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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:   

• Pilot description 
• Location and Site(s) where the pilot is occurring 
• 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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 IHN-CCO Transformation Pilots 

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.   

            

The CHIP areas addressed by each pilot are shown by the icons. The small numbers below the icons reflect 

the Outcomes and Indicators Concepts outlined in the CHIP Addendum—January 2016.  
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 IHN-CCO Transformation Pilots 

BH3   A3   

    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. 
 

CHANCE 2nd Chance 
Date range: July 2017—June 2018 
Location: Linn County  
Site: Communities Helping Addicts Negotiate Change Effectively (CHANCE) 
 
This pilot provides a system of support for peers, people challenged with mental health 
conditions, and addiction recovery. The pilot is focused on Emergency Housing Assistance, 
Transitional Housing Support, Transportation Support, entering into the community, and 
education around quality health, health care, and navigation.  
 
Health Outcomes:  

 Increase employment rates 
 Increase access to necessary support networks 
 Increase permanent housing for addicts 

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

     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. 

5 of 67



IHN-CCO Transformation Pilots 

A  CD  

Community Paramedic 2 
Date range: January 2016—June 2018 
Locations: Linn County  
Sites: Albany Fire Department  

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

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

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

  BH2             CD2  A  CH 

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

This pilot uses Coordinated Specialty Care Teams (CSCTs) 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 

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,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.  

CH1  

Improving Infant and Child Health in Lincoln County 
Date range: July 2017—June 2018 
Location: Lincoln County 
Site: Lincoln County Health and Human Services 
 
This pilot supports families and supports healthy growth and development with babies 0-4. The 
pilot works to enroll families in the Parents as Teachers (PAT) program to provide skills around 
communication and child development, and provides links to resources.  
 
Health Outcomes:  

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

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

A2    BH1 

A  MH1  

A  CD  

Oral Health Equity in Vulnerable Populations 
Date range: August 2017—July 2018 
Location: Benton and Linn Counties 
Sites: Boys & Girls Club of Albany and the Community Health Centers of Benton and Linn Counties 

This pilot offers bilingual oral health education in community based settings such as senior centers 
and schools. The pilot aims to support connections of organizations to improve oral health.  

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

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

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 opioid 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.  

Pharmacist Prescribing Contraception 
Date range: June 2016—May 2018 
Locations: Benton, Lincoln, and Linn Counties  
Sites: Samaritan Retail Pharmacies in Benton, Lincoln, and Linn Counties 

This pilot provides hormonal birth control to women in the pharmacy. Women can receive 
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 

A   CD   

 

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   

SHS 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.   

Social Determinant of Health Screening with a Veggie Rx Intervention 
Date range: July 2017—June 2018 
Location: Benton and Linn Counties 
Sites: Community Health Centers of Benton and Linn Counties 
 
This pilot increases food screening in the Patient-Centered Primary Care Home. The pilot partners 
with local food agencies and programs, working to provide resources to those with food security 
needs.  
 
Health Outcomes:  

 Increase the availability of fresh fruits and vegetables  
      to meet daily needs of individuals and families 
 Create and improve referral pathways for food security screening and interventions 
 Increase the number of IHN-CCO members screened for food security  

 
Sustainability: If successful, the Community Health Centers of Benton and Linn Counties will 
continue to provide food insecurity services. 
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 IHN-CCO Transformation Pilots 

    A       BH1,BH3     CH4            

A2   

Traditional Health Worker Hub 
Date range: July 2017—June 2018 
Location: Benton County (impacting Benton, Linn, and Lincoln Counties) 
Site: Benton County Health Services  
 
This pilot creates a Traditional Health Worker (THW) Training Hub in Benton County to train and 
supervise THWs. The pilot provides training and education in the issues, barriers, solutions, and 
strategies that best fit the needs of the community and their work in primary care.   
 
Health Outcomes:  

 Workforce will better represent the local population  
 20 THWs will have completed certification and be eligible to enroll in the Oregon Health 

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

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.  
  

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.  
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Breastfeeding Support Services 
 
Summary:  
Linn County 2015 Women Infants and Children (WIC) data show that although 92% of WIC moms start breastfeeding, 
only 38% exclusively breastfeed for six months. This pilot seeks to reduce the barriers new mothers have in being able to 
successfully breastfeed their children through the placement of a Spanish speaking International Board Certified 
Lactation Consultant (IBCLC) in the Samaritan Mid-Valley Pediatric office in Lebanon and by expanding breastfeeding 
support services in Linn County WIC clinics. By the placement of a Lactation Consultant in the clinic setting, evaluation 
and consultation to the mother and baby can be provided in coordination with the other medical services delivered by 
primary care staff. An IBCLC's contribution to the care of the new breastfeeding family can meet the American Academy 
of Pediatrics recommendation that breastfed babies be seen within three to five days of birth. 
 
Progress Report: 
A. Quarterly progress: 

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

Use of infant formula in 
first one to six days of life. 

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

See attached data sheet. 

Maintain exclusive 
breastfeeding. 

Use of infant formula at 
two 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 IBCLC for lactation 
counseling. 

Number of referrals made 
to IBCLC by Primary Care 
Provider (PCP). 

Pediatricians are referring 
their patients to the IBCLC 
regularly.  
 
IBCLC is charting in Epic for 
every client she sees as 
well as emailing the PCP; 
thus sharing outcomes of 
the lactation appointments 
and the plan of care.  
 
She also emails the 
providers each morning 
she comes to the clinic to 
remind them that she is 
there and let them know 
what appointment 
availability she has. 

There were four referrals 
made to the IBCLC from 
the Mid Valley Pediatric 
providers or hospital staff 
between 07/01/17 and 
09/30/17. 
 
 

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 this quarter:  
• July 2017: 13  
• August 2017: 15  
• September 2017: 16 
• TOTAL: 44 clients.  
This is a 40% decrease 
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B. What has been successful? 

• Successful appointments and lactation consultations with moms and babies. 
• All family members currently on WIC can receive WIC services when mom comes to clinic for a lactation 

consultation. 
• A monthly breastfeeding support group (“Breastfeeding Circle”) began in June 2017 and continues to be 

facilitated by the two IBCLCs. Numbers of mothers reached have increased from two at the first meeting to 
more than five at the most recent ones. 

• One IBCLC taught a six-hour breastfeeding class on September 19, 2017 for 18 participants from Linn, 
Benton, and Lincoln counties. Most were public health nurses but a few were from other organizations in 
the area that support breastfeeding families, including Old Mill Center. Feedback from the participants was 
positive saying, the information and discussion was helpful and that they would like to have another class to 
build on this one in the future. 

C. What are the challenges and how are you addressing them? 
• The WIC coordinator and lead on this pilot has left her position for a job with another organization. This has 

left the two IBCLCs responsible for WIC-coordinator tasks, although the WIC coordinator had been very 
helpful and supportive to make sure they knew how to proceed. 

• Due to staff changes at the Samaritan Mid Valley Pediatric Clinic, there is no longer an exam room for the 
IBCLC to use. Now she is usually in a triage room; which is very small especially when clients come with 
additional family members.  

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

• Summer vacations have decreased the number of appointments available at the pediatric clinic. One IBCLC 
filled in at the Samaritan clinic at least one day a week while the other was away but had not kept data on 
how many mothers were seen while she was in the clinic, so our data is missing those numbers. 

 from the last quarter*. 
 
