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Introduction: New Layout Navigation Options 
Starting in 2017, the Pilot Quarterly Summary Report layout has changed to make it easier to read, understand, and 
navigate. The report has two sections.  

Section 1: The section gives summary information on 

• Location and Site(s) where the pilot is occurring
• Pilot description
• Community Health Improvement Plan (CHIP) areas, outcomes and indicators

Section 2: Details on each pilot’s quarterly progress. 

Document Navigation in three ways: 

1. Open the document and begin scrolling through the pilot summaries in Section 1.
Use the mouse to scroll to and select a pilot that you want to learn more about.
Click on that pilot description and you will link automatically to the pilot’s quarterly report.

2. Use the Table Of Contents to select the section you want to access.

3. You can also navigate using the bookmarks in the document.
Open the document and look for the bookmark icon.
Select this icon to expand the bookmarks. From there, you can select the pilot descriptions or individual pilot
reports.

Click on 
the 

bookmark 
icon
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Section I: IHN-CCO Transformation Pilot Descriptions 
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IHN-CCO Transformation Pilots—Benton, Lincoln, & Linn Counties 

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

These are the active InterCommunity 

Health Network Coordinated Care 

Organization (IHN-CCO) Transformation 

pilots in  Benton, Lincoln, and Linn 

Counties. Pilots are selected from a 

competitive Request for Proposals 

process. The goal is to achieve better 

quality healthcare, lower costs, and 

more access to services. To be 

considered, pilots must meet at least 

one of the Eight Elements of 

Transformation and at least one 

Community Health Improvement (CHIP) 

area. For more information, please visit 

www.ihntogether.org.   

    A1,A2   CH3    MH3 

Breastfeeding Support Services  
Date range: July 2016—December 2017 
Location: Linn County  
Sites: Samaritan Mid-Valley Pediatrics and Linn County Women, Infants, and Children (WIC) 

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

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

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

A1           CH 

Chrysalis Therapeutic Support Group 
Date range: July 2016—June 2017 
Locations: Benton County  
Sites: Trillium Family Services in Benton County high schools 

This pilot creates support groups in Benton County high schools for girls who have experienced 
trauma or abuse. These groups provide a safe place to learn ways to cope and heal.   

Health Outcomes: 
 Improve school attendance
 Decrease symptoms of depression
 Improve sense of well-being

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

     A1   MH2 

Community Health Worker in Lincoln County 
Date range: September 2016—December 2017 
Location: Lincoln County 
Site: Samaritan North Lincoln Primary Care and Women’s Health Clinic 

This pilot places Community Health Workers (CHWs) in the Patient Centered Primary Care Homes 
in North Lincoln County. The CHWs help members understand and follow their care plans. CHWs 
also help connect members with other resources. 

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

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

  BH2             CD2  A  CH 

Eating Disorders Specialty Care Teams 
Date range: September 2016—February 2018 
Locations: Benton, Lincoln, and Linn Counties  
Sites: Primary Care Physicians in Benton, Lincoln, and Linn Counties  

Coordinated Specialty Care Teams (CSCTs) are teams that are trained to treat Eating Disorders. 
This model is useful when a community is too small to support a specialty clinic.  

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

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

     A1    BH  CH   CD    MH1 

Expanding Health Care Coordination 
Date range: November 2016—April 2018 
Locations: Benton and Linn Counties 
Sites: Samaritan Family Medicine Resident Clinics in Albany, Corvallis, and Lebanon 

This pilot expands the role of Medical Assistants (MAs). The MAs will make phone calls, send 
reminders, and follow-up with members so they are aware of needed screenings and 
appointments. MAs will take on new duties in the exam room so providers have more time to 
spend with patients.  

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

Sustainability:  If successful, clinics will maintain additional MA services using cost savings and 
increased access.  
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IHN-CCO Transformation Pilots—Benton, Lincoln, & Linn Counties 

A  CH CD  

Family Support Project 
Date range: January 2017—December 2017 
Locations: Benton and Lincoln Counties 
Sites: Benton and Lincoln County schools   

This pilot uses Family Support Liaisons (FSLs) in the schools. FSLs help families meet their basic 
needs. This model has worked well in Linn County.  The pilot expands the model to Benton and 
Lincoln Counties.  

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

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

A2 CD  

Home Palliative Care 
Date range: January 2016—June 2017 
Location: Benton County  
Sites: Benton County Hospice Services and The Corvallis Clinic 

This pilot serves members that are very sick but do not yet qualify for hospice or home health. 
The goal of Palliative Care is to keep members at home and comfortable.  

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

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

A2,A3   BH3    CH2      CD2,CD3 

Health and Housing Planning Initiative 
Date range: January 2016—August 2017 
Locations: Benton and Linn Counties  
Site: Willamette Neighborhood Housing 

This pilot uses on-site Health Navigators to connect residents to health care and social services. 
Health Navigators also teach residents healthy lifestyle habits.  

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

Sustainability: If successful, Willamette Neighborhood Housing Services will work to get support from 
Oregon Housing and Community Services Department, the Oregon Health Authority, and IHN-CCO.  
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IHN-CCO Transformation Pilots—Benton, Lincoln, & Linn Counties 

BH CD  

Improving Pain Outcomes and the Patient, Provider, & Therapy Referral Care Pathway 
Date range: July 2016—June 2017 
Locations: Benton, Lincoln, and Linn Counties  
Sites: Occupational Therapy and Physical Therapy Clinics in Benton, Lincoln, and Linn Counties  

The goal of this pilot is to give Occupational and Physical Therapists the most up-to-date 
information on treating pain. It is important that all providers talk about pain in a similar way so 
patients know the best way to cope with and reduce their pain.  

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

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

A2    BH1 

Pain Management in the Patient Centered Primary Care Home 
Date range: January 2016—December 2017 
Locations: Benton, Lincoln, and Linn Counties  
Sites: Patient Centered Primary Care Homes in Benton, Lincoln, and Linn Counties 

This pilot provides Primary Care Physicians the most up to date information on chronic pain so 
providers can treat pain and reduce unnecessary use of opioids pain killers and expensive 
radiology services. 

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

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

A  MH1  

Pharmacist Prescribing Contraception 
Date range: June 2016—May 2017  
Locations: Benton, Lincoln, and Linn Counties  
Sites: Samaritan Retail Pharmacies in Benton, Lincoln, and Linn Counties 

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

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

available

Sustainability: If successful, Samaritan Pharmacies will work with IHN-CCO on a contract to keep 
providing services. 
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IHN-CCO Transformation Pilots—Benton, Lincoln, & Linn Counties 

BH2  A  

Physician Wellness Initiative 
Date range: February 2016—June 2017 
Locations: Benton, Lincoln, and Linn Counties  
Sites: Samaritan Patient Centered Primary Care Homes in Benton, Lincoln, and Linn Counties 

This pilot creates a program that identifies why providers get burned out. The program gives 
providers tools to reduce stress and provide better care to patients. This reduces medical errors 
and increases patient satisfaction.   

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

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

CD2 

Pre-Diabetes Boot Camp 
Date range: July 2016—December 2017 
Location: Lincoln County  
Sites: Samaritan North Lincoln and Samaritan Pacific Communities Hospitals and Depoe Bay Clinic 

This pilot creates a program to teach participants how to improve their health. The participants 
are coached by a mentor to help them make lifestyle changes, such as eating healthier. 

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

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

 A CD  

Samaritan Health Services Palliative Care 
Date range: October 2016—September 2017 
Locations: Benton, Lincoln, and Linn Counties  
Sites: Available in Benton and Linn Counties, spreading to Lincoln County   

This pilot serves and teaches members that are very sick but do not yet qualify for hospice or home 
health. This pilot teaches members and providers about quality of life issues that come up when 
treating chronic diseases. The goal of Palliative Care is to keep members at home and comfortable.  

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

Sustainability: If successful, Samaritan Health Services will keep providing services to IHN-CCO 
members.   
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IHN-CCO Transformation Pilots—Benton, Lincoln, & Linn Counties 

 A 

    A   BH1,BH3     CH4  

Sexual Assault Nurse Examiner 
Date range: August 2016—July 2017 
Locations: Benton, Lincoln, and Linn Counties  
Site: Albany General Hospital 

This pilot creates a safe place in the hospital where victims of sexual assault or abuse receive care 
right away by a specially trained nurse. The nurses are able to provide appropriate care quickly. 
This reduces extra trauma for the victim.  

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

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

The Warren Project: Nature Therapy 
Date range: November 2016—April 2018  
Location: Lincoln County  
Site: The Olalla Center for Children and Families   

This pilot provides mental and behavioral health care to underserved children and families in a 
natural setting. Through mentoring and outdoors skills training, this pilot helps children reflect, heal, 
and learn new coping strategies to find hope and motivation for the future. 

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

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

       A1,A2,A3   BH1,BH3 

School/Neighborhood Navigator 
Date range: July 2016—June 2017 
Location: Benton County  
Sites: Lincoln Elementary, Garfield Elementary, and Linus Pauling Middle School 

The goal of this pilot is to help low-income and/or minority children. The pilot connects children 
and their families to needed resources in the community.   

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

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

BH   CH 

Youth and Child Respite Care 
Date range: October 2016—March 2018 
Locations: Benton, Lincoln, and Linn Counties  
Sites: Benton, Lincoln, and Linn Counties  

This pilot provides temporary care for children in the foster care system that have special mental 
and/or behavioral health needs. This pilot will fill an identified gap in the delivery system.  

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

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

Thank you for your interest in the Transformation efforts 

in Benton, Lincoln, and Linn Counties.  

For more information, please email: 

transformation@samhealth.org  

or visit IHN-CCO on the web at: 

www.ihntogether.org 
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Section II: Individual IHN-CCO Transformation Pilot Reports 
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Breastfeeding Support Services: East Linn County 

Summary:  
Health promotion and disease prevention includes access to breastfeeding support. Many major health organizations 
and government health groups acknowledge the need to promote exclusive breastfeeding for the first six months of life, 
and breastfeeding for the first year or more, with the addition of complimentary foods as an ideal start to good health 
and nutrition. The majority of pregnant women plan to breastfeed their babies from birth, but many women struggle to 
meet this objective and to obtain all the health benefits for mother and child. Barriers to this goal include poor access to 
breastfeeding support at critical postpartum times, intense marketing of infant formula, and societal barriers that may 
include a lack of knowledge regarding breastfeeding benefits within a mother’s local support network. This is evidenced 
by 2015 Linn County Women, Infants, and Children (WIC) data that states 92% of WIC moms start breastfeeding, but 
only 38% exclusively breastfeed for six months. By providing convenient and skilled postpartum case management of 
breastfeeding issues, it is our belief that this service can contribute to the IHN-CCO Triple Aim goal of better health, 
better care, and lower cost. 

Progress Report: 
A. Quarterly progress:

Goal Measure(s) Activities Results to Date 
Maintain exclusive 
breastfeeding. 

Use of infant formula in 
first 1-6 days of life. 

International Board 
Certified Lactation 
Consultant (IBCLC) is 
providing client 
consultations and is 
collecting data.  
Appointment schedules are 
always full. 

See attached data sheet. 

Maintain exclusive 
breastfeeding. 

Use of infant formula at 2 
months of age. 

IBCLC is providing client 
consultations and is 
collecting data.  
Appointment schedules are 
always full. 

 See attached data sheet. 

Increase number of 
breastfeeding women seen 
by an International Board 
Certified Lactation 
Consultant (IBCLC) for 
lactation counseling. 

Number of referrals made 
to IBCLC by Primary Care 
Physicians (PCPs). 

Pediatricians are referring 
their patients to the IBCLC 
regularly.  IBCLC is charting 
in Epic for every client she 
sees, thus sharing 
outcomes of the lactation 
appointments and the plan 
of care.  

There were 5 referrals 
made to the IBCLC from 
the Mid Valley Pediatric 
providers or hospital staff 
between 4/1/17 and 
6/30/17. 

Increase number of IHN-
CCO members receiving 
lactation support services 
in Samaritan Mid Valley 
Pediatrics clinic. 

Number of IHN-CCO 
members receiving 
lactation support services 
in Samaritan Mid Valley 
Pediatrics clinic. 

Samaritan Mid Valley 
Pediatric Clinic IBCLC 
services continue to be 
promoted to all WIC clients 
seen in Linn County.  
Posters are also displayed 
in the Lebanon pediatric 
and obstetric offices. 

Number of lactation 
consultation sessions 
provided to IHN-CCO 
members:      
April 2017: 19 
May 2017: 27  
June 2017: 27 

       Total: 73 clients 
This is a 24% increase from 
the last quarter. 
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B. What has been successful?

 Successful appointments and increasing numbers of lactations consultations with moms and babies.

 All family members currently on WIC can receive WIC services when mom comes to clinic for a lactation
consultation.

 Successful provider survey and meeting outcomes.

 Licensure of Oregon Lactation Consultants.
C. What are the challenges and how are you addressing them?

 Communication with providers in Epic was an unanticipated challenge.  This was addressed and solved with
the help of the clinic office manager and IT staff.

 A decrease in referrals to IBCLC from clinic providers and hospital staff may indicate a need to refresh
contact information and remind staff of IBCLC’s availability for lactation consultation.

 Now that licensure for Oregon Lactation Consultants is in place, we are facing the challenge of how to clarify
this as a billable service with insurance companies.

An additional 10 non-IHN-
CCO clients were seen for 
consultation. 

Achieve Primary Care 
Provider satisfaction with 
lactation support services 
in Samaritan Mid Valley 
Pediatrics clinic. 

PCP feedback on lactation 
support services. 

A provider survey was 
distributed to 13 
physicians, nurses, medical 
assistants and receptionists 
at the Mid Valley Pediatric 
clinic in May 2017. 

IBCLC met with Mid Valley 
Pediatric providers 
regarding coordinating 
care for babies with lip or 
tongue tie on May 24, 
2017. 

5 surveys were returned.  
Feedback indicated that 
providers and other staff 
were very satisfied with 
IBCLC and lactation 
services.  Among the 
comments: 
“Would hate to lose it!”  
One important feedback 
from the survey revealed 
that the providers could 
not see notes in Epic made 
by IBCLC.  This was 
remedied by working with 
the clinic office manager 
and Epic IT staff.   

The meeting of the IBCLC 
and Providers regarding lip 
and tongue tie resulted in a 
better understanding of 
roles in diagnosis and 
treatment of lip and 
tongue tie.  

Participate in the progress 
toward IBCLC licensure and 
insurance reimbursement 
for lactation services. 

Contacts with IHN-CCO and 
Oregon Health Authority 
(OHA) leadership regarding 
lactation support as a 
covered benefit. 

IBCLCs have done 
considerable research on 
licensure achieved in other 
states and have attended 
multiple open legislative 
sessions in Salem regarding 
licensure of lactation 
consultants.  Testimony 
was offered by IBCLC. 

Oregon House Bill 2503 
that allows the Health 
Licensing Office to issue 
lactation consultant 
licenses to qualified 
applicants passed in June 
2017.  It was signed by the 
Oregon House Speaker on 
6/20/2017 and signed by 
the Oregon Senate 
President on 6/23/2017. 
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 Summer vacations will decrease number of appointments available at the pediatric clinic.   Appointments
with a lactation consultant remain available at other WIC clinics.

