
2016 Q2 INTERCOMMUNITY HEALTH NETWORK-CCO Pilot 
Quarterly Reports 

Executive Summary 
 

Objective:  
This document provides a summary of progress for the second quarter activities of the 2016 Pilots.  

 
Summary of Findings:  

1. Reports Captured:  

 22 pilots reported 
2. Pilots Reporting Changes:  

 5 Pilots reporting changes that resulted in extensions, budget changes or focus changes 
(indicated in yellow, otherwise green).  

 

Elements of Transformation and CHIP Areas Addressed by Q2 Pilots: 
 

Q2 Transformation Element CHIP Crosswalk 
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1 Healthcare Integration

2 PCPCH

3 Alternative Payment 

4 CHA/CHIP

5 Electronic Health Records

6
Cultural, Literacy, Linguistic 

Engagement

7 Cultural Diversity

8 QIP/Barriers to Access

Access to Healthcare 1 2,3 1,2 1,2 1 1 2,3 2 1,2 1,2,3 2 1 1 1,2 1,2,3 2,3

Behavioral Health 1,3 2 2 3 3 1,2 1,2,3 1 2 2 1,3 2 1,3 1,3

Child Health 1,2,4 2 2,3 4 1 1,4

Chronic Disease Management 

and Prevention
2 1 2,3 2,3

Maternal Health 3 1 2,3 1

DST Approved Pilots

Alternative Payments Methodology Community Paramedic Pain Management in PCPCH Tri-County Family Advocacy Training

Child Abuse Prevention & Early Intervention Dental Medical Integration for Diabetics Pediatric Medical Home Youth Wraparound and Emergency Shelter

Child Psychiatry Capacity Health Navigation and Housing Planning Pharmacist Prescribing Contraception

Childhood Vaccine Attitudes and Information Sources Home Palliative Care Physician Wellness Initiative

CMA Scribes Licensed Clinical Social Worker PCPCH Prevention, Health Literacy and Immunizations

Colorectal Cancer Screening Maternal Health Connections Primary Care Psychiatric Consultation

Community Health Worker School/Neighborhood Navigator
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Numbers refer to Outcomes and Indicator Concepts in the the CHIP Addendum 2016



 

Q2 State Metric Crosswalk 

 
 
 
 
Approach: 
Section 1 provides a summary of reported pilot successes and barriers. Section 2 details Pilot goals, 
activities, measures and results.  
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1 Adolescent well-care visits (NCQA)

2 Alcohol or other substance misues (SBIRT)

3
Ambulatory Care: Emergency Department 

Utilization

4 CAHPS composite: Access to Care

5 CAHPS composite: Satisfaction with Care

6 Childhood Immunization Status

7 Cigarette smoking prevalence

8 Colorectal cancer screening (HEDIS)

9 Controlling high blood pressure (NQF0018)

10
Dental Sealants on permanent molars for 

children

11
Depression screening and follow up plan 

(NQF 0418)

12
Developmental screening in the first 36 

months of life (NQF 1448)

13 Diabetes: HbA1c Poor Control (NQF 1448)

14
Effective contraceptive use among women at 

risk of unintended pregnancy

15
Follow-up after hospitalization for mental 

illness (NQF 0576)

16
Mental, physical, and dental health 

assessments w /in 60 days children in DHS

17
Patient-Centered Primary Care Home 

Enrollment

18
Prenatal and postpartum care: Timeliness of 

Prenatal Care (NAF 1517)

DST Approved Pilots

Alternative Payments Methodology Community Paramedic Pain Management in PCPCH School/Neighborhood Navigator

Child Abuse Prevention & Early Intervention Dental Medical Integration for Diabetics Pediatric Medical Home Tri-County Family Advocacy Training

Child Psychiatry Capacity Health Navigation and Housing Planning Pharmacist Prescribing Contraception Youth Wraparound and Emergency Shelter

Childhood Vaccine Attitudes and Information Sources Home Palliative Care Physician Wellness Initiative

CMA Scribes Licensed Clinical Social Worker PCPCH Prevention, Health Literacy and Immunizations

Colorectal Cancer Screening Maternal Health Connections Primary Care Psychiatric Consultation

Community Health Worker
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Alternative Payment Methodology (2): InterCommunity Health Network-CCO Carla Jones, Reimbursement Manager 

Successes:  
1. InterCommunity Health Network-CCO has received signed amendments 

back from all entities. All entities are on board for moving to an 
Alternative Payment Methodology. Clinics have begun to implement 
workflows to support the integration of behaviorist work, and care 
coordination and patient engagement work. They are also ensuring 
workflows are in place to meet the metrics that are in their contracts or 
soon-to-be contracts. InterCommunity Health Network-CCO met more 
CCO metrics this year than in previous years.  

Challenges:  
1. Resources to ensure engagement between the data and the clinic. 

InterCommunity Health Network-CCO is hiring a Provider Reimbursement 
Coordinator to continue implementing Alternative Payment 
Methodologies.  

2. Clinics are so busy with so many healthcare initiatives, and adding more to 
their plate is challenging for them. Clinics struggle with resources as well.  

3. The State produced new Patient Centered Primary Care Home 
requirements.  

Changes in Pilot: The provider list that was used to determine employed physician’s at each clinic was not entirely clean. It was found out later through the 
contract amendment process that there were several mistakes in the database on who is a Primary Care Provider. The provider team has addressed the issue, 
and has since reimbursed the clinics properly thereby going over budget. 

Sustainability Plan: The purpose of this pilot is to continue supporting medical homes in the development of infrastructural enhancements necessary to be 
prepared to successfully move to a quality based payment model. Patient Centered Primary Care Home’s received the funds from March 2016 through June 
2016. They are still in the middle of working on medical home enhancements in how to use the funds. Many clinics are using the funds to support care 
coordination and patient engagement activities. 

 

Community Helping Addicts Negotiate Change  Jeff Blackford, Executive Director 

Successes:  
1. The sign in kiosk, online peer intake, and the touch tracking.  
2. The web based model has helped with reporting and tracking of peer 

information.  

Challenges:  
1. Connecting people with primary care.  
2. The lack of recovery housing in east Linn County and Lincoln County.  
3. The heroine increase.  

Sustainability Plan: Trying to add additional contracts and research grants so there is an opportunity to grow the program and sustain the programs. Also 
adding programs that will allow to “bill for service” (Respite Care and Peer Support Specialist training). Other programs that might allow new contracts to form 
with other agencies are being added.  

Additional Information: Being a part of the Traditional Health Worker and the Transformation work group and other groups like the DST has allowed natural 
connections to happen and create a welcoming support. I am very thankful that InterCommunity Health Network-CCO has been a wonderful partner and sees 
value in what we do. We look forward to growing with InterCommunity Health Network-CCO and be the model for Peer delivered services for all of Oregon.  

 

Child Abuse Prevention and Early Intervention: Family Tree Relief Nursery Renee Smith, Executive Director 

Successes:  
1. Staff working closely with families, tracking referrals and touches. Working 

with families to ensure enrollment in InterCommunity Health Network-
CCO and identifying Patient Centered Primary Care Home and Primary 
Care Providers. Community Health Workers continue to assist families in 

Challenges:  
1. Continue to work with electronic record sharing and proper releases. 
2. Working on certification and accreditation with InterCommunity Health 

Network-CCO for billing for services. 
3. Learning the system from the outside in and navigating new processes and 
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setting well child checkups, screenings, dental, immunization, group 
education and referrals for behavioral health. 

activities. 

Sustainability Plan:  
1. Family Tree is working with InterCommunity Health Network-CCO Operations team to operationalize this pilot into a fee for service contract. There has 

been two meeting with InterCommunity Health Network-CCO staff regarding services, possible billing situations, accreditations, credentialing and other 
issues needed for contracting with InterCommunity Health Network-CCO. 

2. Family Tree has sought guidance from other community partners that contract with InterCommunity Health Network-CCO for credentialing assistance, 
policies, and facility credentialing. Negotiations with Samaritan Health for Medical Director services from Dr. Carissa Cousins have begun.  

3. Next meeting is set for August 2016 to review possible rates and update on facility certification.  

 

Child Psychiatry Capacity Building: Samaritan Mental Health Family Center Caroline Fisher, MD, PhD 

Successes:  
1. The connection between the Mental Health Specialist and the families is 

excellent. This has clearly increased capacity without sacrificing quality of 
care. 

Challenges:  
1.  Discharge, because of the pediatrics pilot running parallel to this one, 

these families are more severely affected and more likely to require long 
term psychiatric treatment, have more challenges, and require more 
intensive service. 

Sustainability Plan: We are negotiating long term contracts with InterCommunity Health Network-CCO for this alternative payment model. 

Pilot Budget: The per-patient charge needs to be just slightly higher to sustain itself long term. 

Additional Information: This model was presented at the American Hospital Association Leadership Summit in July 2016, where it was received with 
enthusiasm and has been accepted for presentation at the Institute of Psychiatric Services conference in October 2016. 

 

Childhood Vaccine Attitude & Information Source: BCHD  Jessica Deas, Public Health Planner 

Successes:  
1. Focused on participant recruitment, focus group scheduling, and focus 

group completion. Six key informant interviews and five focus groups have 
been completed, reaching 26 parents in 25 households across Linn and 
Benton Counties, with group sizes ranging between four and seven.  

2. 80 potential participants for eligibility and availability across all three 
counties have been successfully screened.  

3. 6 of 10 key informant interviews have been conducted, with two more 
planned in early July 2016. Gift cards have been purchased and are being 
stored securely in a safe at Benton County. Twenty-five gift cards have been 
handed out to participants, and 15 remain still keeping it within the budget 
parameters.  

Challenges:  
1. It has proven more challenging to reach Lincoln County families, which 

has required a second push with community and partner outreach on the 
coast. Initial responses from this second recruitment effort are 
promising, and it is anticipated that Lincoln County focus groups will be 
completed in July 2016. Due to scheduling difficulties, especially with 
vaccine hesitant participants, may add smaller focus group sessions (3 
rather than 5 participants) to reach the goal for parent participation. This 
would not change participant goal, but could increase the number of 
focus group sessions required to reach this goal. The literature shows 
that 3-13 participants are ideal for focus group settings, so there is no 
anticipation for this to alter the quality of results (S. Livingstone & P. 
Lunt, 1996).  

Pilot Budget:  
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1. Benton County has a policy against gift cards. Because of that, our budget now explicitly states that funding for the gift cards comes from partner 
organizations, and is not a part of Benton County Health Services’ contribution to the project.  

2. The transcription budget line has been routed through our qualitative research expert so that she can guarantee the transcription is done in the method 
they feel most comfortable, rather than going through county contracting/hiring processes.  

3. The overall dollar amount has not changed.  

Sustainability Plan: None to report 

Additional Information: While analysis is not yet complete, focus group conversation has been lively and informative. Parents have voiced an appreciation for 
being given a forum to voice their opinions and a safe place to discuss potentially contentious topics like vaccination.  

 

CMA Scribes: Family Medicine Residency Clinic  Scott Balzer, PMG Operations Manager 

Successes:  
1. The successes of the pilot includes being able to enter into a contract with 

ScribeAmerica who has been able to find a substantial amount of 
applicants for the scribe positions and inheriting lessons learned from the 
tribulations of hiring or training scribes. Based on the success of the pilot, 
other clinics will likely follow our example in going with a vendor to supply 
scribes instead of training or hiring our own.  

Challenges:  
1. The goal of using Certified Medical Assistants (CMA’s) as scribes has been 

abandoned due to not having a pool of applicants available to sustain that 
model. Once the scribes are hired by ScribeAmerica, there is hope that 
implementing scribes in the Patient Centered Primary Care Home model 
and start achieving the goals of the pilot.  

Changes in Pilot: Goals and measures are still the same. The only change to the pilot has been the use of Scribe Ambassadors through ScribeAmerica instead of 
hiring and training our own Certified Medical Assistant’s to scribe for the providers. The intent of the pilot and goals has not altered due to that personnel 
change.  

Pilot Budget: While the type of personnel being used to implement the pilot has changed, the budget still remains the same as the number of scribes requested 
through the vendor to maintain the forecasted cost of the pilot has been accommodated.  

Sustainability Plan: A contract with ScribeAmerica to recruit, interview and hire for the scribe positions for the clinic is in place. ScribeAmerica has placed a 
project leader, hired two Scribes, and has begun training. Scribes will be in the clinic within the next month.  

Additional Information: To achieve a better understanding of the benefit of having Scribes, we will most likely require an extension of this pilot given that 
Scribes will have only been working in the clinic for a few months by the end of the pilot.  

 

Colorectal Screening Campaign: InterCommunity Health Network-CCO Pilot Committee 

Successes:  
1. Having regularly scheduled and fully attended meetings. 
2. Regular communication between Lincoln, Linn and Benton County 

coordinator’s and local clinics has enabled more buy in and interest in 
increasing promotion of FIT tests. 

3. Benton County has strong working relationship with Community Health 
Centers of Benton and Linn County towards creation of procedures for 
CRC screening clinic processes. 

Challenges: 
1. Linn & Benton County clinic capacity to prioritize screening work. Solution 

is clear communication, identifying how the clinics can best be supported, 
and request information in a clear and concise way with a deadline. 
Providing support and technical assistance as needed. 

2. Lincoln County has some challenges with buy in from some of the 
marketing clinics because their participation up to this point has been less 
than the FIT pilot clinics. With the extension, the coordinator will reach 
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out to these clinics, share results from pilot sites, and offer more 
assistance with FIT kit distribution, training at staff meetings, and setting 
up clinical workflows. 

3. Benton County has had challenges with building relationships with clinics 
due to changes in staff and their roles. The FQHC has had time delays in 
building the technology and training for using EMR to identify patients 
needing screening. 

Sustainability Plan:  
1. Revised Colorectal Cancer Screening work flow and work instructions for individual clinics.  
2. Compiling colorectal cancer screening recommendations through evaluation to share in health care settings. 
3. Creating consistent Colorectal Cancer Screening processes across the three FQHCs. 