An additional five non-IHN-
CCO clients were seen for 
consultation.  
 
(*Please note, IBCLC was 
on vacation for four weeks 
during July and August of 
2017. This accounts for 
quite a bit of the decrease 
from the last report.) 

Achieve PCP satisfaction 
with lactation support 
services in Samaritan Mid 
Valley Pediatrics clinic. 

PCP feedback on lactation 
support services. 

IBCLC continues to send a 
staff message in Epic to the 
client’s PCP after seeing 
each client. 

The PCPs often respond to 
the messages with a brief 
comment, question, or a 
“thank you.” 

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 participated in 
ongoing stakeholders 
meetings to work on 
details of how licensure 
will be implemented 
beginning January 1, 2018. 

Oregon House Bill 2503, 
which allows the Health 
Licensing Office to issue 
lactation consultant 
licenses to qualified 
applicants, passed in June 
2017.  
 
Organizational meetings 
continue to plan systems 
and details for licensure 
process. 
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D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 
• A decrease in clients served this quarter was likely due to vacations. 

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 indicates that they are interested in retaining this service 

at their clinic. A meeting with providers, which was originally scheduled for September 2017, will be 
postponed to October or November 2017 in hopes that a new WIC coordinator will be in position and be 
present for the discussion.  

• Licensure of lactation consultants will be a strong factor of sustainability as this pilot continues to work 
toward insurance reimbursement options for IBCLC consultations. 

• One IBCLC has begun conversations with WIC staff at the state level to discuss how this position may be able 
to continue as a WIC position with billing for services being done by the Public Health Department. 

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. 

ATTACHMENT 

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

Newborn Feeding Method: 
Infant Birth Month  Newborn Feeding Method 
July 2017 24 breastfeeding (69%). 

8 mixed feeding (23%). 
3 formula feeding (8%). 

August 2017 34 breastfeeding (72%). 
8 mixed feeding (17%). 
5 formula feeding (11%). 

July and August 2017  71% breastfeeding. 
19% mixed feeding. 
10% formula feeding. 

 
Two-Month-Old Feeding Method: 
Infant Birth Month  2-Month Feeding Method 
 May 2017 14 breastfeeding (47 %). 

6 mixed feeding (20%). 
 10 formula feeding (33%). 

 June 2017 16 breastfeeding (50%). 
7 mixed feeding (22%). 
9 formula feeding (28%). 
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CHANCE 2nd Chance 
 
Summary:  
Communities Helping Addicts Negotiate Change Effectively (CHANCE) is working to set in place a system of support for 
our peers. The program focuses on meeting daily needs, reducing health disparities, and increasing health engagement. 
The focus is on five primary areas; emergency housing assistance, transitional housing support, transportation support, 
reintegration into the community, and education around quality health, health care, and navigation. Goals include 
increasing permanent housing, employment, education, and other necessary support networks for those with the 
challenges associated with mental health and addiction recovery. 
 
Progress Report: 
A. Quarterly progress:  

  

Goal Measure(s) Activities Results to Date 
Document all IHN-CCO 
members served by 
the pilot. 

IHN-CCO 
members served 
by the pilot. 

The pilot only offered this 
support to peers who have 
IHN-CCO. 

All participants to date who received 
support have IHN-CCO. 

Provide emergency 
housing support for 
families and 
individuals. 

Number of 
people applying 
for emergency 
assistance. 
 
Number of 
individuals 
requesting and 
provided housing 
support. 

Provided one-month rent 
support to help people stay 
in their home.  
 
Must engage in services to 
improve overall health.  

Provided five individuals to date, 
(10/01/17), with one-month rent 
support. Four have followed up with 
after-support appointment.  

Provide case-managed 
housing assistance. 

Number of 
people housed in 
program. 
 
Number of 
individuals 
provided housing 
assistance. 

This ties into to the above 
metric.  
 
All support is case 
managed.  

There have been five people so far.  
 
This pilot has seen some flaws in the 
process and is looking at ways to reduce 
people trying to “get a handout”. 
Creating stricter guidelines.  

Provide transitional 
housing for hard-to-
house individuals, not 
limited to people in 
drug and alcohol 
treatment programs. 

Number of 
individuals 
provided housing 
assistance. 

Have been building 
relationships with local 
landlords to create a pool 
of properties.  

Reached out to landlords.  
 
Working on a relationship to provide 
sex-offender housing.  

Provide emergency 
transportation 
services. 

Number of 
emergency 
transportation 
requests. 

Offering bus passes on 
Albany Transit and Linn-
Benton Loop 

Purchased:  
• Albany Transit; 10 adult coupon 

books and 10 senior and disabled 
coupon books. 

• Linn-Benton Loop; 20 adult 
coupon books and 5 senior and 
disabled coupon books. 

Provide support for 
reintegration back into 
the community. 

Number of birth 
certificates and 
identifications (IDs) 
provided. 

Provided birth certificates 
and ID for gainful 
employment.  

Provided one birth certificate and three 
Oregon IDs.  
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B. What has been successful? 

• The support from the community has been very positive. The ability to help people in Albany, Lebanon, and 
Corvallis has been a huge asset. People would have lost housing without this program.  

C. What are the challenges and how are you addressing them? 
• A few people are not following through on obligations. People have not been honest about the need or the 

why and so the pilot is revisiting requirements for the request to receive help.  
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. 

• The lease of the passenger van requires a two-year lease. This pilot ends before the lease would end. 
CHANCE is looking at other funds and support that would allow leasing the van and sustaining the lease after 
this pilot ends.  

F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  
• Nothing to report at this time.  

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.  
 

  

Provide employment 
support. 

Clothing 
vouchers 
provided and 
resumes 
completed. 

Helped create resumes and 
provided employment 
support.  
 
Provided gift cards for 
clothing.  

Assisted with 18 resumes and 
employment searches.  
 
Gift Cards: No progress to report yet. 

Provide education 
around budgeting, 
food preparation, 
grocery shopping, and 
healthy living. 

Number of 
participants 
engaged in 
groups. 

Provided a budget 
template and support 
around “adulting”.  
 
Building a program around 
healthy living and food box.  

Budgeting has been a standard priority 
for all participants. The budget timeline 
needs to be adjusted. Some people have 
yet to follow up with their obligations.  

Provide education 
around finding a 
Primary Care Provider 
(PCP), living with 
chronic issues, & using 
IHN-CCO wisely. 

Members 
assigned to PCP. 

Worked with individuals to 
connect with a PCP. 
 
Provided “Food Box 101”. 
 
Attended Living-Well 
Workshop.  

Staff has attended a “train the trainer” 
Living-Well Workshop. This has been 
Implemented into the pilot’s standard 
daily Peer Support.  
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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 two CHWs. Completion of state-

approved training program. 
Just hired the second full-
time CHW to replace the 
one who has left. She has 
started training. 

Obstetrics/Gynecology 
(OB/GYN) CHW is trained 
and certified. In the 
process of training the 
second CHW and getting 
her enrolled into a 
certification program.  

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 this pilot 
continues to work on. It is 
a ‘living list’ that continues 
to grow and change as 
needed. 

Going well.  

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

Signed MOUs. There is an MOU pending 
with Beachtown Charities, 
the Oregon Coast 
Community College, and 
still working on more. 

