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Final Report and Evaluation 
Pilot Health and Housing Planning Initiative  

Use the following format to provide a summary of your project. Please include: 

A. Amount of pilot funds used. Were additional funds used from other sources? If so, how much? 
257,139  

B. Final Measures and a brief narrative/summary of Goals, Activities, Measures, and Results.  

Goals Outcome 
Measure(s) 

Activities Final Results 

Increased 
utilization of 
preventative health 
appointments and 
screenings.  

Establish 
baseline in 
partnership with 
IHNCOO. 
Number utilizing 
preventative 
health 
screenings.  

Health survey 

733 referrals to 
health care 
providers.  
 
Mesa Familiar de 
Corvallis Family 
Table, a once-per-
month free meal 
distribution and 
health screening.   
 
 

 

Final results based on early claim data 
report a decrease in preventive visits. This 
data is counter initiative due to the 
number of referrals to providers WNHS 
staff have made.  

A self-reported health survey by residents 
indicated an insignificant change in 
screening utilization.   It has been 
recommended to evaluate this data 
annually to account for lag time of claim 
entry and appointment scheduling.  

Decreased hospital 
and emergency 
department 
admission.  

Establish 
baseline in 
partnership with 
IHNCOO  
number of 
emergency 
department 
visits by 
residents & 
survey of 
residents 
regarding 
emergency 
department 
usage. 

Worked in 
collaboration 
with IHNCCO 
data staff to 
determine IHN 
Members living 
at WNHS 
properties along 
with aggregate 
historical claim 
data to evaluate 
decreasing ED 
utilization.   

Final results based on early claim data 
report a decrease in Emergency 
Department visits (22 less visits) and cost 
savings of $33,290.   

 

 

Increase 
communication 
with PCPCH.  

Entries into 
RHIC.  

Working in 
collaboration 
with RHIC 
leadership to 
connect CHW 
contact 
information to 
WNHS residents 

Sweet Home Health forums at Linn County 
properties. 

RHIC is still in development, we will 
continue to collaborate.   
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RHIC files.  

Enter into MOU 
with health care 
provider to deliver 
2 onsite services.  

MOU in place by 
April 2016.  

Executed a 
signed MOU 
with Community 
Health Centers 
of Linn and 
Benton Counties 
and offered two 
dental 
screenings in 
2016.  

Two oral health screenings were provided 
and 29 residents were screened. Exceeded 
goal, services were provided.  

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.  

Hired Health and 
Housing 
temporary staff 
to conduct the 
research.   

Attended 
Corporation for 
Supportive 
Housing Summit 
to learn best 
practices 
regarding 
permanent 
supportive 
housing.  

Final Report completed with a blueprint to 
develop permanent supportive housing and 
senior housing in the future.  Closed on a 
potential site for future senior co-housing.   
 

Assigned a leadership role on the Housing 
Opportunity Action Council.   

 

C. What were the most important outcomes of your Pilot? 
Since the Pilot began in January 2016, we have reached out to residents 278 times for eviction prevention 
and/or intervention, and have prevented 97 evictions.  Community Health Workers made 733 referrals to health 
care providers and services.  
 
We have enhanced internal systems for earlier interventions on evictions, trained property management staff 
about trauma informed care, and adopted our own trauma informed care systems for notice delivery.  
 
We better understand through our research of senior housing and permanent supportive housing how to better 
develop future properties and how to create the supports for case management and wrap-around services. 
Housing is good, but retaining and maintaining housing and having opportunities to thrive requires additional 
supports, like having trusted community health workers that help navigate the complexities of the health 
system, education system and social service systems.  We are still working towards permanent funding of the 
navigation program.  
 

D. How has your Pilot contributed to Triple Aim of improving health; increasing quality, reliability, and 
availability of care; and lowering or containing the cost of care?  
The Pilot has contributed to improving health by providing support in organizing and expanding community 
gardens, gardening skills and food knowledge.  Community partners such as Benton County Master Gardeners, 
Seed to Supper, Corvallis Environmental Center, Linn Benton Food Share and Linus Pauling Healthy Youth 
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program have all provided programs and experiences to engage our residents around gardening and healthy 
food choices.  Every Thursday, a barrier free yoga class is provided at CARDV, near five of WNHS’ properties. 
 

E. What has been most successful?  
Because of our Pilot, our communities are stronger and more vibrant.  Based on focus groups conducted at the 
end of the Pilot, the community health worker services most valued by residents are one-on-one connections, 
eviction intervention and prevention, health navigation, and appointment support.  
 