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?

 Data collection is continuing, but we are trying a different excel format.
E. Have there been any significant changes to your Pilot Budget? Explain.

 No changes.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.

 Feedback from the Mid Valley Pediatric providers indicate that are interested in retaining this service at
their clinic.  We are planning a meeting with providers in September 2017 to address how this can be
achieved.

 Licensure of lactation consultants will be a strong factor of sustainability as we work toward insurance
reimbursement options for IBCLC consultations.

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).

 No additional issues to report.
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ATTACHMENT 

Data collection regarding feeding method for newborns and two-month old infants: 

Newborn Feeding Method: 

Infant Birth Month Newborn Feeding method 

April 2017 14 breastfeeding    (56%) 

  3 mixed feeding   (12%) 

  8 formula feeding (32%) 

May 2017 26 breastfeeding    (77%) 

  4 mixed feeding   (12%) 

  4 formula feeding (12%) 

June 2017 28 breastfeeding   (88%) 

  3 mixed feeding   (9%) 

  1 formula feeding (3%) 

Two-Month-Olds Feeding Method: 

Infant Birth Month 2- Month Feeding Method

  February 2017 13 breastfeeding   (54 %) 
  5 mixed feeding   (21%) 
  6 formula feeding (25%) 

  March     2017 19 breastfeeding    (66%) 
  1 mixed feeding    (3%) 
  9 formula feeding (31%) 
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Chrysalis Therapeutic Support Groups:  
Trillium Services Benton County High Schools 

Summary:  
The goal of this pilot is to implement this innovative and preventative program for five public high schools that serve 
Benton County youth. Corvallis, Crescent Valley, Monroe, Philomath, and West Albany high schools have agreed to 
partner on the program. The project would help IHN-CCO implement consistent alternative payment methodologies that 
align payment with health outcomes and help IHN-CCO meet its objectives in offering a preventive, cost-effective 
program in Benton County that may lower participants’ clinical levels of depression and anxiety. We would collaborate 
with schools to track attendance and graduation rates among Chrysalis participants starting from a baseline at the 
beginning of the school year. The data would be expected to show an increase in attendance and potentially an increase 
of 10% in graduation rates.

Progress Report: 
A. Quarterly progress:

Goal Measure(s) Activities Results to Date 
Attendance Days absent from school. Worked with contacts at 

school to attempt to collect 
2016 and 2017 attendance 
data for all group 
members.  

Corvallis High School had 
difficulty with having a 
point of comparison. Have 
attendance data for the 
year but many of the group 
were Freshman and 2 
others were transfer 
students. Unable to collect 
a baseline for comparison. 

Crescent Valley – Unable to 
collect attendance data. 

Philomath – Tracked data 
for 6 participants but did 
not note any significant 
changes –  
1. Attended 4 fewer days
than the previous year.
2. Attended 6 fewer days
than the previous year.
3. Attended 3 more days
than the previous year.
4. Attended 2 fewer days
than the previous year.
5. Attended 4 fewer days
than the previous year.
6. Attended 3 fewer days
than the previous year.

West Albany – Unable to 
track data. 

Less depressed & anxiety 
symptoms. 

Patient Health 
Questionnaire-Adolescents 
(PHQ-A) & 
Screen for Child Anxiety Rel

Administered Pre/Post 
PHQ-A and administered 
Pre/Post SCAREDs to all 
groups. 

When looking at data for 
all 4 schools together, 
results indicated no 
significant change in 
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ated Emotional Disorders 
(SCARED) 

depression symptoms as 
measured by the PHQA.  

Philomath participants did 
show a significant 
reduction in depression 
symptoms.  

Corvallis High School 
showed an increase in 
depression symptoms. 

The SCARED demonstrated 
a statistically significant 
decrease in school 
avoidance for the 4 
schools.  

The Corvallis High School 
also showed some 
increases in anxiety 
symptoms.  

Crescent Valley showed a 
statistically significant 
decrease in social anxiety 
symptoms as measured by 
the SCARED.  

Increased self-esteem. Beck Youth Self Concept. Administered Pre/Post 
Beck Youth Self Concept 
Inventory to all groups. 

Results for the 4 groups 
indicated no significant 
change in self-esteem as 
measured from the 
beginning of the group to 
the end of the group. 
There is some research 
that indicates that no 
change in self-esteem in 
this age group should be 
considered a success, since 
most females in this age 
group demonstrate a 
decrease in self-esteem. 

Graduation Potentially free/reduced 
meals eligible and modified 
graduation. 

Worked to contact school 
staff to collect needed 
data. 

Philomath Group 
members, 1 senior (SR) 
graduated and all other 
members are on track to 
graduate. 

West Albany, there were 
not any SRs in the group. 

Corvallis High School- The 
SRs in group all graduated. 
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B. What has been successful?

 Trillium’s Chrysalis Program had a wonderful first year providing 4 groups because of the support from the
Transformation Grant. Chrysalis Groups at Corvallis High School (HS), Crescent Valley HS, West Albany HS,
and Philomath HS were well received and partnerships with each school and the school staff went well to
the benefit of the youth who participated in each group.

 Corvallis HS Group started the year with 13 girls who were eligible for Chrysalis Group because they were
survivors of trauma. Over the year due to family moves and crises, the group dropped in size but ended with
10 girls.

 Crescent Valley HS started the year with 7 girls and ended with 5 girls.

 West Albany HS started the year with 8 participants and ended the year with 4 participants. Unfortunately,
this group had a change in facilitators late in the year due to their facilitator leaving Trillium Family Services,
but an already trained Chrysalis facilitator stepped in to finish their year.

 Philomath HS started the year with 9 youth and ended the year with 5 youth.

 All of the groups reported that girls enjoyed the groups and found them helpful.

 As reported in their end of the year anonymous surveys, 93% reported that they now know more about
trauma and 96.6% reported that it was helpful to them to learn about trauma.

 End of the year data from the anonymous surveys also showed decreases in drug and alcohol use. (See
Section G for more details about this finding.)

 End of the year data also demonstrated a decrease in participants sharing naked or revealing pictures of
themselves with others. (See Section G for more details.)

C. What are the challenges and how are you addressing them?

 One challenge included collecting data from the schools in a consistent manner. Trillium and school staff are
working to continue to communicate needs and to figure out how to best work between the two systems.
Reporting on data such as attendance has also been a challenge in figuring out control groups or appropriate
comparisons for the groups’ participants. Staff will continue to explore appropriate options.

 West Albany had some challenges with their facilitator leaving which impacted the group and group
cohesion. Fortunately, staff were able to support a strong transition to end the year, but it did impact data
collection and ACES were not collected from this group for that reason.

 The school and Trillium group leaders were all skilled leaders who worked hard to clinically and logistically
learn the new curriculum and Chrysalis Program. Staff anticipates that next year’s groups would be easier
and smoother to implement in these schools.

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?

 No.
E. Have there been any significant changes to your Pilot Budget? Explain.

 No.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.

 Staff are pleased to report that at least three of the schools will continue the program this coming school
year due to a mix of school district and county funding (Corvallis HS, Crescent Valley HS) and prevention
hours allocation (West Albany).

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).

 Data from the Pre/Post Anonymous Test:
o Participants reported using alcohol within the last 3 months: pre-test 41.3%, reduced to 24% post-

test
o Using marijuana within the last 3 months: pre-test 32.6%, reduced to 24% post-test
o Riding in a car being driven by someone who was drunk/high within the last 3 months: pre-test

54.3%, reduced to 20.7% post-test.
o Using drugs or alcohol to relax within the last 3 months: pre-test 39.1%, reduced to 17.2% post-test.
o Using drugs or alcohol alone within the last 3 months: 37% pre-test, reduced to 10.3% post-test.

Crescent Valley- The SRs in 
the group all graduated. 
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o Someone had talked to them about concern for their drug/alcohol use within the last 3 months: 
15.2% pre-test, reduced to 6.9% post-test. 

o Sharing naked or revealing pictures of themselves within the last 3 months: 34.8% pre-test, reduced 
to 17.2% post-test. 

 It is interesting to note that the average ACES score at Corvallis HS was 7.6 in comparison to 5.8 at Crescent 
Valley. Staff continue to explore how ACES score or severity of trauma may affect positive impacts from the 
group. 

 A participant from Crescent Valley HS – “A girl in this group had a similar experience as me, and that was 
powerful for both me and her. I think we all empower each other.” 

 A participant from Corvallis HS – “My trauma affects me because I feel like the stuff I have been through is 
my fault. Chrysalis has been amazing because I know I am not alone and other people think that, too.” 

 A participant from Crescent Valley HS – “I used to feel weighed down almost all the time by what happened, 
but now I feel more myself and I like myself more.”  

 Group leaders reported many of the participants chose to share their trauma stories in the group, many 
sharing their stories for the first time with others. Leaders reported it was a powerful experience for them as 
well as the girls. One leader shared of a youth at Philomath HS who was unsure about sharing but decided to 
write her story down and in the end only asked the group leaders to read it. Group members 
overwhelmingly reported they felt less alone and found it powerful to know they were not the only ones to 
survive trauma. Group leaders reported that while it was hard work, Chrysalis was often the favorite part of 
their job because of witnessing the youth benefit from supporting each other while working on such difficult 
issues. 

 Trillium Family Services is grateful to IHN-CCO for its support of the Chrysalis Program and the young women 
who were able to benefit this year. 
 

 

19 of 62



Community Health Workers in North Lincoln 

Summary:  
This pilot will integrate Community Health Workers (CHWs) within Patient Centered Primary Care Homes (PCPCHs) and 
the North Lincoln County Community. The pilot will provide the IHN-CCO patient population with a resource to further 
engage patients in their care, connections within their own community, and assistance with healthcare access and 
utilization. The CHWs will help create a barrier free access, a closed loop referral system, and also create and teach 
healthcare/lifestyle classes. Due to recruitment issues in the region, the pilot would also work to create a training center 
with other area organizations. 

Progress Report: 
A. Quarterly progress:

Goal Measure(s) Activities Results to Date 

Train 2 CHWs. Completion of state-
approved training program. 

Two CHWs were hired and 
one of them was sent to 
training, one CHW had to 
leave due to family issues 
and there is now a posting 
for a second.  

Our OB/GYN CHW has 
completed training in 
Portland and is now 
certified. 

Use checklist and training 
documents from CHW pilot 
to train CHW for 
appropriate clinic duties. 

CHW performance on 
training documents and 
checklist. 

There is a list that 
continues to be worked on. 
It is a ‘living list’ that 
continues to grow and 
change as needed. 

Things are going well so 
far.  

Identify and develop 
Memorandums of 
Understanding (MOU) 
documents with key 
organizations that will be 
part of the referral 
pathway. 

Signed MOUs. A meeting was held with 
the community college  
and Newport community 
hospital to set up a training 
pogram for community 
health workers, there is 
another meeting to sign an 
MOU by the end of July 
2017. 

Progress has been good, 
our community health 
worker has had meetings 
with numerous groups and 
are working on creating 
MOUs now that there is  a 
relationship.  

CHW work will unburden 
providers and other clinic 
staff. 

Providers and clinic staff 
will report that the CHWs 
are positively impacting 
the clinic and appropriately 
reducing workload. 

Due to 6-8 weeks of 
training, there is a little bit 
of this happening now but 
it is still in the earlier 
stages of the community 
health worker following 
patients. 

Work in progress. 

Develop referral tracking 
system to track referrals 
between clinic and other 
agencies. 

Documentation of referral 
tracking system including 
forms and workflow. 

Not started yet, but at the 
beginning of it.   

Work in progress. 

Establish electronic 
recording system based on 
the Oregon Health. 
Authorities Touches Report 
to track CHW touches. 

Documentation of the 
system for recording and 
tracking CHW touches 
(who, where, when, how). 

Just started this, there is 
one patient on the list so 
far that is being tracked 
and adding another. 

Work in progress. 

Engage patients in their 
health care. 

Patient Activation Measure 
(PAM) score. 

N/A- PAM survey was too 
much for our system to 
purchase. 

N/A 
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B. What has been successful?

 Hiring and training.
C. What are the challenges and how are you addressing them?

 How to start getting patients quickly in a brand new pilot, work process when hiring new people who still
need to be trained. Now working with patients.

 Having our second CHW leave after a few weeks on the job and now hiring a new community health worker.
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?

 None since last report out.
E. Have there been any significant changes to your Pilot Budget? Explain.

 No progress to report.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.

 The pilot is going well, there is one CHW trained with a certification and the providers/staff are already
handing patients off to the CHW for various things. The CHW is very engaged in the community and getting
the program out there.

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).

 The pilot has come a long way. A brand new program has been created, with writing a job description for
Samaritan, and getting it approved and posted. There were two CHWs hired and one was sent to an over 6
week training in Portland to get the certification. The second CHW had to resign, but we are close to hiring
someone to replace the second CHW. The pilot is working with Oregon Coast Community College and PCH
Samaritan hospitals to create a certificate program to keep our program within Samaritan a sustainable
partnership to not have training costs or very little training costs, which would be the first program in the
region. Started working with patients and using our touches report. There is 5 months to show our progress
that has been made in patient’s lives and provider’s lives. The providers have had no barriers referring and
have boasted about the program. The CHW has been asked and invited by other health systems to share
what is being done and there is much excitement about the future of this program.

Determine patient’s actual 
health score. 

Chart mine to decrease or 
increase the patients’ 
health score. 

Work in progress, working 
well.  

Work in progress. 

Increase providers’ 
productivity. 

Increase the number of 
patients a provider can see 
a day or week. 

Work in progress, the 
touches report has been 
started and communicated 
with the providers daily. 

Work in progress. 

Join Traditional Health 
Worker workgroup. 

Ongoing meeting 
attendance. Attendance 
reported in quarterly 
report. 

Ongoing participation Work in progress. 

Discuss goals, metrics, and 
outcomes with previous 
pilots or current pilots. 

Ongoing discussion. 
Findings reported in 
quarterly report.  

Ongoing Work in progress. 

Work with Benton County 
Health group specifically to 
gain any additional barriers 
they are facing. 

Ongoing discussion. 
Findings reported in 
quarterly report. 

There has been no 
communication since last 
reporting, aside from 
discussion during the 
Traditional Health Workers 
Workgroup. 

Work in progress. 
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Eating Disorder Care Teams: Willamette Nutrition Source, LLC 

Summary:  
Increase access to care for IHN-CCO members; integrate disciplines to provide multidisciplinary treatment; reduce 
morbidity and mortality from eating disorders by reducing the time to diagnose, early recognition and effective 
treatment. 

Progress Report: 
A. Quarterly progress:

Goal Measure(s) Activities Results to Date 
Development of 
Coordinated Special Care 
Teams (CSCT) practitioner 
pool and advisory board. 

Documentation of names 
and contact information. 

The advisory board has 
been established and has 
held 2 conference calls and 
they regularly receive 
updates about progress on 
this pilot. The practitioner 
pool was originally 
recruited by December 1, 
2016. Some providers have 
left the practitioner pool 
and some new 
practitioners have been 
added. New recruits are 
still invited to join the pool 
and these practitioners are 
led through the initial 
training materials. In 
addition, several providers 
have been issued a “guest 
pass” to view some of the 
training content, but not 
participate as an active 
provider or be enrolled in 
QStream, the online 
learning platform.  