There has been a lot of 
interest of various parties 
coming to the table. 

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. 

The results from OB/GYN 
are wonderful; there has 
been a lot of positive 
feedback from providers 
and staff. This pilot will 
report next time on the 
impact that the second 
CHW has had at the 
primary care clinics. 

Work in progress. 

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

Documentation of referral-
tracking system including 
forms and workflow. 

This is going well between 
Epic and various lines of 
communication.   

Work in progress, going 
well. 

Establish electronic-
recording system based on 
the Oregon Health 
Authority’s Touch Report 
to track CHW touches. 

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

Going well for OB/GYN, 
which uses this report and 
it is helpful. This pilot will 
begin to use it now at the 
other two clinics.  

Going well.  
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B. What has been successful? 

• This pilot has been very successful with the community and providers are being accepting and are very 
onboard with this pilot and program. Have had great success connecting out in the community, giving items 
to patients, and helping them be successful.  

C. What are the challenges and how are you addressing them? 
• Time seems to be the biggest challenge right now. Feel like a lot was done in this pilot’s short lifespan; 

however, creating MOUs seems to take a much longer time to put into place officially than to only have a 
verbal agreement/email agreement and seeing major results in a short span of time is also a challenge.  

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 
• The pilot has lost the data miner although this Full-Time Equivalent (FTE) was not written into the pilot (no 

FTEs were written into the pilot). This is not a position the pilot has been able to refill at this time so the 
CHWs will be asked to complete these tasks.  

E. Have there been any significant changes to your Pilot Budget? Explain. 
• Do not believe so.  

F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  
• This pilot now has two CHWs hired; one of them is certified and has shown an impact in both patient volume 

and provider burn out.  
  

Determine patients’ actual 
health scores. 

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

Work in progress. This pilot 
did hire a person to ‘data 
mine’ but they have left 
that position and this pilot 
has been unable to refill it. 
That took progress back a 
step but this pilot is still 
focused on it and it’s a 
work in progress.  

This pilot does not 
currently have a score that 
feels comfortable 
presenting on our patients 
but it is getting closer and 
continues to work with 
metrics and health-
maintenance topics are 
being cleaned up.  

Increase providers’ 
productivity. 

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

Have seen this increase by 
about a one-patient 
average so far in OB/GYN. 
This will continue to 
improve.  

Work in progress.  

Join Traditional Health 
Worker workgroup. 

Ongoing meeting 
attendance. Attendance 
reported in quarterly 
report. 

Ongoing but have been 
calling in to these meetings 
when invited. Occasionally 
the pilot contacts get left 
off the invite.  

Work in progress. 

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

Ongoing discussion. 
Findings reported in 
quarterly report.  

This is going well; the CHW 
in OB/GYN has connected 
with numerous other 
CHWs or THWs from her 
training and this pilot is 
changing or adding things 
based on that feedback as 
well.   

Ongoing but going well.  

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

Ongoing discussion. 
Findings reported in 
quarterly report. 

Ongoing; have not talked 
much between last quarter 
and this quarter. Have put 
this on both CHWs radar 
for this quarter.  

Ongoing.  
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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 OB/GYN has partnered with Clara’s Closet, which gives baby boxes to parents who may not otherwise 
have anything for their newborn. The response seen from these mothers is very heartwarming. Most of 
these patients did not even have a crib for their infants so they have received pack-n-plays and other 
supplies to make their transition successful.  
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Community Paramedic 2 
 
Summary:  
Community Paramedicine is a model of community-based healthcare in which paramedics function outside their 
customary emergency-response and transport roles in ways that facilitate more appropriate use of emergency-care 
resources and enhance access to primary care for medically underserved populations. Development of the referral 
system and Alternative Payment Methodologies (APM) is underway with Samaritan Health Services (SHS) and IHN-CCO 
to ensure long-term sustainability. 
 
Progress Report: 
A. Quarterly progress:  

Goal Measure(s) Activities Results to Date 
Establish sustainable APM. Within 12-month project 

period. 
Working with SHS to 
establish APM for the 
referral of heart failure and 
sepsis patients. 

Have had multiple 
meetings with SHS. 
Anticipate receiving a 
proposal from them on 
October 26, 2017. 

Establish referral criteria 
and process with 
healthcare providers that 
also targets IHN-CCO 
members. 

To be completed within the 
first six months. 

Drafting protocols and 
referral process with SHS 
to provide post-discharge 
care with heart failure and 
sepsis patients.  

Will finalize protocol and 
referral process at the next 
meeting; expected in 
November 2017. 

Establish patient status 
communication system 
between healthcare 
providers and Community 
Paramedic pilot. 

To be completed within the 
first six months. 

Developed service 
agreements with IHN-CCO 
Care Team Link.  
 
Next step is for the two 
agencies’ Information 
Technology departments 
to share information. 

Service agreements have 
been signed. 

Promote program with 
private healthcare and 
social service providers. 

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

Presentations were made 
to senior-living facilities. 

Five facilities with 
approximately 145 
members. 

Reduce number of 
ambulance transports to 
the Emergency 
Department (ED) of IHN-
CCO members. 

Count number of referrals 
to alternate care that 
otherwise would have 
been ambulance transports 
of IHN-CCO members to an 
ED. (Referrals will be 
considered avoidance of 
ambulance transport to an 
ED). 

Received referrals for 59 
IHN-CCO members. 

Referred 59 IHN-CCO 
members to alternate care. 

Identify/track issues that 
cause IHN-CCO members 
to call 9-1-1 and develop 
resolutions to reduce the 
most common issues. 

Determine why IHN-CCO 
patients are accessing 9-1-
1, quantify total number of 
patients, and focus on 
common solutions to 
reduce continued 
reoccurrence. 

Falls, traumatic brain injury 
(TBI), and dementia were 
the primary causes for IHN-
CCO members to call 9-1-1.  

Provided medical bracelets 
for TBI patients, installed 
fall prevention devices in 
patients’ homes to reduce 
falls, and conducted 
medication reconciliation 
and evaluating/updating 
in-home care for dementia. 
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B. What has been successful? 

• Developed supportive workgroups with SHS and Care Team Link to establish cooperative process for referral 
of specific patients.  

• Increased ability for Community Paramedic communication with primary care physicians through Epic.  
• Reduction of 9-1-1 calls from patients in the program.  

C. What are the challenges and how are you addressing them? 
• Administrative communications with SHS has not progressed as it relates to patient referral into the 

program from primary care physicians. With more tracking occurring on the referral of heart failure and 
sepsis patients, this will be used later. 

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

E. Have there been any significant changes to your Pilot Budget? Explain. 
• Yes, the first year required funds to lease a vehicle and program-setup costs that are not required this year. 

F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  
• Working with SHS to establish APM for referral of heart failure and sepsis patients. 

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.). 

• One client that was a frequent 9-1-1 user is considered a recent success story of the Community Paramedic 
Program. He is a young veteran suffering from homelessness, cirrhosis of the liver, Post-Traumatic Stress 
Disorder (PTSD), and kidney problems. He served our country and found himself in a place of hopelessness 
and failing health. He was referred to the program through Albany Fire Department while in the hospital. 
The Community Paramedic met with the Hospital-to-Home Team and contacted Linn County Veteran’s office 
to establish a plan to register him for Veterans Affairs (VA) benefits, housing, residential treatment for 
alcoholism, and MH services. He agreed that the need for change in his life was necessary. This client was 
checked on multiple times a week to make sure he was following up with the necessary resources. He is now 
doing well and working on his recovery. 

