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Maternal Health Connections  
 
Summary:  
This project expands on three existing IHN-CCO pilot projects in 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 OB/GYN, Family Tree Relief Nursery, and Benton County Health 
Services will work together to coordinate and track referrals, screening, and use of services, resources, and supports. 
 
 
A. Budget:  

 Total amount of pilot funds used: $288,928 

 Please list and describe any additional funds used to support the pilot. N/A 
 

B. Provide a brief summary of the goals, measures, activities, and results and complete the grid below.  
 

Goal Measure(s) Activities Final Results 

Using THWs to provide 
care coordination and case 
management services will 
increase engagement by 
referred and/or screened 
members 
BCHS CHW  Serve 85 
Mothers/Members 
 
FTRN PSS Serve 50 
Mothers/Members 

Referral forms 
Patient engagement 
touches data 

BCHS 
Although we made our 
goal, there was limited 
engagement for using 
the CHW for referrals 
and assistance, and the 
adoption of this model 
was slower than 
anticipated at the OB 
clinics. 
FTRN 
Peers worked with clinic 
staff and Maternity Care 
Coordinator to make 
connections with 
patients 
 

BCHS Touch Data: 

 Total clients seen – 
o Linn Cty – 94 
o Elm St – 92 
o N. Alb – 14 

Grand total = 200 
This goal was 
successfully met. 
 
FTRN 

 Served 59 
Mothers/Adult 

 Served 39 children 

This goal was 
successfully met 
 

Develop referral tracking 
system to track referrals 
between THWs from OB, 
FRTN and MVCC to 
demonstrate coordinated 
services to mutual 
members 

Referral tracking system BCHS 

There were referrals 
between the agencies 
using the THWs. 
However, due to the 
slower implementation 
of CHW services than 
anticipated, we did not 
develop the robust 
referral tracking system 
that we anticipated. 
FTRN 

BCHS 

This goal was not fully 
met. 
FTRN 

BCHS CHW and FTRN 
Peer Support refer 
clients through 
phone/meeting referral 
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BCHS and FTRN 
Peers/CHW referred 
patients as needed 

Establish electric 
information sharing 
pathway with Adult PCPCH 
& PSS for 
 

Patient engagement 
touches data 
 
Report to PCPCH of 
progress on screenings, 
assessments, community 
services accessed 

FTRN 
Staff utilized Touches data 
to document interactions 
and services to patients 
Peer report back to PCPCH 
for continued service 
referral  
FTRN used Touches Report 
to tract engagement of 
patients. 

FTRN 

 Staff tracked 
touches data and 
sent to IHN-CCO 
for claims analysis. 

 Based upon touch 
data and Peer 
Support IHN-CCO 
and FTRN enter 
contract for 
services 1/1/2017 

Unable to develop 
electric info sharing 
pathway 

Complete ACES screening 
on 95% of children and 
adults enrolled in services 
by FTRN PSS 

Completion of ACES survey Peers worked with patients 
in determining ACES score 

FTRN 

 59 Served 

 53 Screened 

This goals was fully met 

Using CHWs will decrease 
provider stress and 
increase provider 
satisfaction 

Provider survey BCHS 

 The slow progress of 
this model did not 
allow us to fully 
evaluate this goal 

BCHS 
This goal was not fully 
met 

Using THWs to provide 
care coordination and case 
management services will 
increase engagement by 
referred and/or screened 
members 

Referral forms 
Patient engagement 
touches data 

BCHS 

The dental PIP that we 
were working on with 
IHN-CCO was stalled due 
to difficulties getting a 
usable list of pregnant 
women with OHP. 

BCHS 
This goal was not fully met 
FTRN 

 Touches indicate 
Members engaged 
and receiving 
referral to services 

This goals was fully met 

Use CHW to connect and 
engage referred members 
to Maternity Case 
Management services 
offered by Linn County 
Public Health. 

Patient engagement 
touches data 

BCHS 

CHW worked closely 
with members of Linn 
County MCM team. She 
was trained as an 
Oregon MothersCare 
worker, and attended 
home visits made by the 
team members. 

BCHS 

 CHW saw 94 clients 
with the Linn County 
MCM team.  

This goal was fully met. 

Provide additional training 
on 5Ps universal prenatal 
screening 

Improved workflow and 
comfort for prenatal 
screening from clinic and 

Three additional 3 hour 
trainings for identified 
“champions” from each 

Identified and corrected 
workflow issues.  
Improved champions 
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C. What were the most important outcomes of the pilot? 