 

Community Health Worker  Kelly Volkmann, Health Navigator Program Manager 

Successes:  
1. Each clinic (Geary ST, MidValley Children’s Clinic, Samaritan Internal and 

Samaritan Family Medicine) have all expressed satisfaction with the Health 
Navigators. Each clinic has been willing to work with the Program Manager 
and Health Navigators to address any concerns that need to be addressed, 
such as communication about being in the office verses being in the field.  

2. The new Community Health Workers/Health Navigators at Samaritan 
Internal Medicine and Samaritan Family Medicine have been made to feel 
very welcomed and were employed appropriately from the very 
beginning. 

Challenges:  
1. Getting busy clinic staff together for meetings. Strategies include using 

Doodle Poll for meeting scheduling and Program Manager being very 
flexible such as rearranging schedule to meet their needs and traveling to 
their offices to reduce downtime for their care teams. 

2. Sustainability plan is the ultimate goal for the next six months. 

Sustainability Plan:  
1. A “time tracker” has been added to the touch report so that the time element of the touches can be seen. 
2. Work continues with the Manager of Transformation and the team at Intercommunity Health Network-CCO to look at ways to create a funding stream to 

support the ongoing work of the clinical Health Navigators, including Alternative Payment Methodology and Fee for Service. 
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 Community Health Worker/Health Navigator Pilot Monthly Touch Data: 
 Geary Street Clinic 

 
 
MIdValley Children’s Clinic 
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Samaritan Family Medicine 

 
 
Samaritan Internal Medicine 

 
Stories from the Field:  
1. Geary Street Clinic: I saw a client who has been struggling with Type 2 diabetes, obesity, agoraphobia, and low back pain. He made some really great 

changes on his own regarding his diet before I met with him, but he was feeling discouraged that he had stopped losing weight and couldn’t figure out what 
he was doing wrong. When I met with him I assured him he was not doing anything “wrong” but that I could help him come up with some new options that 
he could try. I spoke with him a couple weeks later and he let me know that with the small changes we had discussed he is back on track of losing a little bit 
of weight each week. He is fitting into some of his old clothes again and his blood sugar levels are staying between 70 and 90. I can tell in his voice that he is 
more positive and happy. We are going to continue to work together on goals, including adding exercise to his routine once he feels comfortable being in a 
place where there might be several people. Patient was very excited and relieved when I let him know that I could go with him on walks. He said this made 
him feel better knowing he could have a friend who knows him by his side. 

2. Mid-Valley Children’s Clinic: I was notified by a Primary Care Provider that two teenagers from Lebanon had recently had their mom leave their home, one 
of the teens was very malnourished, which concerned the Primary Care Provider, who reached out to me to see if I could assist with finding community 
resources that could help with food. Both teens were running out of food stamps towards the end of the month and were going to soup kitchens. I 
connected with the Community Health Worker at Geary Street Clinic to inquire about the food box process at Signs of Victory which provides not only food 
boxes but hygiene supplies as well. I was not able to connect with the teens directly but I was able to connect with their Department of Health Services case 
worker who was very pleased with the supplies and was also willing to deliver them. The Department of Health Services worker stated that they were 
always on the move but sometimes he was able to find them at a friend’s home in Lebanon. The great thing about it is that we can provide these food boxes 
at least twice a month.  



Section 1: 2016 Q2 INTERCOMMUNITY HEALTH NETWORK-CCO Pilot Successes and Barriers Summary 
 

Page 9 of 52 

3. Samaritan Family Medicine: I was able to help provide transportation to a patient who was recently diagnosed with cancer. She needed transportation for 
two procedures (one of which was an invasive surgery). She has no family in Oregon, and her closest friends were also having medical issues that required 
them to miss work so they were not able to help with transportation. She was so happy that there was a Community Health Worker/ Health Navigator at 
her Primary Care Provider’s clinic that could help her during this difficult time. I was able to not only help with transportation, but also provide information 
about resources that could help her during her recovery period of six weeks. This patient wrote me a thank you card that said, “You are a very sweet and 
kind person—you have made a difficult time for me so much easier and even pleasant. I appreciate your willingness to put out the extra effort to help those 
in need.” She was so grateful for the funding that allows for there to be Community Health Workers/Health Navigators working at some of the Samaritan 
clinics. 

4. Samaritan Internal Medicine:  
a. Story 1: I have been working with a patient that is new to Samaritan and has been battling her condition for quite some time. She was a “warm 

handoff” to me from her provider and has been an absolute delight to be in contact with. The patient is around my age and needs to communicate 
with others as she is by herself and family comes to help, but she really wants her independence from them. We talk almost every week, just to 
check in and to make sure she is doing ok and sticking with her care plan. The patient and I have come up with some food preparation plans and 
routines for her to try as a way to do less cooking and to eat healthier. We have bonded over our Pinterest addiction and have sent recipes that look 
like they would be good to try. The patient told me the other day with emotion, that she has never felt this cared about by her care provider team 
anywhere she has ever gone. She told me she looks forward to my calls, and that it is really the best feeling to know that her care team “has her 
back” and truly cares for her health and well-being. It was great to pass along to her care team that she feels so taken care of here at Samaritan.  

b. Story 2: I recently spent the afternoon with a Samaritan Internal Medicine client grocery shopping and getting healthier food items for him. He has 
been re-learning how to cook with low to no vision, and is doing awesome. We were in WINCO’s produce department and a provider from 
Samaritan was there and recognized the client from when he was admitted in hospital. The provider saw my badge and proceeded to ask what I did. 
He could not say enough good things about what we were out doing and had lots of questions about what a Community Health Worker/Health 
Navigator is and does. He then could not praise the work of what we do enough. He was so happy to see the client out and about and was very 
pleased to see the cart full of fruits, lettuce, veggies and avocados as he observed client using scales to portion out fruit while having me read him 
the weight, and to see him managing his grocery list with items and prices. (Client was very prepared and had coupons and a detailed shopping list 
prepared). It was very nice to see someone from another agency recognize this as this client has struggled for quite some time and is making major 
improvements. 

 

Community Paramedic: Albany Fire Department Lorri Hedrick, Senior Administrative Supervisor 

Successes:  
1. Reduction of 9-1-1 usage for low acuity patients.  
2. Several patients incapable of self-care in appropriate level of care have 

been placed in appropriate settings.  
3. Assigned caseworkers to facilitate in-home care for multiple patients. 
4. Helped patients find appropriate means of transportation to office visits 

and non-emergent care facilities.  
5. Assisted patients in receiving referrals to specialists to improve long-term 

Challenges:  
1. Patients that refuse community paramedic services or referrals to other 

social service agencies and continue to use the 9-1-1 system for care that 
could be addressed otherwise. This challenge is being addressed by 
ongoing home visits and patient education. As the program grows people 
are more willing to accept the services and are open to the help and the 
suggestions provided. 
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care.  
6. Helped refer patients with multiple falls to physical therapy to improve 

balance. 

Sustainability Plan: Meeting with Samaritan Administrators of Primary Care Physicians and Home Health to establish foundation of referral system into 
Community Paramedic Program. Agreed to move forward with referrals of five patients into Community Paramedic Program to access logistical needs and then 
reassess to establish best practices 

Additional Information/Story from the field: Our Community Paramedic (CP) responded to a 65 year old female that Albany Fire Department crews had 
referred. The patient was living in hazardous conditions consisting of human waste, animal waste, garbage and rot. This patient became a target of concern 
based on her living conditions, health history, and fall history due to leg amputation. The crews were not only concerned with the patient and her son living in 
the house, but also for the safety of responding emergency crews. They were also concerned she would be unable to exit the house in the event of a fire. The 
house was filled with trash and had turned into a hording situation over the period of ten years. The first visit between the Community Paramedic (CP) and the 
patient included two Adult Protective Services (APS) case workers. Adult Protective Services gathered information from the patient and found that she was 
eligible for services she was not currently receiving. The patient stated that she has been falling due to an ill-fitted prosthetic leg. She was also falling due to the 
condition of the house and the inability to move throughout the house with her wheelchair. She had backed herself into a corner of her living room and was 
confined to her recliner. This is where she slept, ate, and bathed. Her surroundings consisted of soiled diapers, garbage, and rotten food. Her recliner was 
soaked in urine and feces. Our CP asked the patient if she was happy living in these conditions. She told the CP and Adult Protective Services case workers that 
she didn’t think anyone cared. Not only did they care, but they were determined to help. Adult Protective Services began the paperwork to connect her with 
services and benefits the same day. The CP and Adult Protective Services case workers asked patient if she was willing to accept the help, we would be able to 
find a way to get her house cleaned out so she could move around and live in better conditions. The patient accepted the help and between the City of Albany, 
Albany Fire Department and Adult Protective Services we scheduled a clean out day. 

 

Dental Medical Integration for Diabetes Britny Chandler, Dental Program Clinical Coordinator 

Successes:  
1. Screening Compliance by both Medical and Dental Clinicians. 
2. Referrals and education distribution by both Medical and Dental Clinicians. 

Challenges:  
1. Mailer response rate from members. Creating an incentive for members to 

respond and schedule a dental appointment. 
2. Mailer Incentive Creation. Due to creation of InterCommunity Health 

Network-CCO website, the incentive has been sidelined for a number of 
months until marketing request is complete. 

3. Communication between Primary Care Providers and Primary Care 
Dentists/Dental Plans. Referral and correspondence logs are helping with 
communication between Primary Care Providers and Primary Care 
Dentists/Dental Plans. 

Sustainability Plan:  
1. The implementation of the pilot and its activities did not cost as much as we anticipated. The pilot is self-sustainable with a matter of connecting Primary 

Care Clinics to the appropriate dental plans and InterCommunity Health Network-CCO contacts. 
2. Referral and correspondence logs have aided in sustainability. 
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3. Dental hygiene and denture kits have been popular in our medical clinics. Sustainability for the hygiene kits is being considered at this time. One thought is 
for individual clinics that want to continue its Dental medical Integration efforts after the pilot would be to order their own dental hygiene kits directly from 
a dental manufacturer websites.  

Stories From the Field: 
1. Clinic Medical Office Receptionist at Geary Street Family Medicine: “At Geary Street Family Medicine I am responsible for the maintenance of the pilot. I 

go through the Oregon Health Plan population list (InterCommunity Health Network-CCO providers) every other month and check for appointments of 
patient’s that have yet to have a dental referral. The care coordinator screens and refers at the patient’s next appointment and informs me of the screening 
results. I update the information that was provided and report my data monthly to InterCommunity Health Network-CCO. It’s easy to keep an accurate log 
this way. Most of our patients that do not have natural dentition think that the dentist is no longer a factor in their care. It’s great to be able to educate 
them about the link between their Diabetes and oral health and to provide them the connections to utilize dental services that most of our patients did not 
know they had coverage for.” 

2. Clinic Care Coordinator at Samaritan Internal Medicine: “This dental pilot has been fantastic for our patients. A majority of the patients that I have met 
with for the pilot have stated that they were not aware of having dental coverage provided to them. I have seen numerous patients that were very thankful 
for the information and were eager to be able to get the dental care that they have needed to have done. I think what has surprised me more, is that the 
patients that wear dentures, not one patient knew that they needed to continue seeing their dental provider on an annual basis. Educating them on 
ensuring that they are seeing their dental providers has been huge, as it appears we have quite a large population that have dentures. The issue that I keep 
running into is that the majority of the denture wearers do not wear their dentures because they no longer fit. Those are the ones that I really work with in 
making sure they get in to see their dental provider so we can get them fitted properly. Once they have working teeth, they can eat healthier and be able to 
improve not only their physical health, but their mental health as well. The denture wearers really need a lot of emotional support because they feel that 
they don’t “look right” and that it’s an “embarrassment.” I have had patients break down in tears because they stated that they were “ugly” without their 
teeth. This Pilot has really been able to help us to identify these patients that need outreach so we can educate them on their dental care and help get 
them connected to their providers. It’s a fantastic project that I am so thankful that our clinic has been able to participate. This pilot has been a great step in 
the right direction towards caring for the patient holistically.” 

3. Front desk receptionist at Advantage Dental Lebanon Clinic: “We have one physician here in Lebanon who has staff call us from their office to set up an 
appointment for the Dental Medical Integration project. The Primary Care Provider’s staff stays on the phone until they can give their patient a date and 
time at our office. This tells me that the project has significance in the eyes of the community. Our staff is very in tune with patients facing diabetes. Two of 
our clinic staff have daughters who work daily to control their Type 1 Diabetes and another assistant’s husband is diabetic. This makes us sympathetic to 
the challenges our patients face. I think we have always been aware and a good source of support for our patients.” 

 

Health and Housing Planing Initiative: Willamette Neighborhood Housing Services Brigetta Olson, Deputy Director 

Successes:  
1. Collaboration with community partners around health and housing issues 

has deepened understanding of needs, assets, and opportunities and is 
helping to solidify partnerships and create plans for linking health and 
housing locally. 

2. Partnering with Oral Health Supervisor of Health Centers of Benton and 

Challenges:  
1. Data collection and privacy remain the biggest challenge. As an owner of 

affordable housing and nonprofit community development agency we are 
not only a landlord but an agency that is now providing health navigation 
services to our tenants. Health and housing are directly related, but 
currently we do not currently have authorization from our tenants to 
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Linn Counties to bring oral health screenings to our high-need properties.  
3. Due to the high-need of the Hotel Julian, a disable and elderly property 

located in downtown Corvallis, weekly office hours have been created 
with one of our Community Health Workers. With a regular presence our 
on-site health navigator has been able to intervene on several health 
issues and better assist residents.  

4. A Hotel Julian dental survey was distributed to all residents, and 38% or 14 
residents responded. Of those 14, 11 indicated they would like to connect 
with a health navigator to discuss their dental health. Since getting the 
surveys our health navigator has helped three residents fill out the 
required form to change dental providers and is in the process of helping 
one resident determine if they are eligible for Oregon Health Plan because 
they indicated, on the survey, that they had no dental coverage through 
Medicare or through Veterans Affairs benefits.  