  

Reduce ambulance 
transports of IHN-CCO 
Mental Health (MH) 
patients to ED by referring 
these patients to MH 
providers. 

Increase number of 
referrals from Community 
Paramedic pilot to MH 
providers. 

Contact is made on all 
referrals into the program 
to see if they are working 
with a MH provider. 

There were 33 referrals to 
MH providers. 

Track all IHN-CCO members 
touched by the pilot. 

Count of IHN-CCO 
members touched. 

53 53 

Provide in-home 
evaluation and services to 
reduce repeat patient 
entrance into the 
healthcare system. 

Track services provided to 
IHN-CCO members by 
Community Paramedic 
pilot services, i.e. 
Electrocardiogram (EKG), 
blood sugar levels, fall 
prevention, home-safety 
evaluations, medication 
reconciliation, etc.  

All in-home evaluations are 
condition specific; 
however, everyone 
receives a medication 
reconciliation, review for 
activities of daily living, and 
a home-safety inspection. 

Out of 103 IHN-CCO 
member encounters, 22 
members received in-home 
evaluations and services to 
reduce entrance into the 
healthcare system. 

Conduct a cost-
effectiveness analysis. 

Program costs, minus 
infrastructure cost, divided 
by unique member. 
 
Program costs, minus 
infrastructure cost, divided 
by encounter. 

Analysis performed.  $778.83 per unique 
member. 
 
$215.15 per encounter. 
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Eating Disorders Care Teams 

Summary:  
This pilot develops Coordinated Specialty Care Teams (CSCTs) for treatment of eating disorders in Linn, Benton, and 
Lincoln Counties. Best practices in eating disorder treatment include immediate evaluation of diagnosed or suspected 
cases, prompt initiation of effective treatment, quick resolution of medical and nutritional complications and ongoing 
treatment by a knowledgeable multidisciplinary team until normalized eating is achieved and psychological health is 
restored. This proposal is transformational because instead of employing one specialist or having a treatment center, 
which is not feasible for a community of our size, the pilot would create a multidisciplinary team. Providers within a 
CSCT would remain in their current offices to see patients from their primary locations. 

Progress Report: 
A. Quarterly progress:

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

Documentation of names 
and contact information. 

Continue development of 
the practitioner pool, with 
more practitioners being 
added over time.  

Continue engagement of 
the practitioner pool via 
meetings, conference calls, 
and training events.  

Development of the 
advisory board and holding 
meetings every three 
months.  

Recruitment over the initial 
goal of 25 practitioners and 
currently have over 40 
practitioners that are 
staying active in terms of 
accessing the training 
modules, some are 
attending conferences, and 
several have developed 
teams within their places 
of work.  

Develop referral pathways 
and marketing protocol. 

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

Referral pathways are 
being developed and 
several clinics are 
developing their own 
referral networks.  

Marketing has started with 
hosting county health 
department trainings and 
then giving the counties 
the list of providers who 
are taking part in this 
training.  

To date Benton, Lincoln, 
and Linn counties have 
received training in 
screening.  

Pre- and post-testing has 
revealed that counties 
intend to perform eating-

Three or four groups of 
practitioners have started 
to meet, discuss their 
work, and develop 
protocols for their work 
places that incorporate 
best practices.  

When teams do meet and 
provide documentation of 
their meeting, the team 
receives a new textbook on 
eating disorder treatment 
as an incentive.  
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disorder screening.  
 
As teams develop, the pilot 
will be notifying 
practitioners, clinics, 
medical offices, and others 
of the existence of 
coordinated teams. 

Development of training 
program and best practices 
protocols. 

Percent of practitioners 
receiving training and using 
protocols. 

Training modules all 
incorporate best practices 
in the field of eating 
disorders.  
 
Each month a new training 
module is created and 
made available, on the 
password-protected 
website, to practitioners.  
 
New information and key 
concepts are reinforced 
using the learning 
platform, QStream. 

All monthly training 
modules, to date, have 
been developed and are 
well received.  
 
Approximately 30 
providers are actively using 
QStream as a learning 
platform that reinforces 
key concepts by testing 
and repetition of material. 

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 Oregon State University 
public-health graduate-
student intern will be 
working with IHN-CCO in 
collecting the statistics on 
hospital admits and 
diagnoses.  
 
An outcome-measure 
survey has been developed 
to implement this winter 
that will examine 
practitioner satisfaction 
and practitioner changes to 
usual practice; including 
screening, early 
recognition, and referral to 
appropriate levels of care. 
  
An outcome-measure 
survey has been developed 
to implement this winter 
that will examine 
practitioner satisfaction 
and practitioner changes to 
usual practice; including 
screening, early 
recognition, and referral to 
appropriate levels of care.  

An intern has been hired 
and will start in January 
2018 to look at statistics.  
 
A doctoral student at the 
University of Washington 
also has interest in 
evaluating data on 
numbers of people 
diagnosed with eating 
disorders.  
 
The pilot Executive 
Director and both students 
are exploring this 
possibility. The initiative to 
train county health 
departments, school 
counselors, and others in 
eating-disorder screening 
should result in people 
being diagnosed at an 
earlier stage of illness and 
then being referred to 
effective treatment earlier, 
which should result in 
fewer people becoming 
seriously ill and needing to 
be admitted to the hospital 
for stabilization.  
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B. What has been successful? 

• Continued recruitment of providers has been successful. Continued development of training modules and 
use of the training website has been successful. Training of health care providers face to face; including 
those at county health department, schools, Boys and Girls Club in Corvallis, psychiatric residents at 
Samaritan, and behaviorists at Samaritan is ongoing and successful. Generation of interest in the United 
States has been successful with the Executive Director of the grant being invited to discuss this provider 
training effort at the Department of Health and Human Services in Washington DC in October 2017. 

C. What are the challenges and how are you addressing them? 
• Time for providers to access this training on a regular basis is a challenge. This is what providers report 

constantly. This is addressed by continuing to offer the concepts in a short-course method and backing up 
key concepts using QStream. The pilot also continues to communicate regularly and offer support to 
providers as well as listen to what providers want in terms of content so they are motivated to access the 
training.  

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

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

F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  
• The creation of teams within an area or clinic will remain. Teams will continue to meet into the future and 

refine and define their work together. Teams are incentivized by being able to attend conferences together 
and receiving a textbook once they have started to meet.  

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.). 

• This pilot effort, to train providers to work in a more effective manner with people diagnosed with an eating 
disorder, has received some national attention.  

o The Executive Director is invited to participate with the Eating Disorders Coalition, the national 
lobbying group, in its talks with Health & Human Services (HHS).  

o HHS is interested in provider training for eating disorders and the Executive Director has been 
invited as an expert in this area to give a short talk about this project. 

o The Executive Director is also invited to go to Harvard University in April 2018 to talk about the 
project and what has been successful. Harvard has a strategic-training initiative to prevent eating 
disorders.  

o Locally the Executive Director will be talking to members of the Columbia River Eating Disorders 
Network in October 2017 about this project.  
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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. 

Geary Street Clinic (GSC): 
Not applicable. 
 