Seven Advisory Board 
members are active. 
Providers have been 
broken down as follows: 

1. 48 health care
providers are
actively accessing
the training
materials via the
web site.

2. 28 providers are
actively using the
learning platform
QStream

3. 12 providers
infrequently access
training materials
on the web site

4. 24 “others”
referred to as
“lurkers” have
been sent log in
information. These
include the
advisory board, the
training staff, and
members of
professional
organizations.

Develop referral pathways 
and marketing protocol. 

Percent increase over time 
of IHN-CCO members 
referred to the CSCT. 

Referral pathways are 
being developed with 
Samaritan mental health 
providers for their program 
in eating disorder 
treatment. Also, referral 
pathways are being 
identified for agencies such 
as the county health 
departments to utilize.  A 
list of treatment centers 

Referral pathways from 
agencies to providers and 
treatment centers are 
being developed. 

Agency training will be 
completed by October 
2017. 

Marketing protocol is being 
developed.  
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both within Oregon and 
outside of Oregon, along 
with any specialty 
information is being 
complied. A list of 
providers within this pilot’s 
provider pool who feel 
confident in being referred 
to has been developed and 
will be used in the 
marketing phase of this 
pilot.  
Trainings are being 
conducted from May 2017 
through October 2017 for 
various agencies, in eating 
disorder screening. The 
agencies; all 3 county 
health departments, the 
Corvallis Boys and Girls 
Club, Benton, Linn, and 
Lincoln school counselors, 
are being given referral 
information including the 
list of trained providers 
and treatment centers in 
and outside of Oregon. 

Development of training 
program and best practices 
protocols. 

Percent of practitioners 
receiving training and using 
protocols. 

New training materials are 
developed for each month 
during 2017.  The provider 
pool is notified when new 
training materials are 
launched. A forum to 
discuss training concepts is 
live from the Tri County 
Eating Disorders 
Professionals web site. 
New “trainers” have been 
recruited each month and 
these are recognized 
experts in the eating 
disorder field. Best practice 
protocols will be derived 
from the sequential 
training materials. A 
meeting with faculty from 
the Oregon State 
University (OSU) College of 
Public Health was held to 
discuss offering an 
internship to a graduate 
student to perform process 
and outcome evaluations 

Training modules have 
been developed and 
launched for January 2017 
through June 2017. A 
tutorial was created so 
providers can learn how to 
access the training 
materials via their mobile 
devices.  
Training modules are being 
worked on for August 2017 
through December 2017, 
trainers have been 
recruited. All trainers sign 
an agreement and are paid 
for their work. All training 
material is published on 
the Tri County Eating 
Disorder Professionals web 
site.  

An intern from the OSU 
graduate program in public 
health has been identified 
and hired for development 
of evaluation tools. She will 
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B. What has been successful?

 Recruitment of providers, an advisory board, and trainers.

 Development, launch of training materials and responding to provider requests (such as developing a
tutorial so providers can learn to access training materials via their mobile devices). Keeping training
materials very short and focused on how providers can practice differently.

 Outreach to all 3 health departments and other agencies.

 Use of QStream has been very successful with the help of the Program Assistant.

 Maintenance and updating of the web site, with the help of our web designer.
C. What are the challenges and how are you addressing them?

 The greatest challenge is keeping all the providers engaged and interested, due to their hectic schedules and
their lack of time, often stated as the number one reason to not access the web site or QStream. The
Executive Director and Program Assistant address these issues by continuously evaluating who is
participating and at what level, then we reach out on an individual basis to ask providers how we can help
them, what are their barriers to participation. The pilot has found one on one outreach to work very well in
keeping providers involved. Small group meetings are being held for an in-depth study of the treatment of
eating disorders. The Executive Director for this pilot has held three of these meetings at their private office.
Evaluations of these meetings have been performed and have shown a high degree of provider satisfaction.

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?

 No changes to pilot goals.
E. Have there been any significant changes to your Pilot Budget? Explain.

 No changes to pilot budget.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.

 To sustain this project it is necessary to have providers access and retain the information provided and the
pilot needs to also evaluate the effectiveness of this type of novel training method. To date we are tracking
provider participation and the fact that there are 28 providers using QStream, which is a tested method

on the pilot efforts. work with the Registered 
Dietician as well as faculty 
from the Oregon State 
University College of Public 
Health.  

Providers taking part in this 
training effort are invited 
to attend one of several 
Oregon conferences on 
eating disorders (7 
providers attended the 
April 7, 2017 International 
Association for Eating 
Disorder Professionals 
conference in Eugene) and 
their conference 
registration and travel are 
paid for by this grant.  

A reduction in the number 
of people diagnosed with 
eating disorders and being 
admitted for inpatient 
treatment will occur. 

Collect statistics on 
hospital admits for specific 
diagnoses. 

An internship was created 
with faculty from the OSU 
College of Public Health so 
a graduate student may  
perform process evaluation 
which will include statistics 
on hospital admissions for 
eating disorders.  

No progress to report. 
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developed at Harvard University to improve retention of technical information, is an excellent way to ensure 
there is providers who retain information being transmitted. Effectiveness of the training will be part of the 
process and outcome evaluations being conducted in partnership with the College of Public Health at 
Oregon State University.  

 Another sustainability aspect is the training of staff at the 3 county health departments, the Corvallis Boys
and Girls Club and school counselors (Intervention Specialists with Trillium) in eating disorder screening. The
screening initiative will be ongoing and evaluated as it is implemented at all of these locations.

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).

 Many providers have stated how much they have liked the short and focused online training. Many
providers also stated how the training has altered their approach to patient care for the better. Agency staff
have been extremely enthusiastic about being trained in eating disorder screening and state they expect to
implement screening at their work places. Agencies are also appreciative of the referral information being
given to them.
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Expanding Health Care Coordination 

Summary:  
This pilot will examine and compare the effectiveness of different approaches for using Medical Assistants (MAs) to 
extend care coordination to IHN-CCO members. One approach is to use Medical Assistants to proactively engage 
assigned members to come in for needed follow-up care. The other effort expands the role of Medical Assistants in the 
exam room by having them work side by side with the provider during visits to attend to documentation and assist with 
orders.  The Medical Assistant will then wrap up the visit and help the patient arrange testing, treatments, and follow-
up. Shifting appropriate tasks to the Medical Assistants will ensure better care coordination while freeing up provider 
time to engage with patients and manage more complex medical care. 

Progress Report: 
A. Quarterly progress:

Goal Measure(s) Activities Results to Date 
Improve access. Average visit per ½ day 

clinic.  
Average time from 
appointment request to 
occurrence.  

Change appointment 
lengths from 30 to 20 
minutes. 

8 per half day. 

Improve patient 
satisfaction.  

Clinic created survey. Survey to be developed. N/A 

Improve provider 
satisfaction.  

Clinic created survey. Survey to be developed. N/A 

Improve MA job 
satisfaction.  

Clinic created survey. Initial Maslach Burnout 
Inventory survey was sent 
out returned by MA/LPN’s 
via Mindgarden. 

Surveys have been 
completed and submitted 
via Mindgarden. 

Establish transferable work 
flow and MA training 
protocols.  

Provider and MA 
assessment, not directly 
measured.  

Standardized work flow for 
colon cancer screening, 
chlamydia screening, Blood 
Pressure screening and 
well child check outreach. 

All work flows have been 
drafted into Work Flow Tip 
Sheets and shared amongst 
the other two participating 
grant sites. 

Improve diabetic care 
metrics.  

Percent of patients 
assigned to provider with 
documented up to date:  
HGBA1C.  
Diabetic eye exam.  
Diabetic foot exam.  

No updated activities to 
report at this time. 

Measured = 86.8 
Decrease of patients with 
A1c over 9 = 20% 
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Improve colon cancer 
screening rates.  

Percent of patients 
assigned to provider with 
documented up to date 
colon cancer screening.  

Up to date Epic patient lists 
are redistributed among 
back office, continuous 
chart scrubbing and 
outreach is ongoing. 

71.9% 

Improve cervical cancer 
screening rates.  

Percent of patients 
assigned to provider with 
up to date cervical cancer 
screening, in whom 
cervical cancer screening is 
appropriate  

In service scheduled for 
education on cervical 
screening and pap smears. 

51% 

Engage patients in their 
health care. 

PAM Score. No Progress to Report. No Progress to Report. 

Blood Pressure (BP) 
management. 

Blood pressures measured 
in the office. 

Samaritan Family Medicine 
Resident Clinic – Lebanon 
(SFMRC-L): Medical 
assistants alert providers of 
patients with BPS >140/90 
by putting in a 
standardized template for 
the provider to go over in 
the exam room with the 
patient. The template asks 
about aspirin use, BP, and 
tobacco status. In addition 
Medical Assistant will 
retake BP if initial was over 
140/90.  

Geary St: Continuous 
education for MA/LPN’s 
regarding controlling BP. 
Epic patient lists are 
updated and redistributed 
among back office, 
continuous and ongoing 
chart scrubbing and 
outreach. 
BP clinic pilot started. 

BP <140/90 SFMRC-L: 65% 

Q2 17’ Dr. Wunderle Panel: 
74.9% 

We will begin reporting 
two rates for this measure. 
We are now able to see 
how Dr. Wunderle is doing 
compared to the clinic 
average.  

Q1 17’ Dr. Wunderle Panel: 
70.9% 

Q4 16’ Dr. Wunderle Panel: 
67.3% 

These stats will help us 
determine if Dr. 
Wunderle’s MA expansion 
role increasing their rates 
over time (which is has 
thus far).  

Geary St. results = 78.2% 

Hemoglobin A1C’s at goal. Hemoglobin A1C. SFMRC-L: Routine A1c 
checks are done on all 
diabetic patients. Patients 
are also offered diabetic 
education as well as 
nutrition counselling in 
office.  

SFMRC-L: HbA1c Control: 
14%. 
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B. What has been successful?

 Geary Street: In service staff educations. Introducing one metric at a time to the MAs workflow.  All of the
metrics that we have been focusing on thus far have seen increases in the measure of success.

 SFMRC-L: We have been able to see an increase in our percentage of controlled BPs seen during the quarter.
C. What are the challenges and how are you addressing them?

 Geary Street: Initial push back/lack of investment in the pilot from MAs was challenging.  We have
addressed this issue with ongoing education regarding each measure we are rolling out and incorporating
their feedback/input into the work flow guidelines.  Access has been an issue as well.  We have pushed back
a few of our goals regarding patient visits to the fall when access is projected to be better as well as pilot BP
clinics with MA’s to allow better access to the providers schedules in regards to hypertension.

 SFMRC-L: We are still seeing challenges in MA ability to perform the pilot on a daily basis. If MAs call out sick
it is difficult to provide Dr. Wunderle with 2 MAs. In addition the hiring freeze has made it difficult to rehire
MAs when they leave

Hemoglobin A1C’s 
measured. 

Frequency of A1C 
measurements. 

SFMRC-L: For uncontrolled 
diabetics A1cs are 
measured on an every 3 
month basis. For controlled 
diabetics A1cs are done 
every 6 months. 

SFMRC-L: 64% of needed 
A1Cs for patients with 
Birthdays in the month of 
July are completed. 

Colon cancer screening 
rates. 

% of patients with iFob or 
colonoscopy complete. 

SFMRC-L: When a patient is 
indicated as needing a 
colorectal cancer screening 
per health maintenance, 
the MA will pend the order 
to the provider so that the 
Provider and patient can 
discuss options.  

SFMRC-L: Colorectal 
Cancer Screening: 75.6%. 

Decrease MA burnout and Maslach burnout inventory 
(add to budget). 

Initial Maslach Burnout 
Inventory survey was sent 
out returned by MA/LPN’s 
via Mindgarden. 

Surveys have been 
completed and submitted 
via Mindgarden. 

Adolescent well care visits. % of teen who get an 
annual Well Child Care 
(WCC) visit. 

Constructed a written work 
flow tip sheet for back 
office. 
Generated Epic patient lists 
to begin chart scrubbing 
and patient outreach for 
WCC scheduling. 

35.3% 

Chlamydia screening age 
16-24. 

% of women in target age 
group who are screened 
for Chlamydia. 

Constructed a written work 
flow tip sheet for back 
office. 
Implemented a 
standardized clinic work 
flow for back 
office/providers to screen 
for chlamydia. 
Physician provided in-
service education on 
Chlamydia for back office 
staff. 

49% 
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D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?

 Yes- we were unable to obtain the licensure for the PAM survey, so we were unable to successfully survey
patient satisfaction.  We also were unable to give all MAs report bench access and access to Healthy Planet,
per SHS.

E. Have there been any significant changes to your Pilot Budget? Explain.

 No.
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.

 Geary Street: We have created standardized workflows and documents for hypertension, chlamydia
screening, well child checks and colon cancer screening.  We have shared these with the other two pilot
sites for implementation as well. We have begun BP clinics that can continue and overall heightened the
awareness of preventative measures and given the MA’s tools, like motivational interviewing skills, to
continue to implement in their daily workflow.

 SFMRC-L: We have implemented a time for bi-weekly meetings as well as a written format for the work flow
process. We been able to modify schedules in order to accommodate MA time for the expansion role.

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).

 We continue to work on our access and patient satisfaction measures. It has been difficult to get the tablets
and patient surveys implemented.
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Family Support Project 

Summary:  
The Family Support Project supports youth ages 5-24 and families in the Benton and Lincoln County region. The project 
collaborates with youth serving partner organizations to fulfill a joint mission to promote the mental health and overall 
wellbeing of youth and families. The range of services include, but are not limited to, mental health services, case 
coordination services, positive youth development and education services and supports. Of importance, secure 
connections are made for families to access health and social services and advocacy is provided to assist in the ability to 
navigate challenging social service systems, which tend to creates barriers to participation in support services. 

Progress Report: 
A. Quarterly progress:

Goal Measure(s) Activities Results to Date 
Increase referrals to Youth 
Service Teams (YST).  

90-100 students/families 
participating in YSTs and 
number of youth serving 
agencies integrating 
services to provide 
supports. 

Family Support Liaisons 
have referred families to 
YSTs, regularly attend YSTs, 
provide services to assist 
families to ensure that the 
strength based plans are 
successful and monitor 
progress to determine if 
adjustments to the plan 
are necessary. 

There have been 73 
referrals to our regional 
YSTs. 

Successful linkage to access 
youth serving agencies and 
establish a process for 
notifying Patient Centered 
Primary Care Home 
(PCPCH). 

All students/families 
served will have a secure 
connection to youth 
serving agencies and 
PCPCH. 

Family Support Liaisons 
have successfully referred 
and monitored 
connections made to 
Trillium Family Services, 
School Based Health 
Navigators, 
Dental Services, 
Doctors, Community 
Services Consortium, 
Oregon Family Support 
Network, Department of 
Human Services (DHS) Self 
Sufficiency, Housing 
Authority, Oregon 
Education Association 
(OEA) for students’ school 
clothes, 
Oregon Family Support 
Network, Parenting 
Success Network, 
Salvation Army, 
Developmental Disabilities 
Services, Legal Aid Services, 
Family Tree Relief Nursery, 
FISH, Boys and Girls Club. 
Gas vouchers were also 
supplied to families 
needing transportation 

259 successful linkages 
with youth servicing 
agencies and PCPCHs have 
been made this quarter. 
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B. What has been successful?