One resident that worked with a community health worker to access dental care ended up revealing that they 
were also struggling with financial issues. It took some time to develop the relationship that resulted in the 
resident feeling comfortable to bring up the other needs, as well as assisting them in connecting with social 
service agencies to access benefits they are eligible for. As a result, this resident began saving almost $150 a 
month and continues to report feeling empowered and supported enough to engage the social service agencies 
and community resources that they felt intimidated by at the beginning of the process. 
 
A disabled senior resident has completely turned her life around after suffering from depression and pain 
medication withdrawal.  She now has a caregiver and is enrolled in the PEARLS program (Program to Encourage 
Active and Rewarding Lives). Both the caregiver and PEARLS were made available to her after making a referral 
to Aging and Disability Resource Connection (ADRC).  It all started with an evaluation of her physical and mental 
health needs. The assistance she gets from her caregiver with her “activities of daily living” has made it so that 
she has the energy and support needed to engage the world. The PEARLS program has helped her identify those 
things that are meaningful to her and then create action plans around them. This resident is now more 
energetic, motivated and active than she was before having a caregiver and involvement with the PEARLS 
program. All this because she received 20 hours of caregiver services a month and a few hours with her PEARLS 
counselor when needed. This same resident leads potlucks and regular arts, crafts and cooking activities for the 
other residents in her community.  
 
These focus groups provided deep insight to the value of a Community Health Worker.  Residents expressed the 
importance of the one-on-one connections the Community Health Worker has made with them, from navigating 
healthcare systems, attending appointments, and even traveling the bus system with a resident to help them 
find the food bank. This had a great impact on the residents and they reported that this type of support has 
made them feel less stressed and more likely to access health care resources. 
 
During the last 18 months, we have engaged 588 of our residents with health related programming delivered 
on-site or near-site.  We engaged our residents early on to help inform us about the programming they would 
like to attend.  The healthy-related programming offered to our residents included nature hiking and 
exploration, nutritious cooking classes and demonstration, food safety and preservation, gardening basics for 
teens and adults, yoga, gentle movement for seniors, knitting and more.   
 
As mentioned above, we have been able to prevent 97 evictions during the course of the Pilot.  
 
For the first time, through this Pilot, we now have six housing vouchers for individuals who have been 
chronically homelessness or have severe disabilities.  These vouchers are tied to case management and 
supportive services to stabilize their lives. Seventy two households living at WNHS properties were formerly 
homeless, and 24 of them have moved in since January 2016. According to the Enterprise and CORE report 
Health in Housing: Exploring the Intersection between Housing and Health Care, “health care expenditures were 
12 percent less the year after moving in when compared to the year before, averaging a reduction of nearly $50 
per member per month.  Overall, care for the 1,625 study participants in the panel cost $936,000 less after 
move in than the year before.” 
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F. Were there barriers to success? How were they addressed? 
We know that the majority of WNHS residents are IHNCOO members and some might be dually enrolled.  Due to 
challenges of getting INHCCO members numbers and dual enrollment reporting, we believe our final report data 
related to preventative health care and emergency department reduction is significantly underreported. 

 
There have been some difficulties connecting with the clinical health care system, but we are still navigating 
potential channels (with Benton County Health Department, Linn Benton Community College- Nursing program) 
to see what it is possible.   Some efforts to bring health care providers to our properties to offer healthy 
programing were difficult, due to challenges with coordinating availability between residents and service 
providers. Generally, WNHS residents need programming after-hours and clinical staff work during standard 
office hours. WNHS houses roughly 1,000 individuals every night.   
 
 

G. How readily would the Pilot be scalable or replicable? Describe cautions and considerations when considering 
scaling, or replicating the Pilot. (i.e. Success dependent on personality/skills set, or activities appropriate 
under certain conditions like size, target population, etc.)  
 
The Health and Housing Planning Initiative is a scalable and replicable pilot.  Our Pilot’s success in building and 
maintaining trusting relationships are tied to Willamette Neighborhood Housing Services being a mission-driven 
affordable housing provider that makes an extra effort to provide supportive services that stabilize individuals 
and families in safe and healthy housing.  Additionally, these relationships were strengthened by our two staff 
that work directly with our residents, where they live.  Our two staff are both certified community health 
workers and they are comfortable working with our residents and sharing their lived experiences that uniquely 
connect them to our residents.  Our community health workers spent time at each property to connect with 
residents one-on-one and in group settings.  They provided opportunities for the residents to help shape the 
time, focus and delivery of health resources. The health-focused programming should be based on information 
from resident engagement.  If programs to don’t seem relevant to the residents, they are less likely to attend.   

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

Yes, these activities and their impact will continue. We are still working towards finding an alternative payment 
to be compensated for the activities listed above. We are also currently fundraising for the program.  
 
 