Samaritan Family Medicine 
Resident Clinic - Lebanon 
(SFMRC-L): Outreach to 
patients. 
 
Samaritan Family Medicine 
Resident Clinic – Corvallis 
(SFMRC-C): Baseline data 
gathered. Patients are 
being called for pending 
metrics and scheduled as 
needed. 

GSC:  Not applicable. 
 
SFMRC-L: 6.5 patients per 
half day. 
 
SFMRC-C: Clinic completed 
2,157 appointments for the 
month of August 2017 and 
2,258 for the month of 
September 2017. 

Improve patient 
satisfaction.  

Clinic-created survey. GSC: No activities to 
report. Was unable to 
obtain Patient Activation 
Measure (PAM) licensing. 
 
SFMRC-L: Reviewed 
National Research 
Corporation (NRC) Scores. 
 
SFMRC-C: Reviewed 
satisfaction scores and 
surveys. 

GSC: Not applicable.  
 
SFMRC-L: 90.7% would 
recommend provider 
office. 
 
SFMRC-C: Requested an 
adjustment to current 
patient-satisfaction 
surveys. Baseline 
information is dated. 
 

Improve provider 
satisfaction.  

Clinic-created survey. GSC:  Not applicable. 
 
SFMRC-L: Administered 
baseline survey. 
 
SFMRC-C: Baseline data 
gathered. 

GSC:  Not applicable. 
 
SFMRC-L:  Not applicable, 
baseline. 
 
SFMRC-C: Maslach survey 
data collected. 

Improve MA job 
satisfaction.  

Clinic-created survey.  GSC: Maslach Burnout 
Inventory (MBI) survey will 
be given out to complete 
post pilot. 

GSC: No data to report at 
this time. 
 
SFMRC-L:  Not applicable, 
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SFMRC-L: Administered 
baseline survey. 
 
SFMRC-C: Baseline data 
gathered. 

baseline. 
 
SFMRC-C: Maslach survey 
data collected. 

Establish transferable work 
flow and MA training 
protocols.  

Provider and MA 
assessment, not directly 
measured.  

GSC: Work processes 
created for colon-cancer 
screening, hypertension, 
well-child check, and 
Chlamydia screening. 
These work processes were 
shared amongst all three 
pilot sites. 
 
SFMRC-L: Used GSC 
workflows for outreach. 
 
SFMRC-C: Workflows 
created. 

GSC: Created work 
instructions and scripts and 
shared amongst all three 
pilot sites. 
 
SFMRC-L: Were able to 
standardize outreach 
workflows. 
 
SFMRC-C: Training 
scheduled and conducted 
with Certified Medical 
Assistants (CMAs). 

Improve diabetic care 
metrics.  

Percent of patients 
assigned to provider with 
documented up-to-date 
HgbA1c, diabetic eye exam, 
and diabetic foot exam.  

GSC:  Not applicable. 
 
SFMRC-L: In-office 
education. 
 
SFMRC-C: Baseline data 
gathered. 

GSC:  Not applicable.   
 
SFMRC-L: 
Diabetic foot 62% (39/63) 
Diabetic eye 0 this quarter 
A1c 25.4% (16/63). 
 
SFMRC-C: 21% controlled. 
This population has not yet 
been addressed in the 
pilot. 

Improve colon cancer 
screening rates.  

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

GSC: Continuous, ongoing 
colon-cancer patient 
outreach and screening, 
either by immunological 
Fecal Occult Blood (iFOB) 
test or colonoscopy 
ordered by MAs. 
 
SFMRC-L: In-office 
education. 
 
SFMRC-C: Baseline data 
gathered. 

GSC: 82.1% 
 
SFMRC-L: 80.7% (238/295) 
 
SFMRC-C: 71%. This 
population has not yet 
been addressed in the pilot 
but slated for October 
2017. 
 
 
 

Improve adult 
immunizations rates.  

Percent of patients 
assigned to provider with 
documented up-to-date 
influenza and tetanus 
vaccines.  

GSC:  Not applicable. 
 
SFMRC-L: In-office 
education. 
 
SFMRC-C: Baseline data 
gathered. 

GSC:  Not applicable. 
 
SFMRC-L: 73 total patients. 
 
SFMRC-C: 52%. Looking at 
influenza immunization 
rate. 

Improve adolescent 
immunization rates.  

Percent of patients, ages 
10-18, assigned to provider 
with documented up-to-

GSC:  Not applicable. 
 
SFMRC-L: In-office 

GSC:  Not applicable. 
 
SFMRC-L: 62 total patients. 
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date meningococcal, 
tetanus, human 
papillomavirus (HPV) 
vaccines.  

education. 
 
SFMRC-C: No data. 

SFMRC-C: Tracking 
mechanism needs to be 
created for this metric. 

Improve documentation of 
contraceptive counseling.  

Percent of patients 
assigned to provider with 
documentation of annual 
contraceptive counseling.  

GSC:  Not applicable. 
 
SFMRC-L: MAs use chart-
scrubbing sheet. 
 
SFMRC-C: Baseline data 
gathered. 

GSC:  Not applicable. 
 
SFMRC-L: 44.3% (101/228) 
 
SFMRC-C: 37%. Part of 
daily rooming process and 
tracking by provider. No 
direct outreach to patients 
yet. 

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.  

GSC: Continuous, ongoing 
chart scrubbing to identify 
patients due for cervical 
cancer screening. 
 
SFMRC-L: In-office 
education. 
 
SFMRC-C: Baseline data 
gathered. 

GSC: 55.3% 
 
SFMRC-L: 70.8% (58/82) 
 
SFMRC-C: 54%. This 
population has not yet 
been addressed in the 
pilot. 

Improve breast cancer 
screening rates.  

Percent of patients, ages 
56-75, assigned to provider 
with documented breast 
cancer screening.  

GSC:  Not applicable. 
 
SFMRC-L: In-office 
education. 
 
SFMRC-C: Baseline data 
gathered. 

GSC:  Not applicable.  
 
SFMRC-L: 72.9% (59/81) 
 
SFMRC-C: No progress to 
report. 

Improve percentage of 
patients utilizing MyChart.  

Percent of patients 
assigned to provider with 
MyChart access.  

GSC:  Not applicable. 
 
SFMRC-L: In-office 
activation. 
 
SFMRC-C: Baseline data 
gathered. 

GSC:  Not applicable. 
 
SFMRC-L: Report was 
down, cannot produce 
results. 
 
SFMRC-C: No progress to 
report. 

Blood pressure (BP) 
management. 

BPs measured in the office. GSC: Continuous, ongoing 
patient outreach to 
patients that are identified 
with high BP. BP-check 
appointments made with 
Primary Care Provider 
(PCP). Have also held BP 
clinics with the MAs and 
incorporated patient 
education utilizing the 
Dietary Approaches to Stop 
Hypertension (DASH) diet. 
 
SFMRC-L: Called patients 
for BP clinic. 

GSC: 83.5% 
 
SFMRC-L: 78.5% (146/186) 
 
SFMRC-C: 76%. Outreach 
to patients conducted. 
Follow up and plans made 
as needed per patient.  
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SFMRC-C: Baseline data 
gathered. 

Hemoglobin A1c at goal. Hemoglobin A1c. GSC: Work instruction in 
process; to be the next 
measure. 
 
SFMRC-L: Healthy Planet / 
in-office education. 
 