 Continuing to strengthen relationships with community partners including medical, mental health, and
dental providers.

 Families continue to be receptive to the services Family Support Liaisons provide and they express
gratitude for the additional supports that they did not know existed.

C. What are the challenges and how are you addressing them?

 Building trust with families who are unfamiliar with Family Support services can take time but we continue
to find success utilizing a trauma informed approach.

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why?

 No
E. Have there been any significant changes to your Pilot Budget? Explain.

 No
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.

 One of our Family Support Liaisons is ready to bill Medicaid and others have submitted applications for
Community Health Worker certification.

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation,
issues/events the DST should be aware of, etc.).

 A Family Support Liaison assisted a student, in a wheel chair; obtain a pair of shoes that needed to be
custom made to fit the student’s feet. The student could only wear socks to school and the student’s feet
would often get wet when it rained. The student was able to assist in the design of the shoes that were
made at Soft Star Shoes in Corvallis and the student received the shoes in June 2017.

 A Family Support Liaison in Lincoln County established a food pantry for students with food insecurity.

assistance to medical 
appointments. 

Assist uninsured youth and 
families to obtain or 
reinstate insurance 
through the Oregon Health 
Plan. 

All of uninsured students 
and families needing 
assistance will obtain 
health insurance. 

Family Support Liaisons 
have been in contact with 
OHP health navigators and 
have assisted families with 
obtaining or reinstating 
Oregon Health Plan. 

40 Families have been able 
to obtain Oregon Health 
Plan insurance. 

Create tracking system for 
all referrals and touches. 

All referrals and touches 
are tracked.  

Family Support Liaisons 
enter their data into the 
Microsoft Access database 
and a tracking sheet is used 
to monitor data.  

Family Support Liaisons 
have touched 196 
individuals.   

Explore Traditional Health 
Worker (THW) certification 
opportunities to enable 
contracting for services 
with IHN-CCO. 

Evaluate Traditional Health 
Worker training 
opportunities and 
certification for pilot 
sustainability. 

Family Support Liaisons 
have submitted their 
Community Health Worker 
applications to Oregon 
Health Authority. 

Anticipating approval for 
Community Health Worker 
certification. 
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Health & Housing Planning Initiative:  Willamette Neighborhood Housing 

Summary:  
The main goals of this pilot are to provide: 

• Health Navigation services that connect residents to health care and social services, to be delivered where people
live, with a focus on serving residents of WNHS properties in Linn and Benton Counties.
• Provide Health and Housing Planning focused on developing new cross-sector partnerships that integrate
affordable housing with improved access to health care services and opportunities for healthy living.

Progress Report: 
A. Quarterly progress:

Goal Measure(s) Activities Results to Date 
Increased access to health 
care for target populations. 

Number of referrals to 
health care providers. 

On-site office hours 
extended to all properties. 
Healthy Potlucks offered 
monthly at three 
properties. 

77 blood pressure and 
blood sugar screenings 
have been provided at 
Mesa Familiar de Corvallis 
Family Table.   

729 referrals to health care 
providers have been made 
by Community Health 
Workers.  

Increased utilization of 
preventative health 
appointments and 
screenings. 

Establish baseline in 
partnership with IHN-COO. 

Number utilizing 
preventative health 
screenings. 

Mesa Familiar de Corvallis 
Family Table, a once-per-
month free meal 
distribution and health 
screening.   

77 blood pressure and 
blood sugar screenings 
have been provided at 
Mesa Familiar de Corvallis 
Family Table.   

Decreased hospital and 
Emergency Department 
admission. 

Establish baseline in 
partnership with IHN-COO. 

Number of Emergency 
Department visits by 
residents & survey of 
residents regarding 
Emergency Department 
usage. 

Working with 
Transformation Team to 
assess any changes of 
Emergency Department 
visits in 2015 and 2016. 

Processing surveys 
collected from residents.  
30% of the residents 
responded. 

Preliminary data reviewed 
with IHN-CCO staff.   

Increase communication 
with Patient Centered 
Primary Care Home. 

Entries into Regional 
Health Information 
Collaborative (RHIC). 

Brainstorming with the 
RHIC team.  

No progress to report. 

Enter into Memorandum of 
Understanding (MOU) with 
health care provider to 
deliver two onsite services. 

Memorandum of 
Understanding in place by 
April 2016. 

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

Two oral health screenings 
were provided and 29 
residents were screened.   

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

Research successful 
models to help define 
measurements and metrics 
and capture data. 
Gather baseline data and 
indicators from Community 

Almost completed and are 
currently in process of 
writing executive summary 
for the Health and Housing 
Plans.  

Finishing the report, 
focusing on permanent 
supportive housing and 
senior housing.  
Collaboration with seniors 
to develop senior housing, 
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B. What has been successful? 

• This quarter our Community Health Worker led community building efforts while also addressing the issue 
of food security. The community gardens at several properties offered the opportunity for residents to 
communicate and collaborate with their neighbors. At one property the Linus Pauling Healthy Youth 
Program is going to offer three youth gardening classes and lessons will involve the on-site shared 
community garden beds.  

• There has been success reaching residents in Sweet Home by building a network of residents to address 
public safety concerns. The Community Health Worker and property manager held an information session 
during a monthly potluck. Residents were given tools to report suspicious activities and had conversations 
about how to work together to keep communities safe. Since that meeting residents are working together 
with the property manager and they have reported a reduction in suspicious activities.  

• The Community Health Worker assisted a resident who was experiencing anxiety around dental care to 
make and keep a dental appointment to address an emerging issue. The Community Health Worker assisted 
him in changing to a local dentist and he has continued to attend appointments to continue treatment. 

• Since the pilot started in January 2016, the pilot has reached out to residents 246 times for eviction 
prevention or intervention, and has prevented more than 80 evictions.  

C. What are the challenges and how are you addressing them? 
• Tracking eviction prevention has been challenging but our social service software has been updated to 

better capture and track the work that goes into eviction prevention and eviction.    
• A health in-take form is in development to deliver to residents at move-in. A new system needs to be 

developed with our property managers and plan to implement Fall 2017.   
• Operationalizing the pilot is a priority as resources are running out and needs are great.   
• Surveying residents is a challenge. Survey fatigue is a challenge. In the future the pilot plans to utilize 

alternative tools to assess resident perceptions of health and wellness. The pilot plans to follow up on the 
survey with some targeted focus groups.  

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 
• No.  

E. Have there been any significant changes to your Pilot Budget? Explain. 
• No.  

F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  
• Met with IHN-CCO Samaritan staff to discuss operationalizing our pilot and working on next steps.   
• There is currently some funding from Neighbor Works America that is through to the end of the year.  

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 
issues/events the DST should be aware of, etc.). 

• A great relationship has been developed with Case Management staff at Linn Benton Housing Authority and 
they provide support to our residents when they are having difficulties completing paperwork. Recently a 
resident with a history of homelessness, addiction and mental health issues was dealing with a broken 
dominant arm and was in danger of losing housing benefits. After being contacted by the Housing Authority, 
the Community Health Worker was able to locate and assist the resident with completing and returning the 
paperwork needed by the 24 hour deadline. These tough encounters can be Community Health Worker 
opportunities, during that process it was discovered the resident was very stressed because they were 
having a difficult time completing basic activities like cleaning, cooking and self-care. The Community Health 
Worker was able to connect them with a volunteer organization that provides those kinds of services on a 
short-term basis.   

prevention into affordable 
housing. 

Health Improvement Plan 
(CHIP) and IHN-CCO 
Transformation Plan. 

future senior co-housing 
property. 
Assigned a leadership role 
on the Housing 
Opportunity Action 
Council.   
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Home Palliative Care:  Benton Hospice and The Corvallis Clinic 
 

Summary:  
This collaboration between Benton Hospice and The Corvallis Clinic seeks to provide home based palliative care services 
to seriously ill patients with life expectancy of 12 months or less using an interdisciplinary team of providers to support, 
educate, and engage patients on an ongoing basis. This coordinated care will ensure patients can make informed choices 
about treatment and healthcare goals can be achieved while reducing healthcare costs.  
 
Progress Report: 
A. Quarterly progress: 

 
B. What has been successful? 

 The pilot was successful in improving patient symptom management, quality of life and patient 
understanding of their disease process and how to manage their symptoms.  The pilot also significantly 
reduced IHN-CCO and health care system costs.  According to IHN-CCO’s analysis, patients enrolled in the 
home palliative care pilot reduced IHN-CCO’s cost by approximately $5,400 per member per month when 
compared to similar patients not enrolled in the home based palliative care program.  
 
 
 

Goal Measure(s) Activities Results to Date 
Reduce Emergency Room 
(ER) Visits by 10%. 

Number of ER visits pre-
palliative care/number of 
ER visit after palliative care. 

 Provided Home based 
palliative care to IHN-CCO 
patients admitted to the 
program.  

75% reduction of ER visits 
for patients enrolled. 

Reduce Overall 
Hospitalizations by 10%. 

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

 Provided Home based 
palliative care to IHN-CCO 
patients admitted to the 
program.   

6% reduction in 
hospitalizations for 
patients enrolled. 

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 IHN-CCO 
patients admitted to the 
program.   

17% of patients admitted 
to the Palliative Care 
program were readmitted 
to the hospital within 30 
days (1/6). 

Improved symptom 
management.  

Patient/caregiver report of 
improved symptom 
management. 

 Provided Home based 
palliative care to IHN-CCO 
patients admitted to the 
program.   

75% (3/4) patients 
reported improved 
symptom management. 

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

 Provided Home based 
palliative care to IHN-CCO 
patients admitted to the 
program.   

75% (3/4) patients 
reported improved quality 
of life. 

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 IHN-CCO 
patients admitted to the 
program.   

75% (3/4) patients reports 
improved understanding of 
how their disease process 
worked and how to 
manager distressing 
symptoms. 

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 IHN-CCO 
patients admitted to the 
program.   

100% (4/4) patients 
reported improved overall 
satisfaction. 
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C. What are the challenges and how are you addressing them? 

 There is continued challenges obtaining needed medications, durable medical equipment (DME) and 
supplies for urgent patient needs, impacting our ability to reduce ER visits and hospital admissions as much 
as possible if there was quick access to these resources. Continuing to work with IHN-CCO to incorporate 
limited medications, DME and medical equipment as the home palliative care program moves from pilot to 
contracted IHN-CCO service.  

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 

 No 
E. Have there been any significant changes to your Pilot Budget? Explain. 

 No 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 A contract with IHN-CCO was executed between Benton Hospice Service and IHN-CCO with an effective date 
of July 1, 2017. Palliative care services will continue to be provided to current patients without any 
interruption in care.  This will allow the pilot to remove the patient cap of 15 maximum patients at one time, 
allowing us to expand the program to serve all eligible, interested IHN-CCO beneficiaries.  Benton Hospice 
Service will continue to work with IHN-CCO to determine if provision of limited medications, equipment and 
supplies can be added to the home palliative care case rate to improve timely access to needed resources to 
further reduce ER visits and hospital admissions.  

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 
issues/events the DST should be aware of, etc.). 

 Delighted that the home palliative care service will continue after the pilot and very grateful for the 
opportunity from IHN-CCO to demonstrate the value of home palliative care service to patients, our 
community, and the health care system in general. Below are some of the quotes from the patients 
benefiting from this service in the 2nd quarter of 2017: 

o “The people I have interacted with have all gone out of their way to help, volunteers, chaplain, 
nurse, social workers” 

o “This experience has been positive and helpful.  The entire team, they are all above par” 
o “Overall immensely pleased.  Way more coherent since palliative care has been involved” 
o “Social worker and nurse are always there for me.  Feeling so much better. The chaplain helps me so 

much” 
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Improving Pain Outcomes and the Patient, Provider, &  
Therapy Referral Care Pathway 

 

Summary:  
The purpose of this pilot is to improve the care of pain patients referred to rehabilitative therapy by their primary care 
providers. It does this through a unique educational and interactive program designed by a Fellowship trained chronic 
pain specialist for rehabilitation therapists. The intervention is designed to improve therapist knowledge of, and 
confidence in their treatment of pain using an easy-to-understand conceptual model already being implemented in our 
Patient-Centered Primary Care homes to teach the neurophysiology of pain. The secondary goal of this pilot is to 
facilitate consistent and clear communication about pain to the patient from both the patient’s primary care provider 
and the rehabilitation therapist the patient is referred to for subspecialty care. The hope is that by providing the same 
conceptual pain model to primary care providers and rehabilitative therapists, both groups would then use similar 
language when describing and explaining pain to their mutual patients.  
 

Progress Report: 
A. Quarterly progress: 

 
B. What has been successful? 

 12 diverse clinical groups have now completed intervention. All counties are represented. Strong 
engagement and sustained interested in continuing knowledge progression/developing patient resources in 
Lebanon, Lincoln City, Corvallis, and Albany depending on location/group (i.e. high inter AND intra-clinic 
variability). 

C. What are the challenges and how are you addressing them? 

 Pain knowledge HIGHLY variable between clinics and providers (including providers in same clinic). While 
foundational content (i.e. up-to-date knowledge of pain science) has been consistently delivered, it has 
required significant “individualization” for each clinic. This has required increased time and resources to 
create and deliver each clinic’s program. Additionally, much of this material challenges robust 
misconceptions of pain science. This has resulted in some clinicians resisting the education intervention.  
However, this challenge was recognized as a potential conflict prior to delivery and, overall, has not been as 
prominent of a concern as originally anticipated.    

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 

 No 

Goal Measure(s) Activities Results to Date 
Improve therapist 
understanding of the 
biopsychosocial model of 
pain. 

Pain Attitudes & Beliefs 
Scale for Physiotherapists 
(PABS-PT). 

 Provider pre-pilot survey.  Pre-survey collected from 
12 clinical groups.  Post-
survey collected from 7 
groups.     

Decrease therapist fear 
avoidance beliefs. 

Fear Avoidance Beliefs 
questionnaire. 

 Provider pre-pilot survey.  Pre-survey collected from 
12 clinical groups.  Post-
survey collected from 7 
groups.   

Improve therapist 
understanding of pain 
neurophysiology. 

Neurophysiology of Pain 
questionnaire. 

 Provider pre-pilot survey.   Pre-survey collected from 
12 clinical groups.  Post-
survey collected from 7 
groups.    

Tri-county PCPCH clinic 
participation. 

Number of participating 
clinics & location. 

 Clinical group recruitment.   12 clinical groups 
recruited.  

Improve therapist 
understanding of the 
biopsychosocial model of 
pain. 

Pain Attitudes & Beliefs 
Scale for Physiotherapists 
(PABS-PT). 

 Provider pre-pilot survey.  Pre-survey collected from 
12 clinical groups.  Post-
survey collected from 7 
groups.         
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E. Have there been any significant changes to your Pilot Budget? Explain. 