5. Launching Healthy @ Home Health Navigation office hours at all of our 
properties.  

6. Gentle Strong Yoga at Alexander Court/Center Against Rape and Domestic 
Violence continues to be successful, providing weekly low-cost to no-cost 
yoga with free childcare.  

7. Eviction Prevention and Intervention. A resident needed assistance with 
housekeeping to avoid a possible eviction notice due to lease violations. A 
Health Navigator assisted the resident along with mental health skills 
trainer to identify mental health goals and access alternative community 
resources. Resident was able to access other community resources to 
assist with housekeeping, transportation to/from medical appointments, 
scheduling Primary Care Provider appointments and food assistance.  

8. Corvallis Family Table, a free nourishing meal program offered two times 
per month has been an excellent place to connect with residents, 
distribute health information, and provide blood pressure and blood sugar 
screenings.  

9. Collaboration with Cornerstone Community Housing, a peer organization 
that provides guidance and support.  

10. Meeting residents where they are. One Health Navigator has had success 
at our more disengaged properties through door knocking. She was able to 
obtain information from residents regarding InterCommunity Health 
Network-CCO enrollment, distribute chronic health condition 
information/pamphlets, as well as assess the resident’s needs and 

share their names with the “touch reports” with outside agencies such as 
InterCommunity Health Network-CCO and health care providers. 

2.  Determining how to best evaluate this pilot while maintaining the trusted 
relationship with our tenants. Creating a survey with an outside evaluator 
to help capture our work this year and are trouble shooting with 
InterCommunity Health Network-COO staff.  

3. Engaging our more rural family oriented properties has been a great 
challenge. Through regular Community Health Worker office hours 
presence at these properties has increased, and working with resident 
leaders to help design engaging family friendly activities throughout 
summer 2016.  
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interests regarding resources and engagement.  

Changes in Goals/Measures: It has been determined that survey’s will be sent to tenants at the end of the pilot instead of a pre and post survey. The survey 
will ask health behavior questions and see if Emergency Department visits decreased during 2016 and if increased utilization of preventative health 
appointments and screenings increased for our tenants in 2016. Data has not been entered into the Regional Health Information Collaborative (RHIC). It still 
needs to be determined how to best utilize waivers and releases to share such information.  

Sustainability Plan:  
1. An application to NeighborWorks America for two grants has been submitted to help sustain the Health Navigation Services after the pilot.  
2. There is a pending letter of intent with Meyer Memorial Trust and are waiting for a reply, to apply for a formal application.  
3. In the long term, it is pending that the Center for Medicare will approve the new updated waiver that focuses on supportive services for housing providers. 

Stories From the Field:  
One Health Navigator has been in the process of helping a resident get evaluated by Seniors and People with Disabilities to see if she is eligible for some 
caregiver hours to help her with nutrition/personal care due to diminishing ability and increased pain. The most important aspect of this particular case is how 
the individual opened up about the isolation that their disability causes them and the deterioration of mental health that comes with that. It took me several 
conversations before they mentioned that and it was a very emotional topic for them. With that additional info I am currently supporting this resident in 
reaching out to mental health providers if they continue to feel this depressed. As of July 6, 2016, the resident was approved for a home health caregiver for 20 
hours per week. 

 

Home Palliative Care: Benton County Hospice  Kelly Beard, Executive Director 

Successes:  
1. Reducing hospitalizations and Emergency Room visits and also in 

improving symptom management and overall satisfaction with healthcare 
per patient report on initial and follow up surveys. 

Challenges:  
1. Educating providers about the benefits of home palliative care has been a 

challenge and it has not yet reached capacity in the maximum number of 
patients to be served. Several patients referred to home palliative care 
were eligible for hospice and either converted to a hospice admission at 
the first visit or within a week or two of admission to palliative care. The 
pilot has expanded outside of just Corvallis Clinic patients to select clinics 
as a means of increasing the number of patients’ served. Initial criteria of 
three Emergency Room visits and one or more hospital admission in the 
last six months was a barrier to admission to the palliative care program. 
Few patients met the criteria per InterCommunity Health Network-CCO 
data, and it was felt that the time delay between admission and billing was 
a factor in obtaining accurate information from InterCommunity Health 
Network-CCO. The criteria were revised to include an Emergency Room 
visit or hospital admission within the last three months.  

2. Several patients referred were receiving home health, which excluded the 
patient from the pilot. However, we did find that one patient was only 
receiving physical therapy which did not represent a duplication of service 
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and we decided to admit the patient to palliative care.  If the pilot goes 
forward we will need to address how rehabilitative therapies can be 
provided, either through palliative care or home health.  

3. There have been challenges when patients are admitted with 
InterCommunity Health Network-CCO insurance and then revert to open 
card making coverage determinations and continuity of care difficult. 
There are also patients with InterCommunity Health Network-CCO 
insurance that have only dental and mental health coverage with medical 
coverage being provided through an open card which we have been 
unable to admit to the program.  

Changes in Pilot: As it is difficult to “prove a negative” such as prevention of Emergency Room visits and hospital admissions, we have added another 
measurement of the number of calls received and visits made after business hours and on the weekend. Each call or visit could represent an avoided 
Emergency Room visit or hospital admission and tracking these calls and visits give us another means of gauging the impact of the pilot. During the second 
quarter there were 8 after-hour calls/visits that could have resulted in an Emergency Room visit or hospital admission. 

Sustainability Plan: The pilot has expanded to include patients who are not patients of the Corvallis Clinic. Hopefully this change has helped to identify more 
patients who might benefit from home palliative care and also gives us a path forward for sustainability should home based palliative care become a regular 
InterCommunity Health Network-CCO benefit. 

Additional Information:  
1. Feedback from patients about Home-based Palliative Care: 

a. “Everyone has been exceptional, very compassionate” 
b. “Appreciate the extra care and resources including a social worker” 
c. “This is helping me I am not ready for hospice, but need someone to help me say no to all the appointments” 

 

Licensed Clinical Social Worker Patient Centered Primary Care Home: Samaritan Mental Health  Jana Svoboda, LCSW    

Successes:  
1. The services provided and their positive impact on the clinic and the 

patients. The residents, Primary Care Providers and Clinic Staff reported 
high satisfaction with the quality and services provided.  

2. The Master of Social Work student’s work: completed her clinical 
internship and surveys from all her clients indicated high satisfaction with 
her work and improved functioning. It was demonstrated that interns can 
be employed for quality patient care at a win-win for the facility—future 
clinical providers are trained and provide services at no or low cost.  

3. The StressBusters class was taken up by an additional clinic that serves 
InterCommunity Health Network-CCO patients.  

4. A reproducible Cognitive-Behavioral Therapy weight loss class developed.   

Challenges:  
1. Finding adequate referrals for patients who need to continue care. There 

are long wait lists for mental health services within and outside of 
Samaritan. 
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Sustainability Plan:  
1. Samaritan Internal Medicine Licensed Clinical Social Worker was fully trained in continuing the StressBusters curriculum and an annotated presenter’s 

version is being completed so it can be done by any willing person at this clinic or in other clinics.  
2. Charging for the provided services can self-fund the position/services. The clinic was interested in continuing the program but because of departmental 

design, currently all direct client behavioral health related services (including counseling) must come from the behavioral health department. Certainly the 
need was identified, and a satisfaction survey within the clinic showed that all 11 Primary Care Provider Services and residents responding rated the 
services as very good to excellent and used the services quite a lot.  

Stories From the Field: A patient who has suffered severe health anxiety was referred to me in September 2015. She had 20 visits to medical providers, 
including three Emergency Department visits, numerous calls and tests/procedures from June 2015-December 2015. I saw her for 11 visits starting monthly. 
Her office visits began reducing. She had four office visits and one previously scheduled procedural visit the second six month period, and no Emergency 
Department visits. The cost savings from the Emergency Department visits alone were considerable. Even as a single mother and high school dropout, patient is 
getting ready to start General Education Diploma classes summer 2016. It would be important for persons offering any similar future services to coordinate 
before startup with all involved departments so that there are fewer roadblocks and better possibility of sustainability.    

 

Maternal Health Connections: Family Tree Relief Nursery Carissa Cousins, MD 

Successes:  
1. Getting our Community Health Worker hired and trained has been a 

success. 
2. Peer Support Specialists on board and working with Maternity Care 

Coordinators at Samaritan Albany General Hospital. Maternity Care 
Coordinators referring members to Peers directly by phone or by referral 
form.  

3. Family Tree Relief Nursery Peers have received 13 referrals and are serving 
8 Mothers. 

Challenges:  
1. It has been a challenge to engage the Obstetrics clinics in the pilot details 

due to their busy schedules and lack of provider champion. Strategies to 
address this are to arrange meetings onsite and to provide detailed notes 
for them.  

Sustainability Plan: With the other Community Health Worker and Traditional Health Worker pilots, we are working with the Traditional Health Worker 
Subcommittee and with InterCommunity Health Network-CCO personnel around how to use touch data for reimbursement and sustainability. 

Additional Information: In hindsight, I would have done one thing very differently. If I had known how busy the agencies were going to be and that they didn’t 
really have time to engage how they wanted to use the Community Health Worker or how they wanted to refer to her, I would have provided more of a “pre-
structured” format. With the other Community Health Worker pilot, the care teams at each agency decided how they were going to use their Community 
Health Worker and what the referral pathway would look like. I used the same approach with this pilot, but because they were so busy, they have not engaged 
with the process. It would have been easier for them if I had just told them how we were going to set the structure for the pilot from the beginning. 

 

Pain Management in the Patient Centered Primary Care Home Kevin Cuccaro, DO 

Successes:  
1. Twelve clinics enrolled to date (full participation). Strong participation 

from Linn County (specifically Lebanon & Sweet Home) and Benton County 

Challenges:  
1. Scheduling & Logistics. Contacting and scheduling clinics more time 

consuming and difficult than anticipated. One clinic delayed start date two 

https://en.wikipedia.org/wiki/Obstetrics_and_gynaecology
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(Corvallis & Monroe). All Linn-Benton County Health Clinics enrolled—
extended staff participation (healthcare providers, medical assistants, 
behavioral health providers).  Two participating clinics in Lincoln County 
(Toledo & Newport). 

2. Feedback from Education Sessions (Phase 2/3) continues to be positive 
overall. Clinician engagement high.  

months due to clinician vacations.    
2. Only one clinic in Albany participating (to start August 2016). Only two 

clinics enrolled in Lincoln County. All 12 funded slots are now enrolled 
(would have liked more participation in Albany but outreach limited).  

3. Not a measured goal but identifying available resources that are: 
a. Congruent with pilot goals and  
b. Available for participating clinics continues to be challenging.  

4. Maintaining consistent evidence-based messaging to patients from both 
participating clinics and clinicians not in pilot program continues to create 
unforeseen difficulties. Evidence-based, plain language pain resources for 
clinician’s to use with their patients are limited. Referrals to 
augment/improve patient communication and understanding about pain 
remain limited. Specialist physicians, urgent care/emergency care have 
been identified by participating clinicians as providing discordant 
messages to patients experiencing pain which often derails progress the 
primary care provider has made with their patient. Unfortunately, when 
pain patients hear multiple (often not factual) explanations for their 
symptoms from various health care providers and/or discordant (not 
evidence-based) recommendations for treatment it strains the primary 
care provider-patient relationship. The difficulties with external messaging 
mentioned above and internal clinic messaging remains a problem. Clinic 
staff and administrators have revealed many of the initial conversations 
patients have about pain and pain therapies are performed via phone 
(when scheduling or when patients call with questions) and through 
medical assistants pre/post visit. Ideally, the staff performing these 
encounters would have a similar understanding (delivered at an 
appropriate educational level) to improve their knowledge of pain and 
pain therapies. To help with internal messaging, County Health clinics have 
encouraged participation of all their clinical staff in the pilot sessions. 
However, some staff are unable to attend due to staffing issues (phone 
operators primarily). 

5. After pilot began, a need was identified that was not addressed in Pilot. 
Clinicians and clinic administrators have, nearly universally, asked for 
similar training for their ancillary staff (medical assistants, front office 
staff, etc.). This continues to be verbalized by new clinics as they 
enroll/participate.  
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Changes in Pilot: After initiating Phase 2/3, realized Phase 4 Maintenance Sessions could be optimized to facilitate learning by using “themed case reviews (i.e. 
Back pain case review, Fibromyalgia case review, etc.). This change allowed deeper education into evidence-based and guideline adherent treatment for 
common pain conditions using problem-based learning. As such, pilot measurements (Post Surveys & claims data for clinicians) should be performed after 
Phase 4. This is a change from original plan of performing post-surveys after completion of Phase 2/3 education sessions. Other than timeline, goals and 
measurements remain the same.  

Sustainability Plan: Pilot intervention continues to be focused on clinician knowledge/behavior change. As such, the goal is for each participating clinic to 
develop ‘sustained’ behavior change even after intervention complete.  

Additional Information:  
1. Progress for the pilot is steady. Feedback from clinicians on educational sessions (phase 2/3) consistently positive. Many clinicians state pilot has 

fundamentally changed how they discuss and address ‘Pain’ with their patients. One clinic (Newport) has stated fundamental change to entire clinic’s 
approach towards pain.  

2. Overall, anecdotal reports so far suggest this pilot is making a difference and fundamentally changing the viewpoints/approach towards pain management 
of the clinicians involved. 

 

Pediatric Medical Home: Samaritan Pediatrics Megan Van Vleet, Clinic Operations Manager 

Successes:  
1. Mental Health presence has increased in the office to 40 hours a week – 

which has increased warm hand-offs between the Primary Care Provider’s 
and Mental Health Services and collaboration on higher risk patients.  

2. Increased participation from Physical Therapy/Occupational 
Therapy/Speech Therapy for our Interdisciplinary Team Meetings. These 
occur monthly to discuss high risk patients.   