SFMRC-C: Baseline data 
gathered. 

GSC: 20.78% 
 
SFMRC-L: 25.4% (16/63) 
Lower is better. 
 
SFMRC-C: No progress to 
report. 

Hemoglobin A1c 
measured. 

Frequency of A1c 
measurements. 

GSC: Work instruction in 
process; to be the next 
measure. 
 
SFMRC-L: Healthy Planet 
outreach. 
 
SFMRC-C: No data. 

GSC: 86.8% 
 
SFMRC-L: 63 A1cs 
measured. 
 
SFMRC-C: Tracking 
mechanism needs to be 
created for this metric. 

Colon cancer screening 
rates. 

% of patients with iFob or 
colonoscopy complete. 

GSC: This is being vetted by 
the Samaritan Health 
Services (SHS) 
data/informatics team. 
 
SFMRC-L: In-office 
education. 
 
SFMRC-C: Baseline data 
gathered. 

GSC: No data available to 
report at this time. 
 
SFMRC-L: 80.7% (238/295) 
 
SFMRC-C: No progress to 
report. 
 
 

Decrease MA burnout.  MBI survey. GSC: MBI survey will be 
administered again post 
pilot. 
 
SFMRC-L: Administered 
baseline survey. 
 
SFMRC-C: Baseline data 
gathered. 

GSC: No data to report at 
this time. 
 
SFMRC-L:  Not applicable. 
 
SFMRC-C: No progress to 
report. 
 

Increase MA retention. Staff retention. GSC: The process on how 
to pull this data is still 
being vetted. 
 
SFMRC-L: Established 
baseline. 
 
SFMRC-C: Baseline data 
gathered. 

GSC: No data to report at 
this time. 
 
SFMRC-L:  Not applicable. 
 
SFMRC-C: Clinic is starting 
the pilot with 12 CMA 
positions. 

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

GSC: Pediatric patient 
panels distributed to each 
MA to chart scrub. Patients 
who are identified as 
needing a WCC are being 

GSC: 33.4% 
 
SFMRC-L: 22.9% (19/83) 
 
SFMRC-C: 26%. This 
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contacted to schedule with 
PCP. 
 
SFMRC-L: Called patients in 
who were due. 
 
SFMRC-C: Baseline data 
gathered. 

population has not yet 
been addressed in the 
pilot. 
 
 
 
 

Cervical cancer screening 
rates. 

% of age appropriate 
women whose Pap smears 
are done.  

GSC: MAs are using the 
health maintenance and/or 
chart scrubbing to identify 
patients that are due for 
this measure. 
 
SFMRC-L: In-office 
education. 
 
SFMRC-C: Baseline data 
gathered. 

GSC: 55.3% 
 
SFMRC-L: 70.8% (58/82) 
 
SFMRC-C: 54%. This 
population has not yet 
been addressed in the 
pilot. 

Chlamydia screening, ages 
16-24. 

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

GSC: Utilizing the written 
work process and script, 
MAs are identifying 
patients, ages 18-24, who 
are due for this screening. 
 
SFMRC-L: In-office 
education. 
 
SFMRC-C: Baseline data 
gathered. 

GSC: 47.1% 
 
SFMRC-L: 53.9% (7/13) 
 
SFMRC-C: 44%. This 
population has not yet 
been addressed in the 
pilot. 

Create a stable 
infrastructure for more 
active population 
management. 

MAs have administrative 
time, ongoing education 
and meetings happen. 

GSC: Each provider’s MA 
has a four-hour block of 
protected time during each 
week to actively work on 
patient outreach. 
 
SFMRC-L: One training per 
month, four hours or more 
admin time for each 
provider panel. 
 
SFMRC-C: In process. 

GSC: Four hours weekly. 
 
SFMRC-L: Adjusted 
scheduled for admin time. 
 
SFMRC-C: MAs have 
administrative time and 
have been given education 
on metrics. 
 
 

Cost savings - short term. Savings of avoided MA 
turnover cost. Major 
components include (1) 
avoided recruitment cost 
and (2) avoided training 
cost. 

GSC: Research and data 
analysis is in process with 
SHS and Oregon State 
University (OSU). 
 
SFMRC-L: Established 
baseline. 
 
SFMRC-C: No data. 

GSC: Nothing to report at 
this time. 
 
SFMRC-L:  Not applicable. 
 
SFMRC-C: Meeting 
scheduled with OSU to 
discuss. 
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B. What has been successful? 

• Geary Street Clinic: 
o Creating a standardized workflow that all three sites are able to utilize to ensure similar work 

processes for the same measures. Creating scrips for the MAs has also been beneficial, as this helps 
their confidence and also gives them a guideline on how to address some of the more sensitive 
screenings. 

• Samaritan Family Medicine Resident Clinic – Lebanon: 
o Have been successful at completing Health Maintenance (HM) items while the patient is in the 

office, since the MAs chart scrubbed for these items, and the back and front office both have sheets 
they fill out to improve HM topics. 

• Samaritan Family Medicine Resident Clinic – Corvallis: 
o Within the first month of the pilot, the clinic has been able to train, instruct, and implement training 

to MAs for one of the quality metrics. Due to the numerous number of quality metrics and larger 
target population, the metrics are being rolled out to staff once per month. Patients have been 
receptive and MAs have found the education valuable as to ‘why’ patients are being called and 
instructed that a health screening is due.  

C. What are the challenges and how are you addressing them? 
• Geary Street Clinic: 

o Data extraction for the cost analysis has proven challenging. The pilot recently met with the SHS 
Research Development Manager and the professor contracted from OSU to help analyze cost 
savings. Informatics Services and Health Informatics Service (HIS) are actively being worked 
on/developed. 

• Samaritan Family Medicine Resident Clinic – Lebanon: 
o Hiring new providers and training new staff has been challenging. In order to sustain the pilot, the 

back-office supervisor has had to do outreach while the new MAs were trained. In addition, room 
limitation due to clinic growth has affected patient access numbers. 

• Samaritan Family Medicine Resident Clinic – Corvallis: 
o Scheduling all-staff meetings and finding providers to conduct the training has been a bit time 

consuming. This has allowed the clinic to only roll out one metric per month. Limited staffing has 
also made it a bit difficult to ensure MAs have time to reach out to patients. 

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 
• Geary Street Clinic: 

o Was unable to purchase licensing for the PAM score and, so unable to survey patients to measure 
satisfaction specific to this pilot. 

• Samaritan Family Medicine Resident Clinic – Lebanon: 
o No significant changes. 

• Samaritan Family Medicine Resident Clinic – Corvallis: 
o No changes at this time. 

  

Cost savings - long term. Benefits from disease 
control and prevention. 
Examples include savings 
related to increased cancer 
screening rates and savings 
of avoided hospitalization / 
ED visits due to 
hypertension and diabetes.  

GSC: Research and data 
analysis is in process with 
SHS and OSU. 
 
SFMRC-L: Established 
baseline. 
 
SFMRC-C: Meeting 
scheduled with OSU, which 
will be conducting this 
analysis. 

GSC: Nothing to report at 
this time. 
 
SFMRC-L:  Not applicable. 
 