 No 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 This pilot is an education-based intervention directed at clinics. Theoretically, it should be sustainable after 
delivery of pilot IF strong buy-in/engagement/participating during intervention, excellent transference of 
knowledge/understanding from educator to participants, and no significant subsequent turnover after 
intervention. In practice, delivery of material by educator and engagement in material by participants has 
NOT succeeded in 100% knowledge/behavior change in clinics (or in any provider). Concerns remain that 
some clinics early in pilot have not sustained progress after intervention is completed. However, four clinical 
groups have had strong engagement and continued interest in how they as a clinic approach pain treatment 
consistently and congruent with pain science. These successes are exciting. Additionally, there is now at 
least one clinical group in each geographic region (Lebanon, Albany, Corvallis, & Lincoln City) that can be 
said to be ‘pain aware’. 

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 
issues/events the DST should be aware of, etc.). 

 No change from prior report (“As noted on prior quarterly reports, this pilot has been more challenging to 
deliver than anticipated.  However, for those clinics that have “gotten it”, the degree of change observed is  
profound”.). Would simply emphasize, again, there is a high degree of variability both between clinics and 
between individual clinicians within any given clinics. This variability was much greater than anticipated.  
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Pain Management in the PCPCH:  Dr. Cuccaro 
 

Summary:  
This pilot proposes to strengthen the Patient-Centered Primary Care Home (PCPCH) by improving primary care physician 
and provider knowledge, treatment of, and confidence in treating chronic pain in order to improve patient outcomes, 
reduce patient harm, and improve utilization of healthcare resources.  It would do this through a unique educational and 
interactive program designed by a Fellowship trained chronic pain specialist for primary care physicians and providers 
practicing in a Patient-Centered Primary Care Home. In this pilot, twelve PCPCHs will receive direct assessment, training 
and on-going support. 
 

Progress Report: 
A. Quarterly progress: 

Goal Measure(s) 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 thirteen 
clinics. 
 
Post-surveys received from 
twelve clinics. 

Decrease primary 
healthcare providers’ Fear 
Avoidance Beliefs. 

Fear Avoidance Beliefs 
questionnaire. 

  Provider Survey.  Baseline surveys obtained 
from clinicians in thirteen 
clinics. 
 
Post-surveys received from 
twelve 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 thirteen 
clinics. 
 
Post-surveys received from 
twelve 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 nonspecific 
low back pain. 

Clinic IHN-CCO 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 IHN-
CCO. 
 
List of all participating 
clinicians provided. 
 
Claims data continues to 
be collected.   
 
Approached and met with 
Samaritan Health Systems 
(SHS) January 2017 to 
discuss clinician imaging 
ordering rates (i.e. overall 
rates—not IHN-CCO claims 
specific). 
   
No update/information 
from Samaritan Health 
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B. What has been successful? 

 No significant changes from previous reports. 

 12 clinics enrolled & completed intervention (full participation). Strong participation from Linn County 
(specifically Lebanon & Sweet Home) and Benton County (Corvallis & Monroe). All Linn-Benton County 
Health Clinics enrolled—extended staff participation (healthcare providers, medical assistants, and 
behavioral health providers). Two of initial pilot participating clinics in Lincoln County (Toledo & Newport). 

 13th clinic recruited (Newport) and is in mid-intervention.  

 Program Feedback received from participants is strongly positive. Post-program rating averages “9” on 1-10 
scale. Participants recommend this pilot intervention for their colleagues and other specialties such as 
Emergency Medicine & Urgent Care. 

C. What are the challenges and how are you addressing them? 

 One significant change from previous quarterly reports. 

 Maintaining consistent evidence-based messaging to patients from both participating clinics and clinicians 
not in pilot program AND inter-clinic communication (i.e. front office staff, medical assistants, and others 
not receiving education intervention) continues to create unforeseen difficulties.  

 Additional difficulties in ‘vertical’ messaging (i.e. congruency between primary care  patient AND specialist 
 patient communication). Especially concerning is the lack of consistency between the evidence-based 
messaging provided by primary care physicians and the messaging (often not evidence-based or consistent 
with modern pain science) of specialists. This creates confusion for patients—especially patients with 
complex pain complaints.  This also creates a difficult discussion between patients and their PCPs who now 
need to ‘correct’ what patients have been told by the specialists (i.e. who patients tend to view as more 
‘expert’). Unfortunately, these discussions require more time in primary care clinics that are already ‘time-
poor’ practice environments. 

 A previously mentioned (prior reports) challenge is lack of patient resources that utilize up-to-date pain 
science/language/messaging, for primary care clinicians to refer to. Concern was lack of resources may 

Systems (SHS) at this time.  

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

Use of NSAIDS/APSP or 
opioid. 

Clinic IHN-CCO 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 IHN-
CCO. 
 
List of all participating 
clinicians provided. 
Claims data continues to 
be collected.   
 
Approached and met with 
Samaritan Health Systems 
in January to discuss 
clinician prescription rates 
(i.e. overall rates—not IHN-
CCO claims specific). 
   
No update/information 
from SHS at this time.  

Tri-county PCPCH clinic 
participation. 

Number of participating 
clinics and location. 

 Clinics recruited   13 clinics enrolled to date.   
 
12 clinics in post-
intervention assessment.  
 
13 clinic (expansion) mid- 
intervention.  

39 of 62



cause provider behavior to ‘default’ back to old practice patterns.  Spot check-ins suggest this may be 
occurring (not universally or consistently but still a concern). 

 Another significant challenge is trying to get systems healthcare data on measures used for this pilot.  While 
pilot objective measures were specifically IHN-CCO claims made data, this data is limited and will not 
provide full scope of impact (or lack thereof) for this pilot program.  Unfortunately, despite multiple 
attempts, minimal progress has been made in obtaining this health system information.  

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 

 No change in pilot measurements. However, pilot measurements use IHN-CCO claims made data. This is a 
limited data set for clinic-wide intervention (i.e. it misses prescription rates for patients covered by other 
insurance companies). To assist, requested additional information from Samaritan Health Systems to 
ascertain overall (i.e. clinic wide, not IHN-CCO-specific) prescription/ordering rates. This would provide 
better insight into whether this intervention facilitated any clinician behavior change. Challenges in 
obtaining this information noted above.  

E. Have there been any significant changes to your Pilot Budget? Explain. 

 No. Time extension requested & approved to facilitate budget neutral addition of 13th clinic. 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 Turnover/clinician attrition KEY concern for pilot sustainability. However, three clinicians who were engaged 
with the pilot but later left the clinic they were associated where assessed. They stated they maintained 
practicing using knowledge ‘key’ messages and training from the pilot.  

 Other sustainability concerns listed under item C. 
G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 

issues/events the DST should be aware of, etc.). 

 Indirectly (or directly), since this pilot started there continues to be greater system-wide awareness from 
“we have an opioid problem” to “we have a PAIN problem”.  This is not an insignificant accomplishment and, 
while slow, there continues to be system-wide change in how our region understands, approaches and 
treats pain. 

 This process would not have occurred without the help and sponsorship of the DST. 
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Pharmacist Prescribing Contraception:  
Samaritan Health Services Pharmacy Services 

 
Summary:  
This pilot seeks to provide low barrier oral contraceptives to IHN-CCO members through trained pharmacists and 
establishing medical records in pharmacies so that patients can be interviewed, assessed and counseled regarding their 
choice of hormonal contraceptives in each of our SHS retail pharmacies. This pilot seeks to ensure that each SHS 
outpatient pharmacies offer this service during normal business hours.  
 
Progress Report: 
A. Quarterly progress: 

 

Goal Measure(s) Activities Results to Date 
Improve women's access to 
hormonal contraceptives. 
 

Number of prescriptions 
Monthly pharmacists. 

All outpatient pharmacists 
have completed the 
training to prescribe birth 
control. 

Geary Street Pharmacy- 
total # of prescriptions 
prescribed YTD= 8 
One prescribed at Lebanon 
Pharmacy 
Elm and Corvallis are not 
yet able to prescribe 

Decrease barriers to 
contraception. 

Provide this service at each 
SHS outpatient pharmacy. 

Service available at Geary 
Street and Lebanon. 

Service available at Geary 
Street and Lebanon 
pharmacies since March 
2017 

Reduction in Increase in 
unintended pregnancies in 
the SHS service area. 

Increase in effective 
contraceptive use (CCO 
incentive metric). 

No progress to report. No progress to report. 

Decrease healthcare costs 
by providing a more 
convenient less expensive 
alternative to a doctor's 
visit. 

Measure the difference in 
cost of a Primary Care 
Providers visit versus the 
cost of a Pharmacist. 

No progress to report. No progress to report. 

Develop Action and 
Communication plan for a 
closed-loop referral 
process with OB-GYN or 
Primary Care Provider 
offices. 
 

Action and Communication 
plan completed that 
describes how clinic staff 
will be engaged and the 
workflow established for 
the closed-loop referral 
process with Primary Care 
Providers/OB-GYNs. 

A process for a closed-loop 
referral has been created 
with the help of medical 
assistants’ knowledge of 
the current process. Clinic 
supervisors will be 
informed of the finalized 
workflow to educate other 
clinic staff. 

This process has been 
communicated in general 
membership meetings.  
Clinic supervisors notified 
at Geary St.  Notification 
on hold at Lebanon, 
pending discussions with 
medical leadership 
regarding support of the 
program. 

Number of closed loop 
referrals that provide 
information back to 
Primary Care Providers/OB-
GYN clinics. 

No progress to report. No progress to report.  

Create tracking system for 
IHN-CCO members to 
determine utilization of the 
pharmacy contraceptive 
services. 

Number of IHN-CCO 
members to receive 
pharmacy contraceptive 
services. 

A system to track IHN-CCO 
members has been 
developed. 

Tracking these patients 
onsite.  6 of 9 patients are 
IHN-CCO members. 
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B. What has been successful? 
• All of the pharmacists at the Samaritan outpatient pharmacies successfully completed the Pharmacist 

Prescribing Contraceptives Course. Pharmacists at Samaritan Geary Street Pharmacy and Lebanon Pharmacy 
began prescribing contraceptives in March 2017. 

• There is a bill in the Oregon Legislature to expand the products that pharmacists can prescribe to include 
vaginal rings and injectable contraception.  This bill is likely to pass. 

C. What are the challenges and how are you addressing them? 
• The construction at two of the pharmacy sites has not yet been completed. Although there is grant funding 

in place to pay for construction, Samaritan Health Services capital funding must be used initially for 
remodels/construction and then backfilled with grant dollars.  To date those funds have not been approved. 
o Capital funding has been denied for 2017, applying for 2018. 

• Creating a closed-loop process by utilizing Epic is in the build process.  Below procedures are being used for 
now.  
o This is being addressed by the development of a paper process for referrals to be faxed to the providers’ 

office, a phone call to follow up and ensure the referral was received. The providers then make notes 
and hand the fax off to medical assistants to make an appointment. When patients are contacted to 
schedule an appointment, a telephone encounter is created in Epic so that an electronic paper trail is 
created to ensure follow up.  Pharmacist have read-only access in Epic and can see the appointments a 
patient is scheduled to have, allowing them to follow up and ensure an appointment has been made, if 
not the pharmacist will follow up with the provider’s office. Pharmacists can also see if the patient 
attended their appointment and can view the documentation done by the provider to ensure the 
patient was given some form of contraceptive, thus closing the loop.  Each of these steps will be charted 
in the patients paper chart kept in the pharmacy where patient was seen and documented in the excel 
spread sheet for data collection. 

o Fax and documentation forms have been approved and are now in use. 
• Implementation was delayed 3 months due to form approval process.  This is now complete. 
• Marketing materials were delayed 3 months due to absences in the marketing department.  Internal 

marketing program and external marketing program, including scheduled advertising, is on hold pending 
discussions with medical leaders in the Lebanon market area. 
o Advertising posters are complete and up at Geary St. Clinic resulting in our first 8 patients. 
o The pilot is working with our medical leaders in Lebanon on a path forward for promotion of this 

program. 
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 

• There have not been any significant changes to the pilot goals or measures. 
E. Have there been any significant changes to your Pilot Budget? Explain. 

• There have not been any significant changes to the pilot budget. 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

• Standardized policies and procedures as well as a comprehensive reference notebook for each outpatient 
pharmacy have been created. 

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 
issues/events the DST should be aware of, etc.). 

• The first 3 patients were all IHN-CCO members and women who were out of refills on their current oral 
contraceptives and were not able to get appointments before running out of medication. They were very 
appreciative of the service. 

• Epic builds are in process for documentation and referral.  Projected implantation is September 2017.  Once 
this is in place, this should remove physician barriers and allow full marketing and promotion. 
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Physician Wellness Initiative:  InterCommunity Health Plans 
 

Summary:  
Addressing the factors contributing to burnout is not only central to managing a highly skilled, and expensive resource, it 
is also critical to assuring the health and satisfaction of our IHN-CCO members. The intent of this pilot is to design and 
implement a physician wellness program that:  

• Collects information about the prevalence of burnout in our community of providers. 
• Determines the key stressors that lead to burnout. 
• Identifies and implements effective strategies and tools to address burnout and promote physician wellness. 
• Makes recommendations to providers and IHN-CCO leadership on actions that can be taken within our care 

system. 
 

Progress Report: 
A. Quarterly progress: 

Goal Measure(s) Activities Results to Date 
Development of 
communication pathways 
with physicians. 

Convene a Physician 
Wellness Advisory 
Committee (PWAC). 

As stated. Completed; 4 meetings to 
date. 
A new on-going Samaritan 
committee will meet after 
pilot concludes. 

Develop Survey with input 
from the Advisory to 
gather information on 
factors that contribute to 
burnout and the degree of 
burnout perceived by IHN-
CCO physicians. 
 
Individual and group 
meetings with providers to 
discuss work satisfaction, 
burnout information. 

Mini Z selected. 
 
 
 
 
 
Individual and group 
provider interviews, focus 
groups. 

Delivered to initial target 
groups; on-going. 
Individual interviews 
completed with 49 IHN-
CCO providers in the Linn, 
Benton, Lincoln county 
areas.   
9 clinic meetings with 
providers and 3 community 
focus groups held to 
gather, discuss results. 

Assessment of Burnout. Assessment survey 
administered to IHN-CCO 
physicians. 

Survey sent in 
collaboration with Oregon 
State University. 

49 provider responses. 

Report on the state of 
burnout in IHN-CCO 
physicians. 

Focus groups with 
providers; discussions with 
Samaritan Health Services 
administrators.  
 
 

Pilot lead shared 
recommendations with 
Medical Directors within 
identified tri-county area 
and with physicians via 
focus group meetings. 

Development of ongoing 
wellness monitoring plan. 
 

Identification of quality 
measures for ongoing 
assessment of burnout. 

Research on available 
tools, literature review. 

Recommendation made for 
Mini Z or Well-Being Index 
gathered at least annually; 
Wellness addressed in 
"stay" interviews and 
yearly evaluations.  

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

Recommendations to 
managers and clinic 
directors. 

Recommendation is in 
discussion for contracted 
providers; in use with 
residency program. 
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B. What has been successful? 