Challenges:  
1. Patients no showing appointments continue to be a challenge. Working 

with families to see those who could not make it in during the school year.  
 

Sustainability Plan:  
1. Met with Mental Health in May 2016 to discuss financials and billing moving forward after the Pilot ends. There will be another planning meeting with 

Mental Health, Pediatrics and billing to discuss implementation of that post-pilot.  
2. Meeting in July 2016 to discuss sustainability and budgeting for nutrition and pharmacy post-pilot with our director and care coordinator to begin to plan 

for those needs moving forward.  

 

Physicians Wellness Intiative: InterCommunity Health Network-CCO  Kevin Ewanchyna, MD 

Successes:  
1. Acknowledgement of burnout in physicians among senior administrative 

staff. 
2. Coordination across several agencies to agree upon expectations for 

meeting pilot goals. While burnout is a system issue and a national 
phenomenon, the effects of burnout need to be assessed and addressed 
at a local/clinic level. In terms of the pilot, this requires cooperation and 

Challenges:  
1. Challenge of Burnout Assessment.  
2. Establishing expectation and achieving buy in from participating 

organizations took considerable time. A Scope of Work document for 
Samaritan Health Services has been created and signed.  
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coordination from leadership across several organizations, namely IHN-
CCO, Samaritan Mental Health, Samaritan Clinics, and the North Lincoln 
Hospital Emergency Department. To date, leadership has met several 
times and is working through establishing joint goals and assigning 
individual responsibilities.  

Sustainability Plan: Samaritan Health Services is looking at issues impacting physician productivity in the EHR setting. It is hoped that this work, in tandem with 
the work of this pilot will establish both the system need and savings from maintaining a Physician Wellness program.  

 

Prevention, Health Literacy & Immunizations: Boys & Girls Club Emily Barton, Grant Writer Corvallis BGC 

Successes:  
1. The Boys and Girls Club of Corvallis Health Fair was very successful.  
2. Boys and Girls Club of Corvallis –Greater Santiam - Coordinating and 

communicating with partners has been very successful. The community 
has also been exceptionally supportive and excited about the resources 
and opportunities that the Boys & Girls Clubs of the Greater Santiam is 
able to offer because of this Pilot.  

3. Boys and Girls Club of Corvallis has two certified assistors that just 
completed training.  Also, Linn County Health Department agreement will 
have a county employee at the Albany Club on a weekly basis providing 
members, staff and family resources.  

Challenges:  
1. The biggest challenge has been the time it takes to get the partners 

together and agree on outcomes. Continue to work through this and are 
making reasonable progress.  

Sustainability Plan: Boys and Girls Club of Corvallis has begun to investigate a grant with Providence that would be awarded next year to sustain parts of our 
pilot. 

Additional Information:  
1. An email from, the Engagement and Communications Coordinator of Benton County Health Department, said "The use of the Fast Pass was a great way for 

us to get amazing involvement from the kids. The health fair was the best one I’ve been to yet- in volume and ability to engage the kids. I am very impressed 
and love the Fast Pass idea." 

2. At the Boys and Girls Club of Corvallis –Greater Santiam Family Fun Festival in June 2016 our partners were invited to host informational resource booths. 
After the event the Oral Health booth host told me that a mother had come up to her booth and expressed her worry about her lack of dental health 
insurance and her need for dental work. The host was able to tell her about the dental vans that frequent the area and was able to get her connected to the 
available resources. The partnerships between the Boys & Girls Clubs of the Greater Santiam and our partnered organizations have been so valuable and 
impactful to our community.  

 

Primary Care Psychiatric Consulation: Samaritan Mental Health Jim Phelps, MD 

Successes:  
1. Primary care providers love it, the access and the support. 
2. Psychiatric consultants also have enjoyed the process. Fourth year 

Challenges:  
1. This project began just after primary care adopted a new, complex 

electronic medical record, and just after the wave of new Medicaid 
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residents have indicated an inclination to continue doing this kind of work 
after graduation, a key finding re: the sustainability of this approach. 

patients came into their clinics. These two events swamped providers and 
their staff with change. By the time we arrived, they were exhausted and 
change-phobic. There was little alternative but to slow down with creative 
efforts and adapt to the pace at which they could handle novelty. 

2. Most primary care providers have felt overwhelmed by the prevalence of 
mental health problems and their inability to access specialty care help for 
patients. Many of them were anxious for us to “just take the patient”: 
they would much have preferred for us to take on management, in our 
own office, rather than offer a diagnostic impression and a set of 
recommendations and leave the patient in their care. 

Sustainability Plan: A way has been found to make the service financially self-sustaining (through the other OHA grant to Dr. Fisher whose model, using Mental 
Health Specialists, provided the framework we spent this year putting in place). It is excited to have developed an approach that holds perhaps more promise in 
this respect than the original Collaborative Care model, particularly through the option of a telepsychiatric interview between the patient and the psychiatric 
consultant. 

 

School/Neighborhood Navigator: Benton County Health Department Kelly Volkman, Health Navigator Program Manager 

Successes:  
1. This entire pilot has been successful, as evidenced by the increased 

number of touches, the increased number of children accessing health 
care and Medicaid, the increased connection of the families and parents 
to their Primary Care Provider, InterCommunity Health Network-CCO, 
their schools and to their community. The extension funding has allowed 
time to show health outcome trends and to build sustainability. 

Challenges:  
1. How to measure health outcomes in a community setting in a way that is 

meaningful to InterCommunity Health Network-CCO. 
2. How to sustain this program without using pilot funding. 

Changes in Pilot Goals and Measures: Yes, as described in the evaluation table below. This second year of the pilot has been working with InterCommunity 
Health Network-CCO staff to tighten goals and measures so that Well Child Check, Vision appointments, and Primary Care Provider appointments could be 
realistically measured using the tools available. 

Sustainability Plan: The funding for the coming year has been braided and blended together using funds from the key stakeholders – Corvallis School District, 
Benton County Health Services, and InterCommunity Health Network-CCO. A health outcome case still needs to be made for using navigators in a community 
setting that will allow them to be sustainably funded. 

Stories from the field:  
1. Garfield Elementary School: A School Navigator (SN) assisted a parent in calling her child’s provider office because she had a health concern and also 

wanted to go over testing that had been done, but had not talked to provider about. Teachers were having some concerns regarding his health and how 
this was affecting academics. Teachers referred parent to a School Navigator to assist with insurance and connecting parent to the child’s provider. The 
School Navigator also assisted mom in making a Well Child Check for a future date. After the appointment, mom came back with a diagnosis and 
medication for the child. This will help the child focus in school and get further assistance with academics if needed in order to be successful. 

2. Lincoln Elementary School: A school counselor referred student to Trillium at school for counseling services. Dad had just received custody of child, and 
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Trillium informed Dad that they could not see the child due to having a different CCO than InterCommunity Health Network-CCO. Counselor referred 
student to School Navigator to see if School Navigator could assist with changing CCO to InterCommunity Health Network-CCO. In speaking with dad, child's 
mom was not cooperating with allowing the change of CCO. Oregon Health Authority (OHA) did not allow dad to make any changes because he was not on 
the application. School Navigator completed a whole new application for parent and child due to custody papers filed. School Navigator sent in custody 
forms as well. Since it was urgent for the child to seek counseling services School Navigator called next day and went through the OHA processing center to 
get the application processed. After about two hours the application was processed and child would be on open card, until assigned to InterCommunity 
Health Network-CCO. In addition, the Oregon Health Authority representative determined dad did not have coverage and began the application process 
with him. After a week, the Counselor was notified that the child had been re-assigned to the original CCO and not InterCommunity Health Network-CCO. 
School Navigator called Oregon Health Authority and was transferred to the Customer Service Center where they did not allow School Navigator as a 
community partner to correct the error as they needed the parent to give permission. Counselor was able to get dad to come in; after a 1 hour phone hold, 
dad spoke to representative and gave permission. Representative then provided School Navigator with the necessary information. Representative said that 
it was a "system error" and somehow it had picked up the child's old address and assigned child to the corresponding CCO based on old address. 
Representative was able to move child to open card. Child has now been assigned to InterCommunity Health Network-CCO and is receiving full Trillium 
services. 

3. Linus Pauling Middle School: Connecting a student to counseling Services: The school principal referred a student to School Navigator (SN) to help connect 
with counseling services. The student’s school behavior referrals had escalated in the last weeks reflecting student’s anxiety and frustration. The parent had 
rejected services in the past but this time she was willing to explore the idea of seeking counseling services for her son. School Navigator contacted parent 
and scheduled a meeting to go over different options. The parent agreed to schedule an intake appointment at Old Mill Center. During this interview with 
the parent School Navigator found out that this family met the criteria of a McKinney-Vento family and sent a referral to the School district’s homeless 
liaison. The family had access to the Linus Pauling Hygiene closet. Since the family had no transportation, the School Navigator provided transportation to 
the student’s first appointment at Old Mill. The parent decided to continue services at Old Mill Center, and the School Navigator referred family to Cascade 
West Ride Line to schedule transportation for the student’s future appointments.   

 Benton County Health Services; School Navigator Touches, 2015-2016  
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Tri-County Family Advocacy Training: Oregon Family Support Network Tammi Paul, Statewide Training Program Manager 

Successes:  
1. The family advocacy trainings in Benton County involved monolingual and 

bilingual Spanish speaking families along with bilingual Arabic speaking 
families. Reaching out to families from these two cultural groups and 
being able to deliver training in multiple languages has been a significant 
strength to this project.  

2. The partnership building that has occurred with the Corvallis School 
District Equity team has also been strength of the project as they are 
committing resources to continue working with the family members to 
build their advocacy and identify needs in the community.  

3. Oregon Family Support Network is collaborating with Samaritan Health 
Services in Linn County to host trauma training in both Albany and 
Lebanon. 

Challenges:  
1. One of the challenges has been the need to quickly adapt resources, 

training materials and logistics to accommodate Arabic speaking families 
in the advocacy trainings as that population had not been targeted 
originally. While this is a success and a wonderful opportunity to build 
cultural responsiveness, it has also been a challenge to identify cultural 
brokers and interpreters in the community and to bridge some of the 
cultural dynamics of how ‘advocacy’ is perceived differently across 
cultures.  The way it is being addresses these challenges, is to develop 
relationships with cultural brokers, use listening sessions to bridge cultural 
understanding and increase trainers knowledge of cultural barriers that 
are present for monolingual families.  

Sustainability Plan:  
1. One of the most significant sustainability activities that has occurred is the commitment of staff and resources from the Corvallis School District to stay 

engaged with the families that attended the advocacy trainings. With appropriate support the community will see cultural leaders emerge from the families 
that participated.  

2. A second sustainability activity that is emerging is the cross system and community knowledge and support for Collaborative Problem Solving in Lincoln 
County specifically. As a result of the work that has already happened in that county, there has been interest in other funding partners who may want to 
build on the work of CPS for other populations. 

 

Youth Wraparound and Emergency Shelter: Jackson Street Youth Shelter               Andrea Myhre, Associate Director 

Successes:  
1. Working with InterCommunity Health Network-CCO staff to understand 

the goals of transformation and successfully implement our pilot has been 
a positive process. Helping youth receive dental care and setting up 
insurance and initial medical appointments has also been successful. 
Internal Mental Health Therapist position has been launched, obtaining 
external clinical supervision, setting up processes/referral systems, and 
are serving youth in this capacity. There were good reports from youth 
and their families who have accessed counseling who are grateful to get 
immediate care.  

2. The conversation with Old Mill Center started about sharing billing 
systems with them until our billing system is established. This is 
anticipated to starting by the end of summer 2016. Connections were 

Challenges:  
1. Attempting to educate and make practitioners aware of our services and 

how to access them, building relationships to remove barriers and provide 
better services to youth being served has also been challenging. The 
process of reaching practitioners could be made easier for community 
service providers and improvements can be made working with 
InterCommunity Health Network-CCO on these relationships. There is 
limited time and resources to dedicate to reaching out to individual 
practitioners. Because of establishing a protocol for the counseling 
program, it has been a struggled with obtaining peer support from other 
Runaway and Homeless Youth organizations to provide guidance in how to 
establish internal policies and procedures.  

2. Old Mill Center has experienced a staff turnover so follow-through on 
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made with Linn County clinics and Linn County Drug and Alcohol to 
provide support services for youth not yet ready for treatment. 

 

planning meetings to launch billing system partnership has been difficult. 
It would be appreciated if there was more technical assistance in help with 
understanding and getting linked in with billing systems and partnering 
with organizations who have the clinical supervision structure needed in 
order to bill for services. Working on alternatives in case our partnership 
with Old Mill is not viable. 

Sustainability Plan: Met with potential partners who would provide billing support and have started discussions about how this would work with a goal of 
billing Medicaid for services by Fall 2016.  