SFMRC-C: No progress to 
report. 
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E. Have there been any significant changes to your Pilot Budget? Explain. 
• Geary Street Clinic: 

o There have been no significant changes to our pilot budget. 
• Samaritan Family Medicine Resident Clinic – Lebanon: 

o No significant pilot budget changes. 
• Samaritan Family Medicine Resident Clinic – Corvallis: 

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

• Geary Street Clinic: 
o Clinic has created standardized, written work instructions that will be able to be utilized by any/all 

SHS sites in the future that focus on patient outreach for the related pilot goals.  
• Samaritan Family Medicine Resident Clinic – Lebanon: 

o Have been using existing MAs in the clinic to relieve each other for admin/outreach time. 
• Samaritan Family Medicine Resident Clinic – Corvallis: 

o It is still too early in the pilot to determine sustainability. Outcomes will need to be analyzed, with 
the help of OSU, to determine if cost savings have offset the cost of pulling staff away from patient 
care. 

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.). 

• Geary Street Clinic: 
o There have been several patients identified as past due for their colon cancer screening who have 

had positive screenings that may have not otherwise been caught. There is one specific patient 
whose screening caught a cancer that was fairly far progressed but, because it was caught when it 
was, the patient survived.  

• Samaritan Family Medicine Resident Clinic – Lebanon: 
o Not applicable. 

• Samaritan Family Medicine Resident Clinic – Corvallis: 
o It is still early in the pilot for SFMRC-C. The pilot was started on schedule and forecasts to remain on 

schedule for the next couple of months, at least unless there is a drastic change to staffing. 
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Family Support Project 
 
Summary:  
The Family Support Project uses Family Support Liaisons (FSLs) from Linn Benton Lincoln Education Service District (LBL 
ESD) to function as a safety net to catch students who are falling through the cracks. Liaisons, who are Qualified Mental 
Health Associates, licensed professional counselors, and social workers will provide services and outreach to youth and 
families in homes, schools, and the community helping them to acquire the basic resources, health and social services, 
educational supports, positive opportunities and life skills they may need. Liaisons collaborate with schools to support 
efforts to ensure students are attending school consistently and making academic progress. The Liaisons work with each 
youth and family to develop a culturally appropriate, individualized and coordinated service plan that reduces the 
likelihood of duplication and maximizes the impact of 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 
Youth Service Teams, 
regularly attend Youth 
Service Teams, provided 
services to assist families 
to ensure that the 
strength-based plans are 
successful, and monitored 
progress to determine if 
adjustments to the plan 
are necessary. 

This quarter, this pilot has 
had 7 additional referrals 
to the regional Youth 
Service Teams for an 
overall total of 80. 

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

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

Family Support Liaisons 
have successfully 
coordinated, secured, and 
monitored services for 
students and families with 
OHP navigators; Jackson 
Street Youth Services; 
Community Services 
Consortium; Oregon Family 
Support Network; Benton 
County Mental Health; 
dental services; vision 
services; Community 
Outreach Inc.; Operation 
School Bell; McKinney-
Vento Services for families 
experiencing 
homelessness; Love Inc.; 
Fish; Willamette 
Neighborhood Housing, 
Olalla Family Center; 
Lincoln County Self 
Sufficiency; Lincoln County 
Drug and Alcohol; Food 
Bank; Alsea School-Based 

This quarter, 196 
successful linkages with 
youth-serving agencies and 
PCPCHs have been made 
for an overall total of 455. 
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B. What has been successful? 

• Services from Family Support Liaisons have been embraced by families, school staff and administrators, as 
well as health and social service agencies. Family Support Liaisons have earned trust within the communities 
they work, as their caseloads have grown substantially and school staff and administrators have 
acknowledged positive outcomes with youth and families accessing health and social services. 

C. What are the challenges and how are you addressing them? 
• The Linn Benton Lincoln (LBL) Family Support Project is continuing to work on strengthening communication 

routes to PCPCHs. This pilot is working with the Regional Health Information Collaborative (RHIC) 
administrator. 

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 
• This pilot is successfully progressing with the goals. The process for Community Health Worker certification 

is taking a bit longer than anticipated. 
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.  

• In September 2017, Family Support Liaisons attended a training about Medicaid billing for services they 
provide. 

Health Center; Old Mill 
Center for Children and 
Families; Vina Moses; Legal 
Aid; Trillium Family 
Services; transportation 
assistance for medical 
appointments; Benton 
County Developmental 
Disability Services; Lincoln 
County School-Based 
Health Center; Center 
Against Rape and Domestic 
Violence (CARDV); Benton 
County Furniture Share; 
and Benton County 
Women, Infants, and 
Children (WIC). 

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 
Oregon Health Plan health 
navigators and have 
assisted families with 
obtaining or reinstating 
Oregon Health Plan. 

This quarter, 31 families 
have been able to obtain 
Oregon Health Plan for an 
overall total of 71. 

Create tracking system for 
all referrals and touches. 
 

All referrals and touches 
are tracked.  

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

This quarter, Family 
Support Liaisons have 
touched 195 individuals for 
an overall total of 391. 

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

Evaluate THW 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 for Family 
Support Liaisons. 
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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 has been providing support to a mother of five children who recently lost her 
husband in a vehicle accident. The mother and her children were connected with Benton County Hospice 
and the children were also connected with the Trillium Services at the school. The Family Support Liaison 
worked with school staff to arrange transportation in order for the children to continue their sports 
activities. The Family Support Liaison will continue to provide case management for the family and check in 
on a regular basis to secure the family’s connections to health and social services. 

• A Family Support Liaison assisted a family in acquiring guardianship for their great granddaughter and great 
grandson. The family was encountering many road blocks in obtaining medical care for the children because 
they were not the custodial parents. Once the guardianship barrier was resolved, the Family Support Liaison 
then connected the family with an Oregon Health Plan assister and the children now have the medical and 
dental insurance that they needed.  
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Health & Housing Planning Initiative 
 
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 Willamette Neighborhood Housing 
Services properties in Linn and Benton Counties. The pilot is 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 and 
one-on-one visits with 
residents. 
 
Healthy Potlucks offered 
monthly at three 
properties. 

To date, 733 referrals to 
health care providers have 
been made by Community 
Health Workers (CHWs).  

Increased utilization of 
preventative health 
appointments and 
screenings. 

Establish baseline in 
partnership with IHN-CCO. 
 
Number utilizing 
preventative health 
screenings. 

Health survey. 
 
Referrals to health care 
providers.  
 
Mesa Familiar de 
Corvallis/Family Table, a 
once-per-month free meal 
distribution, and health 
screening. 

To date, 108 blood 
pressure and blood sugar 
screenings have been 
provided at Mesa Familiar 
de Corvallis/Family Table.  

Decreased hospital and 
Emergency Department 
(ED) admission. 
 

Establish baseline in 
partnership with IHN-CCO. 
 
Number of ED visits by 
residents and survey of 
residents regarding ED 
usage. 

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

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

Increase communication 
with Patient-Centered 
Primary Care Home 
(PCPCH). 

Entries into Regional 
Health Information 
Collaborative (RHIC). 

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

Sweet Home Health forums 
at Linn County properties. 
RHIC is still in development 
and this pilot will continue 
to collaborate. 

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

MOU in place by April 
2016. 

Executed an 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.  
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B. What has been successful? 

