of 
unfounded). 

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.” 79 

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 & 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 advocacy80 

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.81  

Opal-K – Oregon Psychiatric Access Line about Kids provides free, same-day child psychiatric 
phone consultation to primary care providers in Oregon82 

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.  

Resiliency – The ability to recover. 

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 & 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.83 

Traditional Health Workers (THWs)84 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.  

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.85 
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Appendix III: Pilot Project Brief Summaries 
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These are the active InterCommunity Health Network Coordinated Care Organization  
(IHN-CCO) Transformation pilots in Benton, Lincoln, and Linn Counties. 

Pilots are selected from a competitive Request for Proposals process. The goal is to achieve 
better quality healthcare, lower costs, and more access to services. To be considered, pilots must 
meet at least one of the Eight Elements of Transformation and at least one Community Health 
Improvement (CHIP) area. 

For more information, please visit IHNtogether.org.

Transformation Pilots 
by CHIP Area and by County

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.
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Breastfeeding Support Services 

Date range: July 2016 – September 2018
Location: Linn County           
Sites: Samaritan Mid-Valley Pediatrics and Linn County Women, Infants, and Children (WIC)

This pilot places a Spanish speaking Lactation Consultant in a medical clinic. The goal is to 
promote and support new mothers trying to breastfeed their babies.  

 Health Outcomes: 
• Increase the number of women who breastfeed
• 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.

CHANCE 2nd Chance

Date range: July 2017 – June 2018
Location: Linn County 
Site: Communities Helping Addicts Negotiate Change Effectively (CHANCE)

This pilot provides a system of support for peers, people with mental health conditions, and 
addiction recovery. The pilot is focused on emergency housing assistance, transitional housing 
support, transportation support, entering into the community, and education around quality 
health, healthcare, and navigation. 

Health Outcomes: 
• Increase employment rates
• Increase access to necessary support networks
• Increase permanent housing for addicts

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

A3 BH3

A1, A2 CH3 MH3
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Children’s SDoH and ACEs Screening

Date range: January 2018 – December 2018
Location: Linn County
Site: MidValley Children’s Clinic

MidValley Children’s Clinic is adding a screening tool for Social Determinants of Health 
(SDoH) and Adverse Childhood Experiences (ACEs) at well-child checks. The pilot goal is to 
improve the health and wellbeing of families who are dealing with violence and trauma, and who 
need to be connected with community resources.

Health Outcomes: 
• Identify families in need of community resources
• Provide resource connections to families in need
• Improve the health and wellbeing of families 

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

Community Doula

Date range: January 2018 – December 2018
Location: Benton, Lincoln, and Linn counties 
Site: Heart of the Valley Birth and Beyond

Birth doulas are Traditional Health Workers that build trusting relationships with pregnant 
women and provide physical, emotional, and informational support during labor and birth. 
The goals of the pilot are to increase the number of birth doulas, improve health outcomes, and 
evaluate medical cost savings for pregnant members of IHN-CCO.

Health Outcomes: 
• Increase number of women trained as birth doulas
• Improve birth outcomes such as prematurity, cesarean-section 

and pain medication use 

Sustainability: If successful, Heart of the Valley Birth and Beyond will bill for services and seek 
out funding for the training portions of the pilot. 

A1 CH MH3

BH3 CH1, CH2
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Community Paramedic 2

Date range: July 2017 – June 2018
Locations: Linn County 
Sites: Albany Fire Department

This pilot provides an opportunity for paramedics to work outside of their normal emergency 
response and transport roles. The paramedics help IHN-CCO members use emergency care 
resources better and increase access to Primary Care Physicians (PCPs) and community resources.

Health Outcomes: 
• Decrease non-emergent use of the emergency department
• Increase access to PCPs
• Reduce healthcare costs due to poor healthcare usage

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

Health Equity Summits and Trainings

Date range: January 2018 – December 2018
Location: Benton, Lincoln, and Linn counties
Sites: Willamette Neighborhood Housing Services and the Health Equity Workgroup

This pilot works to put on health equity summits and trainings across Benton, Lincoln, and Linn 
Counties. These trainings identify and develop strategies and approaches that best meet local 
needs. The goal is to make sure that the health equity lens is used in the delivery of healthcare 
and social services.