Additional Information: It is extremely difficult to follow through with consistency of care when a youth has to transition from one county to another due to 
living situation. There is about a 30 day (sometimes longer) gap in services due to insurance complications in transferring counties. This has happened to at 
least 10 of the youth we served so far. We have been an integral part of developing more consistent wrap around service systems in Benton County, able to 
provide productive feedback and participate in treatment plans for youth and are beginning to be seen as a mental health partner in some areas. 
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Alternative Payment Methodology (2): InterCommunity Health Plans                                   
Goals Measures Activities Results to date 

Access Total combined count of Patient Centered Primary Care Home office 
visits and “touches” made by the clinic 

InterCommunity Health 
Network-CCO  
(Clinic will need to report 
to InterCommunity Health 
Network-CCO on the non-
billable "touches") 

None to Date1 

Quality of Care 
 

Count of Care Coordination “touches” captures in Electronic Medical 
Record and normalized by distinct number of InterCommunity 
Health Network-CCO patients assigned 

Clinic None to Date  
Clinic to have a plan 
established for implementing 
billing capability for 
"touches" 

Percentage of Eligible Providers (EP) who have achieved Stage one 
or two Meaningful Use certification as appropriate 

Clinic None to Date1 

Performance in the following InterCommunity Health Network-CCO 
metrics 

InterCommunity Health 
Network-CCO  

None to Date1 

Utilization 
 
 

Count of Emergency Room visits InterCommunity Health 
Network-CCO  

None to Date1 

Count of assigned InterCommunity Health Network-CCO patients 
seeking outside Primary Care Provider services (“leakage”) 

InterCommunity Health 
Network-CCO  

None to Date1 

Count of Mental Health/Behaviorist visits InterCommunity Health 
Network-CCO  

None to Date1 

Count of Preventive services InterCommunity Health 
Network-CCO  

None to Date1 

1InterCommunity Health Network-CCO has not yet pulled any data to evaluate clinic performance in the specific metrics 

Overall, the goal and metric 
for success of this proposal 
is to have greater than 80% 
of members assigned to 
Patient Centered Primary 
Care Home’s receiving an 
Alternative Payment 
Methodology 
reimbursement payment 
by 12/31/2016 

Distributed funds by June 2016 in three phases to the following 
provider clinics: 

SAMARITAN INTERNAL MEDICINE CORVALLIS 

BENTON COUNTY HEALTH DEPARTMENT 

COASTAL HEALTH PRACTITIONERS 

MID VALLEY CHILDRENS CLINIC 

SAMARITAN FAMILY MEDICINE AT GEARY STREET 

SAMARITAN INTERNAL MEDICINE ALBANY 

SAMARITAN FAMILY MEDICINE RESIDENT CLINIC 

 These Patient Centered 
Primary Care Home clinics 
attribute to over 80 % of 
InterCommunity Health 
Network-CCO members 
paneled. Signed contract 
amendments have been 
received from all of these 
providers agreeing to take 
transformational 
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This incentive provided to 
the Patient Centered 
Primary Care Home’s will 
allow for Patient Centered 
Primary Care Home’s to put 
workflows in place to meet 
performance metrics and 
patient engagement 
requirements of a Patient 
Centered Primary Care 
Home 
 

SAMARITAN PEDIATRICS 

SAMARITAN FAMILY MEDICINE BROWNSVILLE 

CALAPOOIA FAMILY MEDICINE 

SAMARITAN MEDICAL CLINICS NORTH ALBANY 

SAMARITAN FAMILY MEDICINE SOUTHWEST 

MID VALLEY MEDICAL PLAZA 

LEBANON MEDICAL HOME CLINIC 

CORVALLIS FAMILY MEDICINE 

CORVALLIS INTERNAL MEDICINE PC 

THE CORVALLIS CLINIC ALBANY FAMILY AND SPECIALTY MED 

THE CORVALLIS CLINIC AT NORTH ALBANY VILLAGE 

THE CORVALLIS CLINIC ASBURY BUILDING 

THE CORVALLIS CLINIC PHILOMATH FAMILY MEDICINE 

SAMARITAN DEPOE BAY CLINIC 

MAIN STREET FAMILY MEDICINE 

PARK STREET CLINIC 

MID VALLEY PEDIATRICS 

SAMARITAN LINCOLN CITY MEDICAL CENTER 

SAMARITAN COASTAL CLINIC 

SAMARITAN PACIFIC INTERNAL MEDICINE 

SAMARITAN TOLEDO CLINIC 

SAMARITAN WALDPORT CLINIC 

SWEET HOME FAMILY MEDICINE 
 

infrastructural steps in using 
the funds to grow Patient 
Centered Primary Care 
Home’s in preparedness for 
an Alternative Payment 
Methodology  
Buy-in from many clinics 
wanting to know when they 
can begin discussing the 
Alternative Payment 
Methodology to be 
implemented have been 
received.  

Each clinic that moves to 
an Alternative Payment 
Methodology, outcomes 
will be established similar 
to the outcomes in the 
three clinics that have 
already adapted an 
Alternative Payment 

 Samaritan Internal Medicine – Corvallis, Benton County, and 
Coastal Health Practitioners have all established metrics, and 
have processes in place to monitor metric performance  

 InterCommunity Health Network-CCO has developed reports to 
share on a quarterly basis on counts to date 

 Samaritan Internal Medicine – Albany and Samaritan Family 
Medicine Resident Clinic have not started any discussions  

 InterCommunity Health Network-CCO received RPC approval to 
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Methodology move forward in contracting with providers using Pay-for-
Performance arrangements 

 InterCommunity Health Network-CCO is gaining approval on a 
base payment Alternative Payment Methodology to implement 
across all Samaritan Health Service clinics beginning 2017 

 

Community Helping Addicts Negotiate Change                                          
Goals Measures Activities Results to date 

Community Helping Addicts 
Negotiate Change (CHANCE) clients 
will develop positive 
Health behaviors 

Update Peer- Improvement Survey Revised survey  Updated wellness survey to an 
electronic platform and sent 
InterCommunity Health Network-CCO 
a copy of the new questions  

Completion and analysis of Peer-
Improvement Survey 

Gave Peer Wellness survey to 
member during the month of July 
2016 

52 participants took the survey and 
the data is being compiled to submit 
for final evaluation July 15, 2016 

Eligible CHANCE clients enrolling in 
InterCommunity Health Network-CCO 
within six months 

Have weekly Oregon Health Plan 
Application Assistance from Benton 
County Health 

 Jan 2016  25 applications 

 Feb 2016  40 applications 

 Mar 2016 45 application 

 Apr 2016  20 application 

 May 2016 9 applications  

 Jun 2016 20 application 

Enrolled CHANCE clients will seek out 
preventative care 

Helping to assist with primary care 
and preventive care 

Made several one on one calls with 
clients to assist in getting a primary 
care document. Have started to make 
CHANCE a tobacco free place 

Partner with local providers to offer 
one Outreach clinic held at CHANCE 

Have connected with HEART Fair/ 
Benton County Health Department / 
Mental Health / Linn County Alcohol 
and Drug  

Heart Fair / resource fair for homeless 
and low income. 
Benton County Health Dept.- offered 
HIV and Hep C Testing monthly 
Offering Peer Support / Anger 
Management, Dual Diagnosis, Support 
Groups  

CHANCE will accurately track and 
report health related data 

Completion of a template for tracking 
touches 

Created a secure web based platform 
for touch tracking  

Have been using the peer tracking 
system since February 2016 

Begin using the tracker to report 
touches information 

Using secure web based software to 
track touches  
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Update intake form to include 
insurance and health information 

Added Insurance fields to the form Completed January 2016  

Collection of insurance and health 
information during intake 

  As regular practice, Insurance 
information is now being 
collected including: Plan 
information, Group Number, 
Member Number, Primary Care, 
and dentist information 

 Not all members have their 
information with them and they 
are reminded of the importance  

 Some people have not received it 
yet as they recently are released 
from jail 

Purchase technology to assist in 
reporting based on need assessment 

Purchased tablets and kiosk system 
Created touch tracking system   

Completed December 2015 

Electronically track health, survey, and 
touches information 

Daily one on one tracking and data 
input. Survey was given during the 
month of June 201  

Monthly submission of reports/ 
InterCommunity Health Network-CCO 
has log in  

Offer Peer- Support Specialist 
trainings in our area 

Peer-Support Specialist training 
Session  

 Created a Peer Support Specialist 
Training curriculum  

 Submitted Peer Support Specialist 
Training packet to the state in 
June 2016 waiting for final 
approval 

 Once approved, Peer Support 
Specialist training for our area will 
be offered 

 

Child Abuse Prevention and Early Intervention: Family Tree Relief Nursery 
Goals Measures Activities Results to date 

ACE’s (Adverse Childhood Experience 
Study) scoring for each participating 
Member 

Complete ACE’s screening 95% families surveyed Staff beginning to screen families at 2-
3 months of service 

Four staff complete Community 
Health Worker or Peer Support 
training 

Completion of training program 4 staff trained  1 Staff Enrolled in Community 
Health Worker Training in 
Multnomah County for Spanish 
Speakers 
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 6 Staff trained as Peer Support 
Specialists in May 2016 

Referral process with Community 
Health Worker in Mid-Valley 
Children’s Clinic 

Create referral pathway Completion Discussion with Dr. Cousins on how to 
create referral pathway and setting 
appointment to meet with clinic staff 
for referral process 

Referral process with Community 
Health Worker in Mid-Valley 
Pediatrics 

Create referral pathway Completion No action on this in Quarter 2 
 

Establish Electronic Record and note 
sharing with Pediatric Practices 

Work with Community Health Worker 
Project Manager at Benton County 
Health Services creating process 

Completion Met with Klint and Yvette with 
Regional Health Information 
Collaborative (RHIC) and working on 
having signed releases with families to 
submit their ASQ/ASQ-SE scores 
through RHIC to member files. 

Establish Electronic Record and note 
sharing with Family Practices 

Work with Community Health Worker 
Project Manager at Benton County 
Health Services creating process 

Completion Set up meeting with Regional 
Electronic project to see when social 
services info can be added 

Establish and Implement common 
Alternative Payment Methodologies 
touches report for Traditional Health 
Worker pilots through Traditional 
Health Worker Subcommittee 

 Create Touches report 

 Utilize touches reporting book for 
monthly tracking 

Completion of Workbook Community Health Worker and Peers 
completing touches report and 
sharing with Traditional Health 
Worker committee for data 
compilations 

Identify and implement required 
organizational structure for 
supervision of Community Health 
Worker 

Research Supervision in place Met with InterCommunity Health 
Network-CCO Operations team to 
look at operationalizing services. 
Family Tree Relief Nursery completing 
credentialing process and facility 
certification. Meeting set for August 
2106 to see rates proposed by 
InterCommunity Health Network-CCO 
for services 

 

Child Psychiatry Capacity Building: Samaritan Mental Health Family Center 
Goals Measures Activities Results to date 

Increase Capacity Number of patients Number of patients followed This continues to do well, new 
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evaluations had to be slowed recently, 
but still an expansion of capacity to 
almost 50% over treatment as usual 

Improve outcomes Individual outcome measures Structured, validated outcome 
measure by diagnosis 

This continues to go well, with better 
treatment outcomes or better 
documentation that parents do not 
want to treat more aggressively 

Maintain Patient/family satisfaction Outcome calls Informal survey during patient visit, 
choice between calls and visits 

 Families report they feel both 
more connected and less 
burdened by frequent 
appointments that are not 
needed  

 They are attached to the mental 
health specialist and see him as a 
member of the team 

Maintain/improve Primary 
satisfaction 

 (none yet) Survey Overall Primary Care Provider 
relations are good, with more 
confidence in taking stable patients 

 

Childhood Vaccine Attitude & Information Source: BCHD 
Goals Measures Activities Results to date 

Recruitment of 40 focus group 
participants 

Number of unique participants who 
agree to sit in on a focus group 
session 

 Recruitment materials finalized 
and distributed 

 80 potential participants screened 

 26 participants have participated 
in focus group sessions 

 Additional participants are 
interested, pending scheduling.  

 26 participants have participated 
in focus group sessions 

Conduct 8 focus group sessions Number of focus group sessions 
conducted 

 Focus group guide finalized 

 5 focus groups conducted with 
dates and locations 

 3 focus groups pending scheduling 

 5 focus groups have been 
conducted across Benton and Linn 
Counties 

10 Key informant interviews Number of key informant interviews 
conducted 

 Interview guide complete 

 7 interviews scheduled 

 1 interview pending scheduling 

 6 interviews conducted  

 6 key informant interviews have 
been conducted 

 2 more are pending 
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Compilation and distribution of a 
qualitative report of findings 

Report created 
Number of modes distribution and 
recipients of report 

 Transcribe results 

 Analyze results 

 Create report of findings 

 Distribute findings 

 Transcription plan in place 

 Other aspects not yet begun 

Recommendations for provider / 
practice / public health actions to 
decrease vaccine exemption rates  

Recommendation list created 
Number and locations of providers 
who receive recommendations 

 Use findings to create provider 
recommendations 

 Distribute recommendations 

 None currently 

 

CMA Scribes: Samaritan Family Medicine and Residency Clinic 
Goals Measures Activities Results to date 

Improve key documentation 
compliance and “scores” 

 Screening, Brief Intervention, 
Referral to Treatment (SBIRT) rate 

 Developmental Screening rate 

 Decision Aid Utilization 

 Fall risk prevention 
documentation 

 Colon and breast cancer screening 
rates 

 Care plan implementation 

 Tobacco use screening and 
prevention 

 Checklists being created for 
Scribes to help capture and 
remind providers of these metrics 
when patients come in for an 
office visit.  

 Gathering baseline data 

No Progress 

Improve patient access  Number of patient contacts per 
clinic half day 

 NRC patient satisfaction for access 

Adjustments to provider schedules 
pending provider ability to increase 
conducted office visits while using a 
Scribe.  

No Progress 

Improve provider and staff 
satisfaction (decrease burnout) 

Maslach Human Services survey  Pending implantation of scribes.  No Progress 

Improve patient satisfaction Currently in place National Research 
Corporation survey  

Pending implantation of scribes.  No Progress 

Document best practices Development of a “lessons learned” 
document by the end of the pilot 
period 

Pending implantation of scribes and 
outcomes.  