1. Benton County: The collaboration that developed between BCHS and Linn County’s MCM program. Our CHW 
worked closely with their MCM team, made home visits with the public health nurses, and helped connect OB 
patients to the MCM program. 

2. Family Tree:  The collaboration and relationship built between Family Tree, Peers and Maternity Care 
Coordinators created easy referral process for patients needing assistance for A & D issues and Mental health 
referrals and other community resources for housing, food, childcare and other needs. 

 
D. How has the pilot contributed to Triple Aim of improving health; increasing quality, reliability, and availability of 

care; and lowering or containing the cost of care?  
1. The BCHS CHW/Health Navigator worked with 200 women and made a total of 583 touches, referrals, phone 

calls, warm hand-offs, and other forms of assistance. This hands-on resource to women who are going through a 
potentially difficult time increases the likelihood that they can – and will – access the quality care they need 
when they need it. (Early identification of maternal mental health issues/ substance use issues results in a 
healthier pregnancy, benefiting not only the mother but also the baby. ) 

2. FTRN Peer Support Specialists worked with 59 women and 39 children and made a total of 4997 touches.  The 
Peers worked intensively with the women and their children with hands on support, education, and referral to 
resources, transportation to appointments, support groups, and health appointments.  This support allowed 
them to access care for themselves and for their children. 

 
E. What has been most successful?  

1. Benton County: The pilot did show that there is a need for THW care coordination services for OB patients, and 
that having a THW embedded in the OB “system” (ie. OB clinic, Public Health MCM) has the potential to improve 
coordinated services between agencies. 

2. FTRN:  Building relationships between Maternity Care Coordinators and Peers assisted high needs women access 
the care they need during pregnancy and after the baby is born, transition to additional supports and 
connection with Pediatrician for new born.  Peers experience success when members share their success and 
changes that they make in their lives for better health for themselves and for their families. 

3. I do think that we have had realization from the clinic that their patients do have these issues and that the issues 
can be addressed. 

 
F. Were there barriers to success? How were they addressed? 

1. Benton County: Our primary difficulty was getting our CHW integrated into the OB clinic care teams. It took 
more time than we expected to get clinic staff used to having a CHW available to them, and the referrals were 

hospital feedback clinic and hospital were 
conducted.  
Discussed with individual 
clinics/ hospitals workflow 
issues 

comfort with screening 
using the Universal 
Prenatal Screening  
 
In addition, we have begun 
looking at integration of 
mental health/ behavioral 
health at the Samaritan OB 
clinic in Corvallis.  
We have discussed 
integrating a Social 
Determinants of Health 
into initial prenatal visits 
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slower to get started than anticipated. The other challenge was sustainability funding after the pilot ended – the 
OB clinics are not considered PCPCHs, and that meant that we could not contract for the CHW service in the 
same manner that we did for our other CHW pilots. 

2. FTRN:  We were unable to gain access to the electronic records system and were not able to set up and use a 
closed loop referral system other than traditional methods of communication, telephone, email or one on one 
meetings. 

 
G. How readily would the pilot be scalable or replicable? Describe cautions and considerations when considering 

scaling, or replicating the Pilot. (i.e. Success dependent on personality/skills set, or activities appropriate under 
certain conditions like size, target population, etc.)  
1. Benton County: The pilot is potentially replicable if there was a decision to fund the CHW positions in the OB 

clinics. There would need to be more work done in the beginning stages to ensure a better “fit” between the OB 
clinic and the CHW, and to make sure that there was a “Provider Champion” in the clinic. 

2. The potential to identify risk factors early in pregnancy is crucial to a healthy pregnancy and a healthy start to 
the baby’s life. 

3. FTRN:  Our portion of the pilot is replicable and set up on a APM contract that has opened up access for Peer 
service for more members and referral pathways form additional clinics as desired. 

 
H. Will the activities and their impact continue? If so, how? If not, why?  

1. Benton County: Unfortunately, the CHW work is not continuing due to an inability to fund the position through a 
contract funding methodology. 

2. The activities related to the universal prenatal screening will continue. This screening has become standard of 
care throughout the system. There will be on going work with the SHS Perinatal Standardization Group on issues 
that arise. 

3. FTRN:  Peer support services are continuing through APM contract for Peer Support Specialists at Family Tree. 
 