 Increased awareness of the universal problem of provider burnout and key factors involved by upper-level 
administration and department management. 

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

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

Survey of target primary 
care IHN-CCO providers. 
Administration contracted 
with a provider assistance 
program, Vital Work Life 
(VWL); offers peer 
counseling and crisis 
intervention. 
Delivered information on 
VWL to several at-risk 
providers; phone 
collaboration with VWL, 
distribution of research at 
focus groups and by email 
to providers. 

60% of providers were not 
aware of pre-existing 
Employee Assistance 
Programs services. 
As of June 2017, 28 
providers had used VWL 
offerings including 
counseling/coaching.  
Provided lunch talks on 
stress reduction, dealing 
with difficult patients, 
trauma informed care, and 
wellness.   
Provider engagement with 
Vital Work Life Resources 
was 7.2%, much above 
their typical early use. 
Additional 
recommendations made to 
administration at 
Samaritan Health Services. 

Evaluation of the 
effectiveness of the 
intervention. 
 
 
 

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

Recommendations made 
to administration regarding 
tools. 
  

As of this date, there is no 
firm commitment from 
administration on tools 
that will be used. 

Physician Wellness 
Program Effectiveness 
Review (report).  

Discussions with 
administration and delivery 
of preliminary 
recommendations. 

Initial report delivered to 
medical directors and 
administrators of 
Samaritan Health Services. 

Develop evaluation tool to 
measure physician 
turnover within the IHN-
CCO. 

Queries to departments 
and clinics. 

There is no department 
that appears to have 
responsibility for overall 
tracking.  
Recommendations were 
made to identify a 
department or person 
charged with provider 
retention.  There is 
currently no provider 
retention program.   

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

Included in individual 
surveys and implied in 
Mini-Z.  

Some data captured within 
the Mini-Z.  Interviews: 
majority of providers who 
were salaried reported 
better work/life balance 
and job satisfaction. 
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 Provider utilization of wellness apps, peer coaching and crisis intervention via Vital Work Life program. 

 Improving interdepartmental collaboration and buy-in on need to address burnout. 

 Establishment by administration of a provider wellness committee with monthly meetings scheduled 
through the upcoming year (2017). 

C. What are the challenges and how are you addressing them? 

 Lack of a retention or ongoing provider wellness department within Samaritan Health Services, which 
employs the majority of IHN-CCO providers in the tri-county area.  There is no individual or department 
tasked with tracking provider morale, retention or burnout.  The size and complexity of this large 
organization can inhibit effective communication. Recommendations for this have been delivered to 
leadership.  Due to budget concerns there has been no action. 

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 

 No; however initial pilot was to include a full-time research assistant and pilot lead and this was changed to 
an 80% lead and 50% administrative assistant.  Ability to do system interventions was eliminated from pilot 
scope.  This reduced the potential of pilot. 

 Funds were remaining and pilot was extended one month. 
E. Have there been any significant changes to your Pilot Budget? Explain. 

 No. 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 Development of an ongoing Provider Wellness Advisory Committee at Samaritan Health Services that 
includes several department representatives and providers and will meet monthly.   

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 
issues/events the DST should be aware of, etc.). 

 Provider burnout is a national, not individual, issue.  Rates from IHN-CCO are not significantly different from 
national findings, which shows over 50% of providers suffer from stress that negatively affects their quality 
of life. Provider turnover at Samaritan has increased in past five years, in keeping with national trends for 
large Health Service agencies. In personal interview, 42 of 49 providers reported job stress was somewhat to 
much higher than in previous years.  At least 7 of 49 stopped working for Samaritan during the pilot: 5 
voluntary and 2 involuntary terminations. 

 Primary stressors reported were increased administrative burdens, electronic medical record issues, 
decreased time with patients providing medical care (vs. time spent now on mandated regulatory tasks), 
and a reduction in sense of autonomy and control.   

 The other most frequent provider concerns were lack of a sense of appreciation or recognition for efforts by 
administration, provider meetings that were informational only and not clinical, increases in after-hours 
charting work, and for production-salaried providers, lack of paid time to attend meetings, pursue research, 
complete in-basket tasks, etc. 

 Providers who were salaried reported higher levels of job satisfaction and less burnout.  However, high-
production providers paid per visit expressed concerns that income would be limited if salaried, and did not 
want to change. 

 Several providers expressed interest in unpaid or paid sabbaticals every few years of service. 

 Providers who went on medical missions reported less burnout. 

 Nearly all interviewed providers report the patient/provider relationship and the actual practice of medicine 
(diagnosis and treatment) as the most rewarding aspect of practice. 

 Providers with young children generally reported higher levels of burnout/stress. 

 Providers who were residents reported higher levels of burnout than "seasoned" providers. 

 Providers near retirement reported less signs and symptoms of burnout. 

 Providers who were mid-career are at significant risk of burnout.  This must be addressed, as these are 
competent practitioners with excellent skill sets and institutional knowledge.  Many expressed a desire to 
reduce practice hours by moving into part or full time administration, working part time, or accelerating 
retirement.   

 Providers who had significantly higher Medicaid patient panels reported more burnout.  In interviews, 
salaried providers reported such patients were more likely to no-show appointments, which makes their 
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workday and income unpredictable.  Medicaid patients also frequently have external agency involvement 
requiring documentation and case management and other non-reimbursable time-consuming activity.  
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Pre-Diabetes Bootcamp: Lincoln County 
 

Summary:  
The goal of this pilot is to establish a sustainable pre-diabetes program in the Lincoln City area that affects the transition 
of IHN-CCO members from pre-diabetes to diabetes. The outcomes include increasing a person’s awareness of their pre-
diabetes and their ability to impact their health. The ultimate goal is to decrease the incidence of type 2 diabetes in 
residents of the Lincoln City area. The proposed Pre-Diabetes Boot Camp will be a 2-hour intense introduction to pre-
diabetes and the benefits of taking action to prevent diabetes. Participants are given tools to help them make lifestyle 
changes. They are offered a variety of intervention techniques. Pre-intervention data is collected on each participant. 
Participants are followed and coached through a yearlong lifestyle intervention program. Learnings and participant 
feedback is used to continually improve their health and sustain the program. The ultimate goal is to decrease the 
incidence of type 2 diabetes in residents of the Lincoln City area.  
 

Progress Report: 
A. Quarterly progress: 

Goal Measure(s) Activities Results to Date 
Establish a workflow for 
identifying IHN-CCO 
members with pre-
diabetes. 

Number of IHN-CCO 
members meeting pre-
diabetes criteria accurately 
flagged. 

Found that at least half of 
people with pre-diabetes 
do not have Epic 
(electronic medical record)  
 
A1C flagging.  
2/3/17:  Lab Council 
approved change to A1C 
flagging. 
4/26/17: Physician 
Champions approved 
change to A1C flagging. 

The change to Epic flagging 
of the complete A1C pre-
diabetes range is pending, 
planned with next Epic 
update. 

Establish a work flow for 
referring IHN-CCO 
members to the Pre-
Diabetes Boot Camp. 

Number of IHN-CCO 
members with pre-
diabetes are referred. 

Referral process is 
established and 
functioning. Working on an 
Epic referral option.  

200 members referred by 
providers or self-referred. 
46 people chose to 
participate in the program.     

Develop pre-diabetes 
program materials. 

Pre-diabetes program 
materials are tangible, 
useable product. 

Pre-diabetes program 
materials are in use. First 
revision of materials done. 
Planning materials for class 
option by mail and/or e-
mail.    

Revised program materials 
are in use. Planning 
materials for class option 
by mail and/or e-mail.    

Increase the self-efficacy of 
IHN-CCO members to 
impact their health. 

Generalized Self-Efficacy 
Scale. 

Self-Efficacy Scale forms 
are in use.    

Generalized Self-Efficacy 
Scale form baseline data 
collected.    

Decrease the weight, A1C, 
and/or fasting glucose of 
IHN-CCO members in the 
Lincoln City area with pre-
diabetes. 

Pre and post weight, A1C, 
and/or fasting glucose 
levels.  

Baseline data on 
participants collected. 
Collecting progress data.   

Current progress data 
shows average 6% weight 
loss.   

Use IHN-CCO member 
input and feedback about 
the effectiveness of the 
prediabetes program for 
future planning and 
sustainability. 

Participant survey. Continuing to collect 
feedback data.   

Member feedback is that a 
comprehensive approach, 
involving their provider 
and other community 
partners, such as the 
Community Centers, is 
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B. What has been successful? 

 Providers have been supportive of this program and continue to make referrals. Word of mouth has been 
effective.   

C. What are the challenges and how are you addressing them? 

 Epic is currently not flagging at least half of people with pre-diabetes. The Lab Council and Physician 
Champions approved the change/correction to flagging A1C range; Epic change is planned for next software 
update.  

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 

 No significant changes to the goals and measures.   
E. Have there been any significant changes to your Pilot Budget? Explain. 

 No significant changes to the budget at this time. 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 There is increasing provider, patient, and community awareness of pre-diabetes. The program is working 
with community partners to improve and continue the pilot program. 

 Several aspects of the program need additional work to sustain, such as Lincoln City Community Center 
passes. More work with community partners is needed to sustain this aspect of the program.   

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 
issues/events the DST should be aware of, etc.). 

 The pilot program obtained Center for Disease Control (CDC) provisional approval as a Diabetes Prevention 
Program.  
 

important to sustainability. 

Explore reimbursement 
options for pre-diabetes 
screening and educational 
program. 

Delineation of current and 
potential future options for 
billing pre-diabetes 
screening and pre-diabetes 
education. 

Continuing to research pre-
diabetes education 
reimbursement options.    

 

Waiting for final rule from 
Medicare on 
reimbursement for 2018.  
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Samaritan Health Services Palliative Care 

Summary:  
Palliative care is an interdisciplinary specialty that focuses on preventing and relieving suffering. Palliative care serves 
patients at any stage of serious illness, concurrent with disease directed therapies, focusing on:  improving quality of life, 
reaching the best possible function, helping with decision-making about end-of-life, and providing emotional support to 
patients and their families. The proposals goals are to improve patient experience, reduce patient suffering and family 
distress, reduce hospital length of stay, readmissions and emergency room usage, reduce clinician moral distress, 
improve communication and collaboration between providers caring for patients with serious illness, and increase use of 
advance directives in order to reflect patient wants and needs.

Progress Report: 
A. Quarterly progress:

Goal Measure(s) Activities Results to Date 
Increase SHS Palliative Care 
engagement with patients 
and families to facilitate 
their participation in their 
own healthcare decision-
making. 

Increase referrals to 
Palliative Care (PC) Service 

Increase patients with 
Physician Orders for Life-
Saving Treatment (POLST) 
forms for Advanced 
Directive on file with 
Samaritan Health Services. 

Intensive Care Unit (ICU) 
pilot at Good Samaritan 
Regional Medical Center 
(GSRMC) 5/1/17 
New Inpatient Service at 
Samaritan Albany General 
Hospital (SAGH) Provider 
Community outreach and 
lecture education. 
E-POSLT system wide.
System wide Center to
Advance Palliative Care
membership by end of July
2017.

ICU pilot: 

 85% trigger
positive patients
referred for
consult (33/39) 125
patients screened.

 36.4% in hospital
mortality (12/33).

POLST completions: 

 GSRMC (28% (117)
by SSS) 59% total
with POLSTs
(246/417 patients).

 SAGH (32% (13) by
SSS) 78% total with
POLSTs (32/41).

Changes to Comfort 
care:  

 GSRMC 27%
(114/417 patients).

 SAGH 22% (9/41
patients).

Reduce pain and 
symptoms. 

Pain and symptom control, 
as reported by patient. 

Epic build to track the 
Edmonton Symptom 
Assessment Score (ESAS-R).  
This will allow tracking of 
patients’ symptoms across 
visits once the report is 
built. 

Testing in ambulatory, plan 
inpatient migration. 

Reduce hospital length of 
stay and cost per day for 
defined patient 
populations (cancer, 
cardiac disease, chronic 
obstructive pulmonary 

Billing revenues, cost per 
day, and length of stay 

ICU pilot and GSRMC data 
Cost per day data very hard 
to get at. 

2016-2017 data average 
length of stay (LOS) for SSS 
reduced by 8.00-7.28=0.72 
days/patient saved. 

ICU: Ave ICU LOS 12.3 days 
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B. What has been successful? 

 Partners in the Palliative Care Leadership Center (PCLC) have provided a great resource for program 
development, cost estimations/staffing models and initial program focus.  With plans for a system wide 
program, the pilot is focusing on Linn County to align all SHS resources on the same CHF population.  System 
wide Center to Advance Palliative Care (CAPC) membership just started July 2017, offering a portal for 
system wide education and mentoring as the program grows. Critical staff has been added with our new 
social worker. Outpatient/home visit Epic build is slated to complete by Sept 1, 2017. New inpatient Epic 
template for ease of tracking data started June 20, 2017.If our 2017 numbers hold, the ICU pilot and 
inpatient staffing increases are making significant impacts of LOS, but as per national data are not effecting 
30 day readmission rates. 

C. What are the challenges and how are you addressing them? 

 Continue to encounter challenges getting the necessary data points in order to report on avoidable dollars. 
There is preliminary numbers for total inpatient costs. The pilot continues to work with our Data 
Governance team to define our needs. Avoidable dollars are key to gaining approval for physician positions 
to support growth of the program. 

 Recruiting Nurse Practitioner’s that fit into the program. Three phone interviews have been conducted and 
one on site visit, while we continue to work with our Human Resources department and interview. 

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 

 None at this time. 
E. Have there been any significant changes to your Pilot Budget? Explain. 

 None to report at this time. 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 Working on budgeting and cost projections for the program going forward, looking at several staffing 
models and are soon to progress with alternative payment models. 

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 
issues/events the DST should be aware of, etc.). 

 Our efforts on the inpatient side have been wonderful. More staff and physicians are aware of SSS and 
referrals are coming earlier in the hospital stay. A light touch model has been started where our Medical 
Social Worker or Registered Nurse visits briefly with families to introduced the concepts of palliative care 
and the services the consult team could offered.  Families have been very receptive.  One family reported 
feeling let down when they discharged, as our home based program was not up and running yet.  They were 
hoping the program could keep following her mother at mom on discharge.  
 

disease and kidney failure).   pre, study group 6.65 days. 

Reduce hospital 
admissions/readmissions 
and emergency 
department (ED) utilization 
for patients with cancer, 
cardiac disease, chronic 
obstructive pulmonary 
disease, and kidney failure.  

Visit data for ED and 
hospital visits. 

Nearing home visit launch 
(September 2017) and will 
track data with 6 month 
look back on patients.  
Integrating with transitions 
RN and Care Hub.  SSS 
team tracking 30 day 
readmit rate for consulted 
patients. 

Average 30 day readmit 
rate for GSRMC SSS 11.5% 
for 2017 (448 patients). 
2015 national average 
12.2% for palliative Care 
patients. 

Coordinate with Home 
Palliative Care Pilot to 
educate providers and 
patients on palliative care. 