Health Outcomes: 
• Create a plan to address health equity issues faced by IHN-CCO members 
• Increase collaboration among local organizations
• Improve provider understanding of health equity

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

A CD

A2
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Improving Infant and Child Health in Lincoln County

Date range: July 2017 – June 2018
Location: Lincoln County
Site: Lincoln County Health and Human Services

This pilot supports families and healthy growth and development with babies 0-4 years. The 
pilot works to enroll families in the Parents as Teachers (PAT) program to provide skills around 
communication and child development, and provides links to resources. 

Health Outcomes: 
• Improve Ages and Stages Questionnaire (ASQ) scores 
• Increase immunization rates
• Increase the number of families enrolled in the PAT program

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

Oral Health Equity in Vulnerable Populations

Date range: July 2017 – June 2018
Location: Benton and Linn counties
Sites: Boys & Girls Club of Albany and the Community Health Centers of Benton 

and Linn Counties

This pilot offers bilingual oral health education in community based settings such as senior 
centers and schools. The pilot aims to help organizations connect and work together to improve 
oral health. 

Health Outcomes: 
• Increase understanding of the importance of dental health
• Increase sealant rates for IHN-CCO members
• Improve return of consent forms for school-based sealant programs

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

CH

CHA CD



IHN-CCO Transformation Pilots
Current as of May 2018

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

54

Peer Wellness Specialist Training

Date range: January 2018 – December 2018
Location: Benton County (impacting Benton, Lincoln, and Linn counties)
Sites: Family Tree Relief Nursery and Traditional Health Worker Workgroup

This pilot will have certified training courses for Peer Wellness Specialists (PWSs) in the tri-
county area. PWSs are Peer Support Specialists (peers trained in addiction and recovery) with 
additional training. They work to help people become healthier. 

Health Outcomes: 
• Identify members in need of Peer Wellness Services 
• Increase the number of PWSs working in the region

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

Pharmacist Prescribing Contraception

Date range: June 2016 – May 2018
Locations: Benton, Lincoln, and Linn counties 
Sites: Samaritan Retail Pharmacies in Benton, Lincoln, and Linn Counties 

This pilot provides hormonal birth control to women in the pharmacy. Women can receive 
contraception counseling and birth control from a pharmacist without needing an appointment 
with a medical provider. 

Health Outcomes: 
• Reduce unintended pregnancies
• Increase access for women to hormonal birth control
• Reduce healthcare costs by having less expensive options for getting birth control

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

Date range: January 2018 – December 2018
Location: Benton, Lincoln, and Linn counties
Site: Samaritan Health Services Health Education 

This pilot transforms the delivery of health education in the tri-county region by establishing 
a central health education hub. This allows community members, social service agencies, and 
healthcare professionals to easily access the full range of health education offered. 

Health Outcomes: 
• Improve member chronic disease self-management skills
• Reduce overall healthcare utilization
• Decrease Emergency Department visits

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

Social Determinant of Health Screening with a Veggie Rx Intervention

Date range: July 2017 – December 2018
Location: Benton and Linn counties
Sites: Community Health Centers of Benton and Linn counties  

and Corvallis Environmental Center

This pilot increases food screening in the Patient-Centered Primary Care Home. The pilot 
partners with local food agencies and programs, working to provide resources to those with food 
security needs. 

Health Outcomes: 
• Increase the availability of fresh fruits and vegetables to meet 

daily needs of individuals and families
• Create and improve referral pathways for food security screening and interventions
• Increase the number of IHN-CCO members screened for food security 

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

Date range: July 2017 – December 2018
Location: Benton County (impacting Benton, Lincoln, and Linn counties)
Site: Benton County Health Services 

This pilot creates a Traditional Health Worker (THW) Training Hub in Benton County to train 
and supervise THWs. The pilot provides training and education in the issues, barriers, solutions, 
and strategies that best fit the needs of the community and their work in primary care.  

Health Outcomes: 
• Workforce will better represent the local population 
• 20 THWs will have completed certification and be eligible to enroll  

in the Oregon Health Authority’s state registry

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

Veggie Rx in Lincoln County

Date range: January 2018 – December 2018
Location: Lincoln County 
Site: Lincoln County Health & Human Services and Lincoln County School 

Based Health Centers 

Lincoln County Public Health and the Lincoln County School Based Health Centers will work 
with local food agencies and programs to provide resources to those with food security needs. 
Families with food security needs will be referred to Food Share of Lincoln County. 

Health Outcomes: 
• Improve the food security screening rate
• High graduation rate from nutrition education courses
• Increased enrollment in Food Share for members with food security needs

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