No Progress 

 

Colorectal Screening Campaign: InterCommunity Health Network 
Goals Measures Activities Results to date 

 To have 47% of InterCommunity  A Data Analysis plan is being 
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Health Network-CCO patients receive 
appropriate colorectal cancer 
screenings within the 18-month 
period of this project 
 

developed that will measure 
participating clinics rates and non-
participating clinics to allow for 
comparison in order to measure the 
effectiveness of the campaign 

 Reach the 2014 Incentive Measure 
Benchmark 

Data collection initiated  
 

 

By August 2015, disseminate 
Colorectal Cancer Screening 
information beyond the walls of 
traditional health care settings by 
partnering with public health and 
other community organizations, 
reaching 20% of InterCommunity 
Health Network-CCO Colorectal 
Cancer Screening eligible clients 

 Campaign materials distributed 
throughout Linn, Benton, and Lincoln 
Counties 

 Linn and Benton County Campaign 
materials distributed to the 
following non-traditional settings: 
hardware stores, auto stores, 
barber shops, social service 
agencies, restaurants, and bars 

 Lincoln County materials 
distributed to: senior centers, 
community centers, Elks Lodges 
and Lions Clubs, and libraries  

By December 2015, distribute 3,000 
Fecal Immunochemical Test (FIT) 
tests in selected Patient-Centered 
Primary Homes utilizing Electronic 
Medical Record to identify patients 
aged 50 to 75 years, with 40% (or 
1,200 patient member) adherence 
and return of stool test screenings 

 FIT tests are being distributed from 
the FIT pilot sites in Linn, Benton, and 
Lincoln Counties 

 FIT tests are being distributed 
from the FIT pilot sites in Linn and 
Benton County. Sites are 
identifying patients in different 
ways for example, Sweet Home 
pulls incentive metric reports for 
patients coming in the next day 
and identifies missing needs and 
Geary Street has specific work 
flow and work instructions  

 FIT pilot sites in Lincoln County 
regularly recommend FIT tests for 
patients with no prior risk factors 

 Dr. Ewanchyna has presented on 
colorectal cancer screening 
options through presentations to 
providers and clinic staff. 
Additional opportunities will be 
offered for clinics to receive these 
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presentations through December 
2016    

By March 2016, utilize traditional 
health workers/health navigators to 
reduce barriers related to screening 
among Latino and Native American 
populations, reaching 5% 
InterCommunity Health Network-
CCO CRS eligible members 

 Currently planning additional 
outreach to Health Navigators in Linn 
and Benton Counties   

 

By June 2016, conduct evaluation of 
pilot and provide written 
documentation of evidence for 
replication 

  Extension granted thru December 
2016 

 

Community Health Workers: Benton County Health Department and Various Clinic Sites 
Goals Measures Activities Results to date 

Benton County Health Department 
will work with an evaluation 
consultant to develop an evaluation 
plan that includes 
Process and health outcome 
measures 

Touch data  
Qualitative evaluation: 

 Patient Satisfaction 

 Provider and agency staff 
satisfaction  

 Navigator evaluation  
 

Monthly touch reports 
Coming in September 2016 

 Patient focus groups 

 Key informant interviews 

 Provider satisfaction surveys 

Monthly touch reports show 
increasing touches each month as well 
as which categories of care the Heath 
Navigators are affecting 
A time tracker has been added and 
will have some trend data to review 
next quarter 

By the end of Phase I, Nurse Care 
Coordinators/identified Patient 
Centered Primary Care Home 
agencies and their staff will be 
trained and ready to work with 
Clinical Community Health Workers.  
 

As evidenced by 

 Meeting agendas showing agency 
training documents shared 

 Referral pathways developed 

 New Community Health Workers 
hired, trained and ready to begin 
work in agencies 

Monthly or bi-monthly meetings 

 Hiring and training of Community 
Health Workers 

This phase completed as of March 
2015 

By the end of Phase II, project will 
demonstrate procedures and 
protocols for implementation and 
dissemination 

Number and variety of training 
procedures and protocols, 
competency documents, agency 
process docs developed 

Development of: 

 Agency to do checklist 

 Community Health Worker-
Agency Site Expectations 

 Community Health Worker-Co-
Supervision Guidelines 

This phase completed as of 
September 2015 
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 Clinical Health Navigator 
Competency checklist 

 Navigator Training Tracker 

 Self-Management Education – 
Navigator Expectations 

 Community Health Workers - 
Licensed Clinical Social Worker 
Level of Care Matrix 

 Resource Scavenger Hunts 

 Navigator Roles and Tasks 

 

Community Paramedic: Albany Fire Department                                    
Goals Measures Activities Results to date 

Acquire and equip a vehicle To be acquired within the first quarter Ford Explorer has been acquired on 
short term lease 

Completed 

Hire and train Community Paramedic To be completed within the first 
quarter  

Position Filled Internally Completed 

Establish written protocols approved 
by Physician Adviser 

To be completed within the first 
quarter  

Written protocols have been 
completed and submitted to Physician 
Advisor for approval 

Pending Physician Advisor approval 

Establish forms for data collection in 
the field 

To be completed within the first 
quarter  

Forms have been drafted 
 

ADLs, Authorization, Referral, SPP 
Intake 

Establish computer software 
program for data collection and 
reporting 

To be completed within the first 
quarter  

Evaluating adding module to current 
electronic Community Paramedic 
Record 

Established software program for data 
collection; reporting capabilities to be 
completed next quarter 

Promote program within public and 
private healthcare systems and social 
service programs 

Provide the number of presentations 
and participations within the 
healthcare and social service provider 
networks 

Established partnership with Senior & 
Disability Services, Volunteer 
Caregivers, Linn County Mental 
Health, Mobile Crisis Responder  

Initial contact to promote program 
has been made with 15 agencies, 
involving over 300 participants  

Establish protocol with healthcare 
providers and Emergency Medical 
Services providers to target 
InterCommunity Health Network-
CCO members for referral to 
Community Paramedic  

Count number of referrals, specifically 
identifying InterCommunity Health 
Network-CCO members 

Established protocol with Electronic 
Medical Services providers; focusing 
on healthcare providers in the next 
quarter  

17 of 54 referrals were 
InterCommunity Health Network-CCO 
patients 

Identify and determine Number of patients identified N/A Inadequate data at this time 
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InterCommunity Health Network-
CCO patients with which to follow up 

 
Number of patients followed up with 
 

Determine savings for 
InterCommunity Health Network-
CCO members 

InterCommunity Health Network-CCO 
members utilization rates of 
Emergency Department vs. primary 
care services 

N/A Inadequate data at this time 

Reduce medical transports to 
InterCommunity Health Network-
CCO members 

Count of medical transports of 
InterCommunity Health Network-CCO 
members compared to total 
transports  

Data collection initiated  
 

Reporting capabilities to be 
completed next quarter 

Reduce number of ambulance 
transports to the emergency 
department of InterCommunity 
Health Network-CCO members by 
focusing on appropriate alternative 
care  

Count number of referrals to alternate 
care that otherwise would have been 
ambulance transports of 
InterCommunity Health Network-CCO 
members to an Emergency 
Department 
 
Referrals will be considered avoidance 
of ambulance transport to an 
Emergency Department 

Data collection initiated  
 

Reporting capabilities to be 
completed next quarter 

Reduce number of InterCommunity 
Health Network-CCO members using 
9-1-1 system for overdose and 
seizures  

InterCommunity Health Network-CCO 
members currently comprise a higher 
percentage of overdose and seizure 
calls into Albany Fire Department’s 
response area compared to the 
general population of non-
InterCommunity Health Network-CCO 
members  

N/A  
 

Inadequate data at this time 

Reduce ambulance transports of 
InterCommunity Health Network-
CCO mental health patients to ED by 
referring these patients to mental 
health providers  

Track referrals of InterCommunity 
Health Network-CCO members to 
mental health professionals  

Data collection initiated  
 

Reporting capabilities to be 
completed next quarter 

Provide in-home evaluation and 
services to reduce patient entrance 

Track services provided to 
InterCommunity Health Network-CCO 

Data collection initiated  
 

Reporting capabilities to be 
completed next quarter 
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into the health care system members by Community Paramedic 
Services, i.e. EKG, blood sugar levels, 
fall prevention, home safety 
evaluations, medication 
reconciliation, etc. 

Conduct a cost effectiveness analysis Pilot cost, minus infrastructure cost, 
divided by unique member. 
Pilot cost, minus infrastructure cost 
divided by encounter. 

N/A Inadequate data at this time 

 

Dental Medical Integration for Diabetes: Dental Plans for InterCommunity Health Network-CCO 
Goals Measures Activities Results to date 

Member Communication 
Delivery System integration 

Mailer response rate Mailer distribution to eligible pilot 
members 

Success defined as 50% 
2% of measure met 

  Monthly distribution to newly eligible 
pilot members 

 

 Medical to dental warm handoffs Referrals from Primary Care Providers 
and staff to Primary Care Dentist 

Success defined as 75% 
94% of measure met 

Lower healthcare cost for 
InterCommunity Health Network-
CCO members by 

Oral health screening questions asked 
Screenings done by Primary Care 
Provider and staff 

Success defined as 90%. 
97% of measure met. 

 Dental to medical warm handoffs Referrals from Primary Care Dentist 
and staff to Primary Care Provider 

Success defined as 75% 
100% of measure met 

 Medical screening questions asked Screenings done by Primary Care 
Dentist and staff 

Success defined as 90% 
95% of measure met 

Dental Utilization Patients seen by Primary Care Dentist Post-Pilot chart review Post-Pilot chart review 

 Missed Primary Care Dentist 
appointments after medical warm 
handoff 

Post-Pilot chart review Post-Pilot chart review 

 Number of prophylaxis administered Post-Pilot chart review Post-Pilot chart review 

 Number of periodontal treatments 
administered 

Post-Pilot chart review Post-Pilot chart review 

Medical utilization Patients seen by Primary Care 
Provider 

Post-Pilot chart review Post-Pilot chart review 

 Missed Primary Care Provider 
appointments after Primary Care 

Post-Pilot chart review Post-Pilot chart review 
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Dentist warm handoff 

Clinical Outcomes A1C levels Post-Pilot chart review Post-Pilot chart review 

 Probing Depths Post-Pilot chart review Post-Pilot chart review 

 

Health & Housing Planning Initiative: Williamette Nieghborhood Housing Services 
Goals Measures Activities Results to date 

Increased access to health care for 
target populations 

 Number of new enrolls into 
InterCommunity Health Network-
CCO 

 Number of referrals to health care 
providers  

 Health Navigators are trained and 
are OHP application assisters  

 Health Navigators attended 
numerous trainings 

 Distributed a Newsletter in May 
2016 to all residents  

 Health Navigation office hours 
establish at all properties  

 Modified and upgraded our social 
service software to include health 
navigation and touch category 
tracking 

 4 referrals made to health care 
providers  

 In April 2016, Health Navigators 
made 251 touches, 147 (15 
minute) increments, totaling 2205 
minutes of time  

 In May 2016, Health Navigators 
made 122 touches, 104 (15 
minute) increments, totaling 2205 
minutes of time  

 In June 2016, Health Navigators 
made 184 touches, 112 (15 
minute) increments, totaling 1695 
minutes of time 

 Made contact with 70% of WNHS 
residents 

Increased utilization of preventative 
health appointments and screenings 

 Establish baseline in partnership 
with InterCommunity Health 
Network-CCO.  

 Number utilizing preventative 
health screenings  

Offered blood pressure and blood 
sugar screenings at Corvallis Family 
Table, a free meal program serving 
South Corvallis, once per month. 
Willamette Neighborhood Housing 
Services owns 77 units of affordable 
housing in neighborhood and help 
organize the family table 
Dental survey administered  

 12 Willamette Neighborhood 
Housing Services residents 
received blood pressure and 
blood sugar screenings 

 3 Willamette Neighborhood 
Housing Services residents 
worked with a Health Navigator to 
change their dentist  

Decreased hospital and Emergency 
Department admission 
 

Establish baseline in partnership with 
InterCommunity Health Network-CCO 
 
Number of Emergency Department 
visits by residents & survey of 

Shared resident first name, last name 
and address with InterCommunity 
Health Network-CCO 
 
Willamette Neighborhood Housing 
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residents regarding Emergency 
Department usage 

Services are working with outside 
evaluator for health survey to 
residents. It will be distributed at the 
end of project (Nov. or Dec. 2016)  

Increase communication with Patient 
Centered Primary Care Home 

Entries into Regional Health 
Information Collaborative (RHIC)  

Met with the coordinator from the 
RHIC on May 24, 2016 and June 2, 
2016 to discuss partnership as 
pipeline service organization.  
Working on understanding how to 
best utilize the RHIC while maintaining 
resident confidentiality  

 

Enter into Memorandum of 
Understanding with health care 
provider to deliver two onsite 
services 

Memorandum of Understanding in 
place by April 2016 

 Executed a signed MOU on June 28, 
2016 with Community Health Centers 
of Benton and Linn Counties to 
provide an oral health screening at 
Corvallis Family Table and the Hotel 
Julian (a property with high dental 
needs) 

Develop “Health and Housing Plans” 
for existing and future housing 
developments that integrate health 
care services, intervention, and 
prevention into affordable housing. 