Determined by pilot.   No progress to report.    No progress to report.  
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School/Neighborhood Navigator:  Benton County Health Department 
 

Summary:  
Address the social determinants of health by imbedding bilingual/bicultural school/neighborhood navigators into Title-I 
school communities serving the highest number of low-income, minority children in Benton County to facilitate linkages 
between families, schools, community resources, and the health care delivery system to improve community health 
outcomes.  
 

Progress Report: 
A. Quarterly progress: 

 
B. What has been successful? 

 The data analysis team at IHN-CCO compared the last two years of School Navigator touch report data with 
claims data for the same members to determine answers to the following questions: 

o Question 1: Was there an increase in the number of distinct IHN-CCO members touched from Year 1 
to Year 2? 

 Answer 1: The total number of distinct IHN-CCO members increased by 103 from Year 1 to 
Year 2. 

 

Goal Measure(s) Activities Results to Date 
Increase the number/ 
percent of children who 
receive well-child checks 
after SN referral to at least 
50% (OR by pre-referral 
data if available). 

Number and percent of 
children with 
touch/referral and with 
post-touch/referral claim 
data. 
 

School Navigators educate 
parents on the importance 
of Well Child Checks. 
 
School Navigators assist 
parents to make Well Child 
Check appointment with 
their pediatrician if 
needed. 

Total number of Well Child 
Check Information 
Touches: 

 30 touches in 
Quarter 2. 

 92 touches since 
July 2016. 

 
Total number of Well Child 
Check Scheduling Touches: 

 0 touches in 
Quarter 2. 

 50 touches since 
July 2016. 

Increase the number/ 
percent of children who 
receive vision appointment 
after SNN referral to at 
least 50% (OR by pre-
referral data if available). 

Number and percent of 
children with 
touch/referral and with 
post-touch/referral claim 
data. 
 

Although the School 
Navigators are always 
available to assist with 
vision referrals, the big 
push for vision referrals 
was completed in the first 
quarter, and the volume of 
referrals declined for 
Quarter 2. 

  
Total number of vision 
referrals: 

 36 referrals in Q2. 

 203 referrals since 
July 2016. 

 
  

Increase the number/ 
percent of children who 
saw their PCP after SNN 
referral to at least 50% (OR 
by pre-referral data if 
available). 

Number and percent of 
children with 
touch/referral and with 
post-touch/referral claim 
data. 
 

School Navigators continue 
to talk with parents about 
the importance of 
establishing care with their 
primary care provider, and 
keeping preventive care 
appointments for their 
children. 

  
Total number of PCP 
referrals: 

 16 referrals in Q2. 

 116 referrals since 
July 2016. 
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o Question 2:  Do more IHN-CCO members have a Primary Care Physician (PCP) visit and/or Preventive 
Vision Visit after receiving a School Navigator PCP, Well-Child Check, or Vision touch? 

 Answer 2a:  The total percentage of IHN-CCO members that visited their Primary Care 
Provider after the touch was 27% higher than the year before the touch.  

 Answer 2b: The total percentage of IHN-CCO members that had a Preventive Vision Visit 
after the touch was 23% higher than the year before the touch. 

 The data above show that having a school navigator work with a family increases the likelihood that a child 
will make – and keep – appointments with their PCP for regular visits and well-child checks, and they are 
more likely to make and keep vision appointments as well. 

 This is positive health outcome data that highlights the benefits to having a health navigator co-placed in a 
public school setting. 

C. What are the challenges and how are you addressing them? 

 The main challenge continues to be how to ensure sustainability for this model program. Corvallis School 
District continues to support ½ of program expenses for fiscal year 2017-2018, and BCHS has secured 
additional, non-DST grant funding (which is not sustainable) for the remainder of the costs. Program 
manager is looking at other counties and IHN-CCO to determine if there are other ways to pay for care 
coordination services by a Community Health Worker in the school setting. 

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 

 There have been no changes to the pilot goals and measures. 
E. Have there been any significant changes to your Pilot Budget? Explain. 

 There have been no changes to the pilot budget. 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 Please see response to C. 
G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 

issues/events the DST should be aware of, etc.). 

 Story from the Field - Lincoln Elementary School: Child who was referred to and ENT in February 2017 as a 
result of school screenings was finally able to complete a needed MRI in June 2017.  The School Navigator 
provided transportation to the first appointment for the MRI in April 2017, but child was too scared to 
complete the test. The Navigator worked closely with child’s primary care provider (PCP) to get anesthesia 
ordered so that they could attempt the MRI a second time. The PCP and Nurse sent the Navigator the 
information that the anesthesia was finally ordered and approved, and had her work with a Clinical 
Navigator to assist with scheduling the appointment. The School Navigator knows that the mother works 
late nights and rests during the day, so she offered to provide transportation to an early appointment and 
assisted with checking in the client. The School Navigator also requested an IHN interpreter ahead of time so 
the parent was able to get all the information needed in the appropriate language. The child was able to 
successfully complete the necessary tests. 

 Story from the Field - Linus Pauling Middle School:  Navigator received a referral from the school counselor 
regarding a student that needed urgent counseling services. The student is having a hard time transitioning 
from living with dad and now moving back with mom. Student is depressed and is having suicidal thoughts. 
Navigator assisted parent to apply for OHP and sent an urgent request. Navigator provided a list of local 
youth mental health providers, and connected family to community resources like Parks and Rec and 
Garfield's food pantry. Student is now scheduled for an in-take appointment at Trillium Family Services.  

 Story from the Field - Garfield Elementary School: This student was referred to School Navigator by school 
CARE team – Navigator had previously assisted grandmother in connecting student with Old Mill Center for 
counseling. Navigator also assisted grandmother in making sure OHP was renewed on time so that this 
would not interrupt counseling services. After a couple months, Navigator contacted grandma to check on 
status of counseling and found out that child had not been going to her appointments. Navigator then 
contacted Old Mill to make another appointment for child; however, Old Mill was at capacity and short of 
staff. Navigator asked for a list of other providers that took IHN-CCO/OHP, and then contacted several to 
check availability. Navigator was finally able to connect child to a therapist, and child has been in therapy 
and attending counseling sessions regularly for the last month. 
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School Navigator Pilot

Benton County Health Services

"Touch Data" 

July 2016 - June 2017

Primary 

Care Vision Dental

Health 

Ins

MH 

Counsel Clothes

Recreatio

nActivitie

s

Interp/ 

Trans

McKin 

Vento Other

inform schd SNAP WIC F/R Lunch Food    

Bank

Hot Meal Other HN did 

Transport

HN 

Arranged

Gas 

Voucher

Garfield 35 18 32 67 73 277 23 27 5 17 483 20 1 25 139 40 31 6 14 10 361 1704

Lincoln 39 24 38 54 161 369 9 18 1 26 55 1 4 12 238 221 22 99 1 38 480 1910

Linus-Pauling 18 8 46 82 48 299 27 43 0 57 106 0 12 51 261 104 14 25 8 30 362 16010

Primary 

Care Vision Dental

Health 

Ins

MH 

Counsel Clothes

Recreatio

nal 

Activities

Interp/ 

Trans

McKin 

Vento Other

inform schd

SNAP WIC F/R Lunch

Food    

Bank Hot Meal Other

HN did 

Transport

HN 

Arranged

Gas 

Voucher

All 

Schools 92 50 116 203 282 945 59 88 6 100 644 21 17 88 638 365 67 130 23 78 1203 5215

Total all 

schools

5215

2016-

2017 

Totals

Well Child Check Food Resources Transportation

Total 

Touches 

All Schools

Running 

Total per 

school

Well Child Check Food Resources Transportation Monthl

y Touch 

Data
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Sexual Assault Nurse Examiner: Albany General Hospital 
 

Summary:  
The aim of the proposed Sexual Assault Nurse Examiner (SANE) pilot is to improve access to care for victims of person crimes 
or abuse, more than half of which are IHN-CCO members. Currently, those that have experienced sexual assault report to a 
hospital Emergency Department (ED) where they will, more often than not, experience long wait times (up to 48 hours in 
some cases), be sent outside the area for care (typically Salem or Eugene), or choose to forego medical care and evidence 
collection all together.   

 

Progress Report: 
A. Quarterly progress: 

Goal Measure(s) Activities Results to Date 
Develop pathways within 
the Samaritan systems, 
through in-person 
education of Samaritan 
clinic and Emergency 
Department (ED) staff and 
physicians. 

Knowledge surveys. Survey sent out to 
providers and clinics.  
There were 10 responders. 
Education provided to:  
Sam Fit staff, Geary St. 
physicians, ongoing with 
emergency department 
staff. 

The percentage of 
respondents that were 
somewhat familiar with 
Sarah’s Place has 
decreased from 50% to 
30% and the number of 
people who were 
extremely familiar rose 
from 27% to 30%.    

Reduce wait times for 
sexual assault patients. 

SANE patient turnaround 
time. 

 Ongoing education with all 
law enforcement agencies 
regarding work flow and 
when to call hospital of 
impending patient 
continues. Law 
enforcement and the 
Center Against Rape and 
Domestic Violence (CARDV) 
continue to call ahead to 
alert the staff they have a 
patient to be seen at 
Sarah’s Place.   

When the patient arrives 
during times that Sarah’s 
Place is staffed the wait 
time is 5 minutes. Median 
wait time after hours is 40 
minutes if staff has not 
been notified or if the 
patient self-presents. This 
remains unchanged since 
last report.       

Mitigate additional patient 
trauma due to lengthy wait 
times and/or care provided 
by untrained staff. 

Patient experience Surveys. CARDV collects patient 
feedback.   

CARDV continues to report 
increased patient 
satisfaction as opposed to 
patients seen in emergency 
departments. Patients 
receive the care they are 
mandated to receive. The 
pilot has received thank 
you letters from patients 
after their appointment.   

Increase the percentage of 
sexual assault patients that 
seek/receive follow-up 
care. 

The number of assault 
patients scheduled for 
follow-up visits in the SANE 
department. 

Development of follow up 
care delivered at Sarah’s 
Place continues.   

The pilot is scheduled to 
begin follow up visits the 
end of July 2017.   

Improve throughput in 
Samaritan’s EDs by sending 
sexual assault patients to 
the SANE department and 

Length of stay for assault 
patients in the ED. 

All sexual assault patients 
are sent directly to Sarah’s 
Place. In addition, other 
patients of violence are 

From April 1, 2017 to June 
30, 2017, 23 sexual assault 
patients were seen in 
Sarah’s Place, thus 
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B. What has been successful? 

 Since community education has occurred, specifically in the local high schools, t four patients self-refer 
directly to Sarah’s Place, bypassing the emergency department.   

C. What are the challenges and how are you addressing them? 

 There is patients that self-report to Sarah’s Place (as listed above as a success), and if no one answers the 
door, leave the facility.  Fortunately, the 2 patients returned at a later time.  There is now a sign outside of 
the door advising them to report to registration where Sarah’s Place will be contacted.   

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 

 No changes at this time. 
E. Have there been any significant changes to your Pilot Budget? Explain. 

 No changes at this time. 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 Other grants have been identified and community partners who would like to support Sarah’s Place.  On 
average 4-5 hours of public education weekly can be completed.  Many of the groups have asked how they 
can support.  Samaritan Health Services continues to be committed to supporting Sarah’s Place.   

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 
issues/events the DST should be aware of, etc.). 

 Nothing to report at this time.   
 

freeing up ED beds. occasionally sent to Sarah’s 
Place following medical 
care to complete safety 
planning with CARDV, DHS, 
or law enforcement. 

decreasing the hours in the 
emergency department by 
92 hours. In addition, there 
were 9 patients suffering 
from other types of abuse 
and were seen in Sarah’s 
Place which decreased 
time in the emergency 
department by a total of 22 
hours.   
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The Warren Project: Nature Therapy 
 

Summary:  
Olalla Center for Children and Families, a mental and behavioral health provider, in collaboration with Community 
Services Consortium, is piloting The Warren Project: Nature Therapy, an outdoor-based therapeutic care model. This 
model integrates physical and mental health therapies with experiential learning in a natural setting and offers early 
intervention strategies for adolescents and families. The program will work through an equity lens and move towards 
overcoming health obstacles such as poverty and literacy, while utilizing culturally appropriate methods, bilingual and 
multi-cultural staff and partners with specialized training in family dynamics, adolescent and LGBTQ needs, all in a very 
rural and underserved county. 
 

Progress Report: 
A. Quarterly progress:  

Goal Measure(s) Activities Results to Date 

Serve 56 youth in the first 
year of program.  

Number of youth served by 
Warren Project. 
 

10 new clients 
18 Referrals 

21 clients served 
34 referrals 

Decrease client safety risk 
factors. 

Child & Adolescent Needs 
& Strengths 
Comprehensive (CANS) 
 

1st quarter youth 
reassessed: 

 3 improved 

 4 declined 

 1 neutral 

CANS done quarterly. 
These results represent 
youth taken in first quarter 
still in program. 

Improve client’s strengths. CANS  
 

1st quarter youth 
reassessed: 

 3 improved 

 4 declined 

 1 neutral 

 CANS done quarterly. 
These results represent 
youth taken in first quarter 
still in program.  

Improve client’s ability to 
function well in life 
domains. 
 

CANS 1st quarter youth 
reassessed: 

 3 improved 

 4 declined 

 1 neutral 

 CANS done quarterly. 
These results represent 
youth taken in first quarter 
still in program.  

Improvement in client’s 
connection with their 
culture. 
 

CANS  1st quarter youth 
reassessed: 

 2 improved 

 6 neutral 

 CANS done quarterly. 
These results represent 
youth taken in first quarter 
still in program.  

Decrease in client’s 
emotional/ behavioral 
needs. 
 

CANS 1st quarter youth 
reassessed: 

 4 improved 

 3 declined 

 1 neutral 

 CANS done quarterly. 
These results represent 
youth taken in first quarter 
still in program.  

Aggregate CANS scores of 
program participants will 
show a 75% improvement 
in all domains as compared 
to non-program 
participants. 
 

Aggregate CANS scores of 
clients and aggregate CANS 
scores of non-clients across 
the State of Oregon. 

Contact has been made 
with representatives of 
Department of Human 
Service Child Welfare at 
both local and state levels 
in effort to gain access to 
CANS database with no 
success. 

No progress to report. 

Work with Primary Care 
Providers to encourage the 

Number of referrals from 
PCPCH. 

1 PCPCH referral, which 
included survey. 

1 PCPCH referral, which 
included survey. 
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B. What has been successful? 

 There is dramatic improvement by most participants, as reported by themselves, their families and their 
schools.  

 Community involvement and support is great being in the first year. The mentoring program has weekly 
activities throughout the community for mentors and kids in collaboration with local businesses including; 
horseback riding (Seal Rock Stables), guided fat tire bikes on the beach (Bike of Newport), writing workshop 
(Carla Perry – Dancing Moon Press), trauma-informed yoga class (Harmony Yoga Center), sailing and 
kayaking lessons (Yaquina Bay Yachat Club) and more being worked out all the time.  

 Female client involvement is rapidly growing due to adding an all-girls group and a combined co-ed group. 
There are many female referrals but none want to be “the only girl”, so this adaptation is effective. 

 Mentor numbers are now greater than client numbers, which is in contrast to the first quarter. 

 The two lead clinicians are invited to the Outdoor Behavioral Health Council’s annual national conference, 
The Wilderness Therapy Symposium in Park City Utah, to do a three hour presentation on the treatment 
model they are developing and using.  

 Multiple organizations with large pieces of land are actively supporting the program using the land. The 
flexibility of an outdoor office really makes the program mobile, with fresh new venues available.  

 Many clients are being treated, who have previously faced barriers to treatment, due to the transportation 
to the program and clinicians going into the community to the clients. 

 In collaboration with Seal Rock Stables, equine therapy is now provided to some clients. 
C. What are the challenges and how are you addressing them? 

 Primary Care Physicians still seem to be unreachable, even after using their spouses who support the 
program. To address this, clients are even beginning to engage the PCPCH about the program and it’s 
benefits.  

 Clients have shown regression after the fixed group cycle (no ongoing group work), so group cycles have 
been open this quarter (entering and exiting group different for everyone), relying on assessment to decide 
when group activities are no longer warranted. Open cycles present different challenges in regards to group 
dynamics and cohesiveness. Instead of a fixed curriculum, the approach has adjusted to activities teaching 
the same skills based on client interest in the moment. 

 Providing transportation is a challenge in such a large, rural county. The focus has stayed on the Newport, 
Toledo and Siletz areas for pick up and drop off locations. The transport has really, really provided more 
access to treatment for so many of the clients. 

 Several clients are teens who have needed services for years and have extremely high needs, but they never 
got services due to many different factors. Their level of service need far exceeds what this program can 

utilization of a 
standardized health 
questionnaire such as the  
Patient Health 
Questionnaire (PHQ-9). 
 

Number of referrals using a 
standardized health 
questionnaire. 

There is far more 
engagement with the 
Registered Nurses working 
with the families and 
schools. 

Work with local community 
members to provide 
employment in the health 
field, exiting Temporary 
Asst. for Needy Families 
(TANF) and increasing their 
ability to maintain healthy 
homes and general 
wellness. 

2-4 low income 
participants will gain job 
skills as Qualified Mental 
Health Assoc. (QMHAs). 
 

1 dropped during 
processing. 
 
1 deemed ineligible due to 
conflict of interest. 
 
2 in screening process. 
 
2 community members 
hired (see challenges 
section). 

1 dropped during 
processing. 
 
1 deemed ineligible due to 
conflict of interest. 
 
2 in screening process. 
 
2 community members 
hired (see challenges 
section). 
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provide. Due to The Olalla Center’s history and experience in working with such high risk youth, combined 
with the terrible lack of services for teens in Lincoln County, our clinicians have spent many hours of 
intensive coordination and collaboration with families and service providers to help get these youth the 
services they need. For example, one youth has gone from juvenile detention to a DHS Residential Program 
(St. Mary’s) after assessing and coordinating services. One is an extremely dangerous youth with conduct 
disorder, who is awaiting residential services and whose family is receiving support and case coordination. A 
third, who lost their foster placement and was sent to a BRS placement out of county, is receiving support 
by their clinician advocating in court and making sure the child is brought back to the community, which has 
been successful. None of these three can be in groups or have mentors due to risk, but they receive much 
needed services, which are otherwise unavailable at that quality and efficiency.  

 Assessment is challenging due to the CANS limited scope (typically last 30 days).  Assessments are also 
negatively skewed due to some youth being in need of residential level care, which is a level of need the 
program is not designed to meet. As stated above, the youth and families are assisted in getting the services 
they need and are provided support in the meantime, which is often family therapy, individual therapy and 
case management. It may be beneficial to measuring program effectiveness to exclude CANS scores for 
those who initially assess as having needs that exceed the program design, though those families still get the 
support needed to access necessary resources.  

 Getting someone employed as they exit Temporary Assistance for Needy Families (TANF) is challenging. The 
program is working with DHS and CSC and a new hire to recruit TANF work experience assisters for the 
program. So far, one dropped while pending and one a parent of a child in an Olalla program, making them 
ineligible. Others are in the screening process. This has proved to be a challenging population to reach and 
serve. Two community members have been recruited to fill this need in the meantime: a college student 
completing a Bachelor’s Degree and entering a Master’s program in the fall, 2017; a disabled community 
member training into the QMHA/P career field. 

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 

 The CANS is still the measurement of overall effectiveness of the program, though it is more limited than 
anticipated. The addition of the Outcome Rating Scale and Session Rating Scale from Feedback Informed 
Treatment add much needed insight the CANS cannot. A model-specific scale has been developed called 
Attributes of Connection Scale. Data is being collected in all these methods. 

E. Have there been any significant changes to your Pilot Budget? Explain. 

 None 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 The partnership with Oregon Coast Community Forest Association (30 acres) has provided a permanent 
“base of operations” with local builders donating time and materials to provide needed structures for the 
program. 

 A partnership with Seal Rock Stables (150 acres) provides an alternative daily use site and a location from 
which to provide equine therapy. 

 The large amount of community support and awareness for the mentoring program provides an actual 
product for fund raisers, which will be combined with grants to sustain the mentoring part of the program. 

 Billable service hours cover roughly 75% of the clinician’s hours ($1540 per week) at this point. 
G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 

issues/events the DST should be aware of, etc.). 

 Newport Rotary is supporting the program by writing grants and considering it for their annual community 
service project. Members are supporting in various ways, including mentoring, trail building, building 
structures and more. 

 Some of the youth have shown dramatic transformation. One with major depression, suicidal and homicidal 
ideation, and challenges related to obesity has hiked up and down very steep “cliffs”, as they call it, and 
become part of a caring, supportive group. When this kid came in, they reported having no friends or self-
worth. Now, their mentor takes them into the community and introduces them to new people and 
experiences. This child’s life and has transformed rather quickly. Another youth with an unbelievable trauma 
history and long reputation for anger, aggression, bullying and refusal of services, is in a leadership role and 
supporting the other, more vulnerable peers. This child is also actively looking to transform their image and 
has a realistic concept of what that takes and how long. The same child had school referrals drop from ten a 
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month, on average, to zero the last two months of school. Both of these kids have slipped through the giant 
cracks in the system here in Lincoln County prior to this program. 

 The two lead clinicians are invited to the Outdoor Behavioral Health Council’s annual national conference, 
The Wilderness Therapy Symposium in Park City Utah, to do a three-hour presentation on the treatment 
model they are developing and using.  

 Healthcare providers understand that the mental healthcare system in Lincoln County is completely 
overwhelmed. The quality of services being provided by this program, including those going to families with 
children having extremely high needs beyond the program’s design, is very gratifying in such a rural location. 
Family feedback has been very positive.   
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Youth & Children Respite Care: Morrison Child & Family Services 
 

Summary:  
Morrison Child and Family Services proposes to provide planned and crisis respite services in Linn, Lincoln, and Benton 
Counties to the target population of IHN-CCO member children (ages 3 to 17) identified as needing stabilization through 
Planned and Crisis Respite Services. This pilot project aims to expand upon our existing respite services in Multnomah, 
Clackamas, and Washington Counties to address the need for respite providers in Linn, Lincoln, and Benton Counties. 
The overall project aim is to stabilize families at risk of disruption, which we intend to meet by recruiting 15 new respite 
provider families and of those recruited families, successfully certifying at least 10 providers by the end of the funding 
period. 
 

Progress Report: 
A. Quarterly progress: 

Goal Measure(s) Activities Results to Date 
Recruit 15 new families to 
provide respite by 
December 2017.  

The 15 new families will be 
counted and their 
information entered into 
Evolv, our electronic health 
record.  

Continued to run Craigslist 
ads, and broaden outreach 
to Benton and Lincoln 
Counties. 
 
Held an April 2017 Foster 
Parent Training. 
 
5 families signed up for 
June 2017 Foster Parent 
Training, June 6, 2017. 
 
Researched recruitment 
activities. 
 
Prepared recruitment 
booth materials for June 3, 
2017 Farmers Market. 
 
Coordinated and scheduled 
a June 15, 2017 Non-
Violent Crisis Intervention 
Trainings for 
Applicants/Foster Parents. 
 
Initiated skype trainings for 
June Foster Parent Cohort 
Training (met with IT, got 
equipment, tested). 

3 Foster/Respite Homes 
Certified (1 home in May 
2017and 2 homes in June 
2017). 
 
Staffed a Recruitment 
Booth at Farmers Market 
(Albany) June 3, 2017. 
 

Certify 10 new families by 
December 2017. 

The 10 new families will be 
counted, recorded, and 
enrolled in certification.  

Conducted home visits for 
families going through 
certification, safety walk 
through preparations, 
personal history 
questionnaire, home study 
process. 
 
Research and developing 

3 Foster/Respite Homes 
Certified (1 home in May 
2017 and 2 homes in June 
2017). 
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on-going Foster Parent 
Training schedule/options 
to maintain certification. 

Develop authorization, and 
billing system to 
coordinate referrals with 
IHN-CCO. 

System is established & 
accepted by all parties; 
tracked on program 
spreadsheet. 

Respite team collaborated 
with IHN-CCO staff on 
proper authorization 
process. 
 
Continue to strengthen the 
authorization process to 
improve productivity. 

Successfully submitted 
Prior authorization 
Requests and Respite 
Authorization Approvals 
for one unique IHN-CCO 
member May 2017 and 
June 2017. 

Orientation of respite 
services to clients and their 
caregivers  

Each client that has 
completed intake will 
receive an orientation to 
respite services. 

Orientation/Intake was 
provided to Linn County 
Wrap Facilitator with Linn 
County Department of 
Human Services (DHS) 
caseworker upon received 
respite referral of IHN-CCO 
member. 

Legal guardian Linn County 
DHS caseworker received 
orientation to respite 
services in May 2017. 
  

Respite providers are 
representative of 
population/culturally 
competent. 

Compare demographic 
data of the geographic area 
with voluntary identifying 
information collected 
during 
recruitment/certification. 
Client/respite provider 
satisfaction surveys. 

Continue to collect 
demographic data 
including culturally 
competence of interested 
foster parents as part of 
recruitment. 
 

Collected/recorded 
demographic data 
including culturally 
competence of 3 Mid 
Valley Morrison certified 
foster parents. 

Provide respite services to 
IHN-CCO members to 
stabilize families. 

Number of respite nights 
provided and 
client/caregiver 
satisfaction. 

Linn County Wrap  
Facilitator with Linn County 
DHS referred a shared IHN-
CCO/client for respite 
services. 

 

Served 18 nights of respite 
in May. 
 
Served 15 nights of respite 
in June. 
 
Served one unique client 
for both May 2017 and 
June 2017. 

Continue to develop 
working relationship with 
Albany Department of 
Human Services (DHS) on 
occupancy and shared 
resources. 

Measure number of 
community partners and 
resources provided. 
Outcomes will be 
measured by enhancing 
resource network. 

Scheduled meetings for 
July 2017 with local mental 
health and wrap around 
partners in Lincoln, Linn 
and Benton Counties to 
provide program outreach 
and explain service delivery 
and referral process. 
 

Conversations in May 2017 
and June 2017 with Linn 
County Wrap and Albany 
Department of Human 
Service caseworker to 
clarify referral/intake 
process. 

Create sustainable and 
supported satellite office. 

Cost, staff satisfaction and 
ability to complete tasks. 
 
Include estimate of costs 
savings from youth not 
going into a higher level of 
care. 

Developing authorization 
with IHN-CCO. 
 
A referral process with 
referring partners such as 
Wraparound, Department 
of Human Services, 
Outpatient/Mental Health 

Served total of 33 respite 
nights. 
 
Supported Mid Valley 
Foster Parent/Respite 
Provider (i.e., respite notes 
and med log/transfers, 
supervision expectation, 
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B. What has been successful? 

 Morrison certified 3 foster parents to provide respite care; providing 4 respite beds.  

 Certification process continues for an additional 5 more foster parents/respite homes that are moving 
toward foster parent certification. 

 Morrison had a strong June 2017 foster parent certification.  

 Coordinated respite authorization approval in May 2017 and June 2017.  

 Confirmed and placed IHN-CCO member on respite in May 2017 and June 2017 servicing one unique 
member/client. Totaling 33 respite nights (May 18, 2017 nights and June 15, 2017 nights)  

C. What are the challenges and how are you addressing them? 

 One challenge is coordination between Mid Valley staff and Portland staff to ensure replication of the 
already existing respite program. To address this challenge we continue to provide training to our Mid Valley 
staff, and have scheduled time in Mid Valley to support and train. Another challenge is obtaining mental 
health respite referrals. In June 2017 referral meetings were scheduled with Linn County Wrap Team, Old 
Mills Day Treatment, Trillium, and Lincoln County Wrap Team to describe the Planned and Crisis Respite 
Program referral and intake process.  

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 

 The DST grant was awarded in October 2017 instead of July 2017; the pilot is wondering if the outcomes for 
the recruitment and certification (the first two outcomes) of applicant/foster homes outcome timeframe 
can be changed to April 2018. 

E. Have there been any significant changes to your Pilot Budget? Explain. 

 None 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 Morrison now has 3 certified respite homes (4 respite beds) in the Mid Valley region. 

 In May 2017 the respite program obtained respite authorization approval from IHN-CCO to invoice for 33 
respite night. 

G. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 
issues/events the DST should be aware of, etc.). 

 The DST grant was awarded in October 2017 instead of July 2017; we are wondering if the outcomes for the 
recruitment and certification (the first two outcomes) of applicant/foster homes outcome timeframe can be 
changed to April 2018. 

Therapist.   
 
Posted case manager 
position, screening 
applications, schedule and 
conducted two 1st & 2nd 
round interviews.  
 
Coordination with 
Department of Human 
Services/Wrap Around 
Facilitator program 
parameters and structure. 
 
Coordination with IHN-CCO 
regarding respite 
authorization 
submittal/approval. 
 
Scheduled first PCRC 
Support meeting 6/6/17. 

after hours on-call 
support). 
 
Held June 2017 Foster 
Parent Support Meeting. 
 
Foster Care 
Coordinator/Certifier 
(respite staff) completed 
April 2017 training 
schedule for required 
agency and foster care 
trainings. 
 
One respite staff (Foster 
Care Coordinator/Certifier) 
settled in Albany office, 
(such as ordered supplies, 
orientation and  training on 
job duties). 
 

Increase stability of foster 
families. 

Developed by pilot. Confirmed first respite 
placement in Linn County 

 No progress to report.  

62 of 62


	Cover Page
	Table of Contents
	Introduction: New Layout and Navigation Options
	Section I: IHN-CCO Transformation Pilot Descriptions
	2017_Q2_Pilot Summaries_All

	Section II: Individual IHN-CCO Transformation Pilot Reports
	2017_Q2_BSS
	2017_Q2_CTSG
	2017_Q2_CHWL
	2017_Q2_EDCT
	2017_Q2_EHCC
	2017_Q2_FSP
	2017_Q2_HHPI
	2017_Q2_HPC
	2017_Q2_IPRP
	2017_Q2_PMP
	2017_Q2_PPC
	2017_Q2_PWI
	2017_Q2_PDBC
	2017_Q2_SPC
	2017_Q2_SNN
	2017_Q2_SANE
	2017_Q2_WPNT
	2017_Q2_YCRC