 Research successful models to 
help define measurements and 
metrics and capture data  

 Gather baseline data and 
indicators from CHIP and CCO 
Transformation Plan 

 Researching best practices on 
health and housing 

 Researching successful models for 
senior co-housing that meet the 
health needs of aging populations. 
Working with a local group who is 
interested in developing a senior 
co-housing project in Corvallis 

 In the process of defining metrics 
and establishing baseline 
indicators and data 

 

 Received funding from Benton 
County Health Department to 
engage in planning efforts for the 
Benton County Housing 
Opportunity Action Council 
(HOAC); participating in ongoing 
efforts to bridge regional housing 
and homeless activities 

 Collaborating with community 
partners to position our region to 
be responsive to 
housing/community health 
opportunities with the upcoming 
Medicaid waiver 

 

Home Palliative Care: Benton County Hospice 
Goals Measures Activities Results to date 

Reduce Emergency Room Visits by Number of Emergency Room visits Provided Home based palliative care  Reduced by 79%  
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10% pre-palliative care / number of 
Emergency Room visit after palliative 
care  

to InterCommunity Health Network-
CCO patients admitted to the program 

 14 Emergency Department visits 
pre palliative care admission  

 3 Emergency Department visits 
post palliative care admission 

Reduce Overall Hospitalizations by 
10% 

Number of hospitalizations pre-
palliative care / number of visits after 
palliative care 

Provided Home based palliative care 
to InterCommunity Health Network-
CCO patients admitted to the program 

 Reduced by 89%    

 9 hospitalizations pre palliative 
care admission  

 1 hospitalization post palliative 
care admission  

Reduce hospital re-admissions within 
30 days of hospital discharge by 10% 

Re-admission rate pre-palliative care / 
re-admission rate post-palliative care 

Provided Home based palliative care 
to InterCommunity Health Network-
CCO patients admitted to the program 

NA – No admissions to palliative care 
immediately post hospital admission 

Improved symptom management  Patient/caregiver report of improved 
symptom management  

Provided Home based palliative care 
to InterCommunity Health Network-
CCO patients admitted to the program 

100% reported that at least one 
physical symptom had improved since 
admission to palliative care 

Improved quality of life Patient/caregiver report quality of life 
has improved with palliative care 
services  

Provided Home based palliative care 
to InterCommunity Health Network-
CCO patients admitted to the program 

60% of patients indicated that their 
quality of life improved 30 days post 
admission to palliative care 

Improved understanding of disease 
process how to manage distressing 
symptoms  

Patient/caregiver report of improved 
understanding of disease process and 
how to manage distressing symptoms  

Provided Home based palliative care 
to InterCommunity Health Network-
CCO patients admitted to the program 

60% of patients indicated that they 
had improved their understanding of 
their disease process and how to 
manage their symptoms 30 days post 
admission 

Improved overall patient satisfaction 90% of Patients and/or caregivers will 
report overall being satisfied or very 
satisfied with care  

Provided Home based palliative care 
to InterCommunity Health Network-
CCO patients admitted to the program 

100% reported their overall 
satisfaction with healthcare improved  

 

Licensed Clinical Social Worker Patient Centered Primary Care Home: Samaritan Mental Health 
Goals Measures Activities Results to date 

Provides a lower cost way of 
delivering mental health services in a 
primary care setting, and increases 
the number of InterCommunity 
Health Network-CCO members that 
can access mental health care 

Number of patients seen and for how 
many sessions 

 Individual and group therapy, new 
patient consultations, warm hand 
offs.  

 Patient emails and phone calls. 

 Care coordination including 
consultations, referrals, resource 
finding. 

 28 patient clinic days this quarter. 

 105 patients seen in follow up 
sessions 

 45 in group sessions 

 4 in intake (new patients) 

 5 in warm hand offs  
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Pre/Post measures of depression, 
anxiety, and social function (PHQ-9, 
GAD-7, and SF 12, respectively) 

GAD/PHQ and session raters given 
each session 

Majority of patients (70%) dropped 
below clinical levels or reduced five 
points or more 

Tracking hours spent in training time 
for students (social work and medical) 

 Weekly one hour sessions formal 
supervision 

 Informal consultations 

 In room clinical supervision  

 9 hours this quarter 

 18-20 hours this quarter 

 16 hours this quarter 

 Student successfully completed 
her internship year  

 Patients seen by student 

 Other student activities 

 Individual and group counseling, 
case management 

 Group development and 
assistance 

 19 patients total with 25 
individual visits and 28 group 
visits in 15 clinic days. 

 Developed and facilitated a six 
week Cognitive-Behavioral 
Therapy weight loss class for 
patients 

Pre/Post utilization costs for a subset 
of patients where pre-intervention 
costs were significant and repeated 

Data not available Data not available 

 

Maternal Health Connections: Family Tree Relief Nursery 
Goals Measures Activities Results to date 

Using Traditional Health Workers to 
provide care coordination and case 
management services will increase 
engagement by referred and/or 
screened members 
 
Benton County Health Services 
Community Health Worker - Serve 
85 Mothers/Members 
 
Family Tree Relief Nursery Peer 
Support Specialist - Serve 50 
Mothers/Members 

Referral forms 
Patient engagement touches data 

In this quarter: 

 Oregon Health Plan and resource 
trainings 

 Prenatal and maternal health 
trainings 

 Pilot project team meetings 

 Coordinate trainings with Linn 
County Maternal Case 
Management 

 Family Tree Relief Nursery - 
Working to create referral 
pathways with clinic staff and 
Maternity Care Coordinator at 
Hospital 

 Community Health Worker has 
completed her Oregon Health 
Plan and resource navigation 
training; begun her prenatal 
maternal health training 

 Have met with agency pilot 
project team to continue work on 
referral flows 

 Community Health Worker has 
had first time in agency with Linn 
County Maternal Case 
Management program 

 Family Tree Relief Nursery 2nd 
Quarter Service numbers 

 Received 13 referrals 
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 Unable to contact 5 referrals 

 Serving 8 Mothers w/7 children 

Develop referral tracking system to 
track referrals between Traditional 
Health Workers from Obstetrics, 
Family Tree Relief Nursery and Mid 
Valley Children’s Clinic to 
demonstrate coordinated services to 
mutual members 

Referral tracking system  Working with Maternal Case 
Management program for paper 
referrals to program 

 Will use EPIC in-basket for 
Obstetrics clinic referrals to 
Community Health Worker 

 Community Health Worker has 
not yet started in clinic and has 
not generated any referrals at this 
time 

 Family Tree Relief Nursery 
completing feedback and will look 
at with clinic and hospital staff. 

Establish electric information sharing 
pathway with Adult Patient Centered 
Primary Care Home & Peer Support 
Specialist (PSS) 

Patient engagement touches data 
 
Report to Patient Centered Primary 
Care Home of progress on screenings, 
assessments, community services 
accessed 

Working on Obstetrics specific touch 
tracking form 

No touches to report at this time 
(Community Health Worker not yet in 
clinic – will begin clinic work in July 
2016) 

Complete Adverse Childhood Events 
(ACES) screening on 95% of children 
and adults enrolled in services by 
Family Tree Relief Nursery PSS 

Completion of ACES survey Family Tree Relief Nursery  Family Tree Relief Nursery -will 
complete ACES screening at 2nd month 
of service 

Using Community Health Workers 
will decrease provider stress and 
increase provider satisfaction 

Provider survey No activity on this at this time No activity on this at this time 

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

Referral forms 
Patient engagement touches data 

No activities to report at this time No activities to report at this time 

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

Patient engagement touches data Community Health Worker has begun 
her training with the Maternity Case 
Management nurses and program 

No touches to report at this time 

Develop referral tracking system to 
track referrals between Traditional 
Health Workers from Obstetrics, 
Family Tree Relief Nursery and Mid 

Referral tracking system No activities to report at this time No activities to report at this time 
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Valley Children’s Clinic to 
demonstrate coordinated services to 
mutual members 

 

Pain Management in the Patient Centered Primary Care Home: Multiple Primary Care Clinics 
Goals Measures Activities Results to date 

Improve primary care healthcare 
providers’ understanding of the 
biopsychosocial model of pain 

Pain Attitudes & Beliefs Scale (PABS) Provider Survey Baseline Surveys obtained from 
clinicians in eleven clinics 

Decrease primary healthcare 
providers’ Fear Avoidance Beliefs 

Fear Avoidance Beliefs questionnaire Provider Survey Baseline Surveys obtained from 
clinicians in eleven clinics 

Improve primary care healthcare 
providers’ confidence of the 
diagnosis, treatment, and 
management of chronic-pain 
patients in a primary care setting 

Providers’ report of self-efficacy and 
outcome expectations for chronic 
pain 

Provider Survey Baseline Surveys obtained from 
clinicians in eleven clinics 

Improve primary care healthcare 
providers’ adherence to evidence-
based chronic non-specific back pain 
treatment guidelines for imaging 

Use of CT/MRI or plain radiography 
for non-specific low back pain 

Through analysis of Medicaid claims 
population will be defined by specific 
diagnosis and procedure codes. Rates 
of provider CT/MRI use will be 
compared among clinics/providers 
that receive training vs. those that do 
not  

Diagnosis and procedure codes 
provided to InterCommunity Health 
Network-CCO 
(List of all participating clinicians 
pending)  

Improve primary care healthcare 
providers’ adherence to evidence-
based chronic non-specific back pain 
treatment guidelines for medications 

Use of NSAIDS/Acetaminophen or 
opioid 

Through analysis of Medicaid claims 
population will be defined by specific 
diagnosis and procedure codes. Rates 
NSAID/Acetaminophen and opioid use 
will be compared among 
clinics/providers that receive training 
vs. those that do not   

Diagnosis and procedure codes 
provided to InterCommunity Health 
Network-CCO. 
(List of all participating clinicians 
pending) 

Tri-county Patient Centered Primary 
Care Home clinic participation 

Number of participating clinics and 
location 

List of participating clinics collected  12 clinics enrolled to date.  

 Of these: 
o 11 clinics completed Phase 1 
o 3 clinics in Phase 2/3 
o 8 clinics in Phase 4 
o 1 clinic pending dates for 
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Phase 1 (start Aug 2016 ) 

 

Pediatric Medical Home: Samaritan Pediatrics 
Goals Measures Activities Results to date 

Care Plan Engagement Monitor the activity and participation 
in the care plan 
Continue work with care plans for 
riskiest populations 

  Our nutritionist and Care 
Coordinator have been designing 
a Healthy Kids Care Plan – which 
focuses on the care of our kids 
with a BMI in the 85th or higher 
percentile range – who are also at 
risk for other chronic conditions  

 Our Care Coordinators plan 
moving forward is to facilitate the 
Health Kids Care Plan for their 
initial nutrition consults as a data 
gathering session, and then work 
in conjunction with our team to 
ensure follow-ups, referrals and 
action plans are created and 
administered to these patients  

Obtain 3-Star Patient Centered 
Primary Care Home designation for 
Samaritan Pediatrics Medical Home 

Meet 11 or more of the 13 standards 
listed in agreement 

  The focus is on adding the 
following to meet the 3-start 
designation: 

o Adding Care Coordinator 
to Care team in Epic  

o Documenting Care 
Coordinator work flow 

o Adding After Hours care 
(This begins 09/16) 

o Develop High Risk Care 
Plan (see above goal) 

o Post National Research 
Corporation Scores in 
public area (this is done 
through our public 
newsletter quarterly). 
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o Reminder calls for Well 
Child Checks (already 
being done) 

o Tracking referrals for 
community care/outreach 

 All of these are on-going currently 

Increase number of patients seen by 
Nutritionist 

Effectiveness of Care Measures   Report created to pull in patient 
list of all InterCommunity Health 
Network-CCO members who have 
a high Basal Metabolic Index 

 Nutritionist has also been 
communicating w/MD’s to find 
patients who could benefit from 
consult 

 Letter created to send to patients 
who miss their appointments 

 Nutritionist has seen 71 
InterCommunity Health Network-
CCO members this year, work 
continues toward increasing her 
visits  

 Created two plans for patients 
who fall into selected categories 
based on our pilot goals 

 Calls being made to patients who 
no-show to try and get 
appointment rescheduled. If not 
reachable via telephone, 
Nutritionist has created a letter 
that is sent to patients  

 Working with Care Coordinators 
to develop a Healthy Kids Care 
Plan (system-wide effort) 

 Healthy Kids program to begin in 
July 2016 – targeting our highest 
risk patients 

Increase Well Child Checks Effectiveness of Care Measures  Pharmacist reviews patient charts 
and sends epic message to staff 
notifying of apt needed 

 Staff reaches out to patients via 
telephone and if not reachable 
sends letter 

 InterCommunity Health Network-
CCO members have been targeted 
who don’t frequently contact 
office or come across our radar 
who are due for yearly well child 
check. 

 If patients no show, reaching out 
same day to reschedule  

 Year to Date: 40.9% for this 
measure  
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Physicians Wellness Intiative: INTERCOMMUNITY HEALTH NETWORK-CCO 
Goals Measures Activities Results to date 

Development of communication 
pathways with Physicians 

Convene a Physician Wellness 
Advisory Committee (PWAC) 

Meeting to share thoughts and best 
practices has occurred with PWAC. 

 Follow up meeting with Dr. Fisher 
on July 8, 2016 to confirm 
expectations and working 
relationships for the various 
partnering organizations  

 There have been two meetings to 
date and will continue to meet 
every other month 

Development of communication 
pathways with Physicians 

Develop survey with input from the 
Advisory group to gather information 
on factors that contribute to burnout 
and the degree of burnout perceived 
by InterCommunity Health Network-
CCO physicians 

Researched two engagement surveys 
for appropriate fit.  

 

Assessment of Physician 
environment for stressors that might 
contribute to burnout 

Value Stream Mapping of clinic flow in 
three clinics (2 Family Medicine and 1 
Emergency Department) 

 Work is in progress to get a contract 
with Dr. Eseonu from OSU for this 
work  

Assessment of Burnout Assessment survey administered to 
InterCommunity Health Network-CCO 
physicians 

  

 Report on the state of burnout in 
InterCommunity Health Network-CCO 
physicians 

Decision to state that level of burnout 
in InterCommunity Health Network-
CCO physicians is likely the same as 
the national average 

Accept reported national average of 
burnout at 55-60% 

Development of ongoing wellness 
monitoring plan 

Identification of quality measures for 
ongoing assessment of burnout 

Meeting with Dr. Fisher and Jana 
Svoboda 

 

 Establish annual review process that 
incorporates assessment of 
burnout/resiliency in physicians 

  

Development of direct and indirect 
interventions to reduce burnout and 
develop resiliency in physicians 

Develop resources (information, 
brochures, classes, counseling) for 
physicians 

Meeting with Dr. Fisher and Jana 
Svoboda 

 

Evaluation of the effectiveness of the Evaluation plan that describes the   
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intervention tools and techniques (survey, rubrics, 
tracking sheets, etc.) appropriate for 
each resource and process 
identified/developed 

 Physician Wellness Program 
Effectiveness Review (report) 1 

  

 Develop evaluation tool to measure 
physician turnover within the 
InterCommunity Health Network-CCO 

  

 Design an experiment or survey to 
assess the relationship between 
reimbursement model and physician 
stress  

  

 

Prevention, Health Literacy, and Immunizations: Boys and Girls Clubs of Linn and Benton Counties 
Goals Measures Activities Results to date 

Increasing access by building and 
strengthening Patient Centered 
Primary Care Home Neighborhood 
supports for 8,500 youth in Benton 
and Linn counties 

Number of youth and families served   Boys and Girls Club of Corvallis 
End of year Health Fair 

 Boys and Girls Club-Greater 
Santiam hosted Family Fun 
Festival which connected families 
to health and wellness resources 
in the community and provided 
nutrition and physical activity 
education 

 Boys and Girls Club -Albany has 
scheduled a family BBQ 

 Boys and Girls Club of Corvallis 
Elementary Resiliency program 

 Boys and Girls Club of Corvallis 
Teen Resiliency program 

 Boys and Girls Club -Albany Teen 
Resiliency program 

 Boys and Girls Club-Greater 
Santiam Resiliency program 

 450 kids and 50 parents attended 
and participated in educational 
booths run by Benton County 
Health, Trillium Family Services, 
OSU College of Pharmacy, and 
several other organizations. 
Approximately 350 youth 
completed a Child or Adolescent 
Wellness screening questionnaire 
provided by Trillium and 
participated in a Health and Well-
Being activity run by Benton 
County health 

 75 kids and 45 adults participated.  

 Date July 26, 2016 

 9 programs were offered over the 
quarter with 320 elementary kids 
participating 

 12 programs were offered over 
the quarter with 319 teens 
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participating  

 7 programs offered over the 
quarter with 195 teens 
participating 

 9 programs were offered over the 
quarter with 560 youth 
participating 

Enhanced Health Literacy curriculum 
for 640 youth to empower them to 
make informed healthcare decisions 
 

Youth will complete surveys that will 
test their ability to make decisions 
about drug dosage, nutrition, 
communicating with care providers, 
accessing care, and chronic conditions 
diabetes & asthma 

Plans and curriculum have been set 
with the Oregon State University 
School of Pharmacy and Western 
University of Health Sciences. 
Programs will begin in September 
2016 

None yet 

Increase immunizations by providing 
access to immunization clinics in 4 
Patient Centered Primary Care 
Neighborhood Clubs. 
 

At 4 immunization clinics that will be 
offered in Benton and Linn county 
Club locations with credentialed 
partners, youth will receive 
immunizations and disconnected 
families will be signed up for OHP and 
InterCommunity Health Network-CCO 

Planning for the clinics has begun – 
clinics will be run in July 2016 and 
August 2016. Currently are planning 
on one in Corvallis, two in Sweet 
Home, two in Lebanon, and one in 
Albany 

None yet 

 

Primary Care Psychiatric Consulation: Samaritan Mental Health                               
Goals Measures Activities Results to date 

Demonstrate feasibility Continual Work out every bug that comes along Not only are things continuing, they 
are scaling up rapidly  

Gain acceptance from primary care Invitation to continue after grant Actively seeking feedback and 
eliciting concerns 

Welcomed to continue 

Explore different ways of providing 
psych’ consults 

Know pro’s and con’s of several 
approaches 

Extensive trials of several options At least two approaches will continue, 
one from our grant, and one from Dr. 
Fisher’s parallel grant (chart-based 
and interview-based consults 
respectively) 

Gather data on consult cases: who? 
Why?  

Diagnoses, medications, dx changes Chart review, 120 cases  Substantial trauma histories 
extremely prevalent 

 Bipolarity underdiagnosed 

 Average prior psychotropic (e.g. 
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antidepressants, antipsychotics, 
etc.) = 8 

 

School Neighborhood Navigator: Benton County Health Department 
Goals Measures Activities Results to date 

Improve outreach, coordination, 
and integration of health, social 
and community resources through 
schools for children and their 
families 
Please Note: This is end of Year 1 of 
the pilot, and an extension has been 
granted for a second year in order 
to show trend data and better 
develop sustainable funding. In 
looking at initial measures and 
what is measureable, “touches” 
was used to measure the work 
output of the school navigators 
(SNs) and to show the effects that 
they had on the children and 
families they touched. While this 
was an effective way to measure 
the work, it did not show what was 
originally planned to measure when 
the evaluation plan was initially 
written 

Increase the number of eligible but 
hard-to-reach children enrolled in 
Oregon Health Plan by 5% 

Assistance with phone calls, 
application forms, advocacy on behalf 
of parent and student 
 
Results: 

 
 
 
 
 
 
 
  

2014-2015 
School Year 

127 Oregon 
Health Plan 
Touches 

2015-2016 
School Year 

496 Oregon 
Health Plan 
Touches 

Increase of 390% 

In the 2014-2015 school year, there 
was had 127 touches for Oregon 
Health Plan assistance. In the 2015-
2016 pilot year, there was 496 
touches for Oregon Health Plan 
assistance. This is an increase of 
about 390% and represents excellent 
work, but does not show us how 
many or what percent of children 
were actually enrolled in Oregon 
Health Plan 

Increase the number of children and 
families who receive assistance 
accessing social and community 
resources by 50% 

 Assistance with accessing 
referrals to health, social, and 
community resources, including 
housing, food, clothing, 
recreation, immigration, mental 
health, and primary care 

 Transportation, language 
interpretation and translation 
services as needed 

Results: 

 
 

2014-2015 
School Year 

1996 Total 
Touches 

2015-2016 
School Year 

4545 Total 
Touches 

Increase of 227% 

Increase the number of clients who are 
linked to their primary care provider 
after assignment by InterCommunity 
Health Network-CCO by 30% 
 

 Referral to Primary Care Provider 

 Assistance making appointment if 
needed 

 Arrangement for transportation 
and interpretation if needed 

Results: 
 

2014-2015 
School Year 

70 Vision 
Touches 

2015-2016 
School Year 

73 Vision 
Touches 

Increase of 4% 

Increase the number of children who 
receive well-child exams, 
developmental screenings, and 

 Referral to student/family 
Primary Care Provider for Well 
Child Check 

Results: 
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adolescent health visits by 30% 
 

 Assistance making appointment if 
needed 

 Arrangement for transportation 
and interpretation if needed 

 

2014-2015 
School Year 

27 Well Child 
Check 
Touches 

2015-2016 
School Year 

29 Well Child 
Check 
Touches 

Increase of 7% 

Improve coordination of the care of 
InterCommunity Health Network-
CCO members by improving access 
and engagement of patients and 
their families in their primary care 
medical homes 
 

Increase the number of InterCommunity 
Health Network-CCO students and 
family members who understand and 
fully utilize the resources available to 
them through their Patient Centered 
Primary Care Home by 50% 

 Taking time to explain benefits of 
preventive care, being enrolled in 
a primary care home, importance 
of screening 

 Offering assistance to overcome 
barriers to accessing resources 

See data table in Section 1 
 
 
 

 
 

According to claims data from InterCommunity Health Network-CCO: 

 Before “Touch” After “Touch” 

  2014-2015 2015-2016 

Distinct members with Primary Care Provider touch = 34 

Primary Care Provider Office visit 8 (24%) 11 (32%) 

Well-Care visit 8 (24%) 18 (53%) 

Any Primary Care Provider visit 16 (47%) 29 (85%) 

Distinct members with Vision Touch = 62  

Vision visit  28 (45%) 48 (77%) 

Increase the capacity of local schools to 
coordinate services for Oregon Health 
Plan-eligible children 
 

 Work with teachers, counselors, 
and staff to assist students and 
families to access health and 
service resources 

On the qualitative staff survey 
conducted by Dr. Daniel Lopez-
Cevallos, 71% of staff who 
responded felt that the School 
Navigator program was meeting the 
social and health needs of students 
and families 

Expand InterCommunity Health Network-
CCO’s capacity to integrate 
Community/Traditional Health Workers in 
nontraditional community settings 

 School Navigator’s coordinate 
InterCommunity Health 
Network-CCO services and care 
with InterCommunity Health 

This quote was taken from family 
focus groups conducted by Dr. 
Daniel Lopez-Cevallos: “..She has 
helped me call everywhere ..from 
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 Network-CCO members; act as a 
bridge between the community 
and InterCommunity Health 
Network-CCO and serve as a 
cultural and linguistic liaison to 
this vulnerable population 

translating, from the house I am 
renting now, from housing 
[referring to section 8 housing] 
Afterwards, I suffered from facial 
paralysis, she helped me with the 
doctor...[also] with my daughter’s 
doctors for the counseling she is 
receiving” 

 

Tri-County Family Advocacy Training: Oregon Family Support Network 
Goals Measures Activities Results to date 

Survey indicating at least 90 percent 
satisfaction with each training 

 135 participants will complete a 
Special Education training 

 9 Special Education Trainings  Individual Education Plan (IEP) 
Basics training delivered in Lincoln 
County (2) and Benton County (1) 

 Behaviors and the IEP training 
delivered in Lincoln County (1) 
and Benton County (1) 

 504/IEP training delivered in 
Lincoln County (1) and Benton 
County (3) 

 A total of 130 participants 
indicated satisfied or very 
satisfied with the trainings 

Survey indicating at least 90% 
satisfaction with each training. 

 15 participants will complete the 
Family Support Group Facilitation 
training 

 1 Family Support Group 
Facilitation Training 

 1 Support Group Facilitation 
training was delivered in Benton 
County 

 A total of 6 family members 
completed the training and 100% 
indicated satisfied or very 
satisfied 

Increase provider understanding of 
the family experience. 

 30 participants will complete the 
Family Perspectives on Mental 
Health training 

 

 2 Family Perspectives Training  1 Family Perspectives training was 
delivered in Lincoln County and 1 
in Benton County.  

 A total of 27 providers registered 
and 17 completed. 100% of 
evaluations indicate satisfied or 



Section 2: 2016 Q2 Goals, Activities, Measures, and Results 
 

Page 50 of 52 

very satisfied 

All processes will be documented to 
date and trough the pilot with a goal 
of providing other CCO’s a roadmap 
for implementing this program 
elsewhere. 
Pre/Post training evaluation utilizing 
Family Empowerment Scale 

 20 family members will 
participate in the Collaborative 
Parenting Series 

 

 2 Collaborative Parenting Series   1 series was delivered in Benton 
County and 1 in Lincoln County  

 A total of 31 family members 
participated. 100% of evaluations 
indicate satisfied or very satisfied 

Engage native Spanish speaking 
family members in increasing their 
advocacy skills 

Attendance at training offered 
Participant satisfaction 

 4 Special Education trainings 

 2 Advocacy Skill Building trainings 

 2 Advocacy Skill Building trainings 
were delivered in Corvallis (May 
19 and 26, 2016) in partnership 
with Corvallis School District 

 A total of 14 family members 
attended each training (8 Spanish 
speaking and 6 Arabic speaking)  

 100% of evaluations indicate 
satisfied or very satisfied 
participants.  

Provide a spectrum of Collaborative 
Problem Solving (CPS) training in 
Lincoln County 

Family members engaged in CPS 
Parent Mentor groups 
Providers will seek further training 
and implementation of the CPS model 

 1 Introductory CPS training 

 1 Tier 1 CPS Training 

 12 Parent Mentor groups 

 4 Parent Mentor CPS groups were 
completed in Lincoln County (May 
7, 14, 21, 28, 2016).  11 Family 
members participated in each 
session 

 1 CPS Tier 1 training was held in 
Lincoln County (June 28-30, 2016)  

 41 community members from 
agencies and families attended 
the training 

 8 additional CPS Parent Mentor 
groups have been scheduled 
during August and September 
2016 

Provide training for families and 
providers related to the experience 
of trauma and best practices for 
reducing re-traumatization 

Attendance at training offered 
Participant satisfaction  

5 trainings on Trauma and the Impact 2 trauma trainings are scheduled in 
Linn County (July 6, 2016 in Albany 
and July 8, 2016 in Lebanon) 
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Youth Wraparound and Emergency Shelter: Jackson Street Youth Shelter 
Goals Measures Activities Results to date 

Youth achieving stability, youth 
improve well-being and reduce their 
risk factors 

35 youth will be served in Wrap-
around Case Management and/or 
Shelter Services 

  31 different youth served in 
respite and emergency shelter 

  5 different youth served in 
transitional shelter 

 39 youth engaged in our aftercare 
services, duplicate numbers for 
reported shelter numbers 

 18 different youth accessing our 
outreach case management 
services, not shelter 

 227 youth to date have been 
served by this grant funding 

 Number of youth who exit to safety   25 safe exits from shelter 

 Others remain in shelter and have 
not exited, ran away, or entered a 
treatment facility 

 80% will increase utilization of 
services available in the community 

 100% of youth served worked with a 
case manager to increase their 
awareness and utilization of 
community services 

 90% will participate actively in 
development of their strengths/needs 
assessments, service plans 

 100% of youth served in shelter and 
outreach case management 
participated in their individualized 
service plan 

 80% will participate in group activities 
that incorporate topics such as skill 
building and mastery, developing 
positive social norms and values 

 95% of youth engaged in required skill 
building activities 

 75% of families will participate in 
family mediation and counseling 

 100% of youth who needed family 
mediation or counseling received a 
referral and actively participated 

 100% will be linked to an 
InterCommunity Health Network-CCO 

 100% of youth who needed health 
insurance met with a health navigator 
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PCPCH and will undergo an adolescent 
well-child exam 

or Jackson Street case manager to 
complete paperwork 

 100% will receive dental services  100% of youth served received a 
Jackson Street dental screening and 
100% of youth who needed follow up 
care by a qualified dentist scheduled 
an appointment 

 100% of youth who need it, will be 
linked to Qualified Mental Health 
Professional or Qualified Mental 
Health Associate 

 Internal Referrals to Mental Health 
Therapist: 9 

 Will track the number of youth who 
required intensive psychiatric health 
services though InterCommunity 
Health Network-CCO while in the care 
of Jackson Street Youth Services 
Incorporated 

 3 were referred to higher levels of 
care/ residential treatment (Children’s 
Farm Home, St Mary School for Boys, 
and Northwest Behavioral Health) 

 