• This quarter, the CHW connected with Linn Benton Food Share to assist in enrolling senior residents in the 
Commodity Supplemental Food Program. This program works to improve the health of low-income elderly 
persons, at least 60 years of age, by supplementing their diets with nutritious foods once-per-month through 
existing Gleaner organizations.  

• The Pilot mailed a health survey to WNHS pilot residents in May and June of 2017. More than 25% of the 
residents responded, but the pilot was unable to get the information it was looking for. The pilot partnered with 
NeighborWorks America and a research consultant to design and implement a focus group at two of the more 
vulnerable properties serving seniors and people with disabilities. The focus group turnout was great and the 
resident conversation about health helped the pilots better understand their health care needs and how to have 
the CHW best connect with them to address wellness needs and goals.  

• The pilot has been able to continue partnerships with the Linus Pauling Institute’s Healthy Youth Program, Linn 
Benton Food Share, and Corvallis Environmental Center nutrition program to provide WNHS residents 
opportunities to learn about simple healthy foods and preparations.  

• Since the Pilot started in January 2016, the pilot has reached out to residents 278 times for eviction prevention 
or intervention and have prevented more than 97 evictions. 

C. What are the challenges and how are you addressing them? 
• Operationalizing the pilot is a priority as resources are running out and needs are great.  
• Connecting the clinical health care system to our properties. There was an effort made to bring Samaritan 

Pediatric educational programming to our property, but we were unable to coordinate schedules. We are still 
navigating potential channels with the Benton County Health Department to see what is possible.  

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.  
• The pilot is in discussions with IHN-CCO staff to discuss operationalizing this pilot and working on next steps.  
• The pilot currently has some funding from NeighborWorks America that is through to the end of the year and 

was invited by Spirit Mountain to submit a proposal.  
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 conducted two focus groups with two different properties to follow up on the health survey distributed 

in May 2017. Residents were very interested in the event. The pilot was aiming to have 8-12 residents attend 
each focus group but the first one attracted 17 residents; which is half of the residents at the property. These 
focus groups provided deep insight to the value of a CHW. Residents told stories about the importance of the 
one-on-one connections the CHW has made with them, from check-ins, to attending dentist appointments and 
doctor appointments, and even traveling the bus system with a resident to help them find the food bank. This 
sort of connection has had a huge impact on the residents and how they develop trust with the CHW. They 

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

Research successful 
models to help define 
measurements and metrics 
and capture data. 
 
Gather baseline data and 
indicators from Community 
Health Improvement Plan 
(CHIP) and IHN-CCO 
Transformation Plan. 

Hired Health and Housing 
temporary staff to conduct 
the research.  

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

Final Report completed 
with a blueprint to develop 
permanent supportive 
housing and senior housing 
in the future. Closed on a 
potential site for future 
senior co-housing.  
 
Assigned a leadership role 
on the Housing 
Opportunity Action 
Council.  
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reported that these sorts of connections made them feel important, less alone, and less stressed. Another 
resident mentioned that, while her community and neighbors are well connected and supportive, she does not 
feel comfortable addressing her health concerns with her neighbors and appreciates that she has a person that 
is involved with her property, but not living there, to work with her to improve her health and wellness.  
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Improving Infant and Child Health in Lincoln County 
 
Summary:  
This pilot develops an innovative model of care for babies from 0-4 years old. This pilot strengthens families, increases 
understanding of human development, supports healthy growth and development, and promotes self-sufficiency and 
socialization skills using culturally-appropriate methods for our population. The pilot is implementing an evidence-based 
home-visiting curriculum, developing and implementing group parenting sessions, and developing and implementing 
evidence-based group parenting classes. The pilot also includes elements of tobacco cessation, closed-loop referral 
system development, quality improvement, and assisting clients finding a Patient-Centered Primary Care Home (PCPCH). 
 
Progress Report: 
A. Quarterly progress:  

  

Goal Measure(s) Activities Results to Date 
Document all IHN-CCO 
members served by the 
pilot. 

IHN-CCO members served 
by the pilot. 

Lincoln County Families 
with children 0-4 year old; 
mostly IHN-CCO members.  

Serving 47 families at this 
moment who are on 
Oregon Health Plan (OHP).  

Lincoln County Health & 
Human Services (LCHHS) 
will have 50 enrolled 
families in the Parents as 
Teachers (PAT) program by 
June 30, 2018. 

Number of Lincoln County 
families enrolled in PAT 
program. 

Coordinating referral and 
outreach through public 
nurses, 
Women/Infant/Children 
(WIC), and public 
community sites (libraries).  

50 families enrolled.  

Complete at least 20 
group-parenting sessions 
at various locations 
throughout the county by 
June 30, 2018. 

Number of group sessions 
held throughout Lincoln 
County. 

Connecting with public 
libraries in Lincoln City, 
Newport, and Waldport 
and conducting the groups 
monthly.  

A total of eight groups 
were completed in the last 
three months:  
Three groups in Lincoln 
City 
Three groups in Newport 
Two groups in Waldport. 

Enroll at least 50% of PAT 
families into a parenting 
group by June 30, 2018. 

Existing PAT members who 
are attending group 
sessions in their preferred 
county location. 

Starting to work in Plan-
Do-Study-Act (PDSA) to 
increase family attendance 
in the groups.  
 
Providing invitations to 
families during home visits 
and sending text 
reminders. 

This quarter, 32% of PAT 
families are enrolled into a 
parenting group (total 16 
families).  

Enroll 75% of PAT 
participants with a below-
average Ages and Stages 
Questionnaire (ASQ) score 
in group sessions or 
parenting classes by 
December 31, 2017. 

ASQ scores Continue inviting families 
to engage in PAT groups 
through home visits and 
texts.  

50% of the participants 
with a below-average ASQ 
score are participating, at 
least one time, in a group 
(6 of 12 participants).  
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ASQ results in the normal 
range, or above, for 90% of 
participants referred to 
group sessions or 
parenting classes by June 
30, 2018. 

ASQ scores The Parent Educators are 
providing follow-up 
activities to improve scores 
depending on 
development area.  

100% of the participants 
referred to group sessions 
are being screened and 
entered into a tracking 
system.  

100% of families who use 
tobacco and are enrolled in 
PAT will be referred to 
cessation services using a 
closed-loop referral system 
by June 30, 2018. 

Number of families who 
use tobacco and who have 
been referred to cessation 
services. 

Establishing a partnership 
with Health Education 
Specialist from Tobacco 
Prevention Program - 
Health Promotional 
Department to support a 
tobacco-screening tool.  

Health Promotion staff are 
able to enroll in the PAT 
system and work on 
developing and uploading 
tobacco screening in the 
system. There is not 
currently a screening tool 
in the system; however, 
staff are working with 
Penelope developers to 
implement a screening tool 
that can be used 
electronically.  

Three rounds of Nurturing 
Parenting classes will be 
offered in Lincoln County 
with at least 10 families 
participating in each class 
by June 30, 2018. 

Number of families 
enrolled in Nurturing 
Parenting classes. 

The PAT program and 
Reconnections Counseling 
met to plan the first series 
of classes of Nurturing 
Parenting.  
 
A flyer has been created 
and passed to different 
community partners in 
Lincoln County area (Head 
Start, School District, 
Samaritan Early Learning 
Center, and Samaritan 
Health Services Promoter).  
 
Advertised classes on the 
Lincoln County website, 
radio, and flyers.  

First round of Nurturing 
Parenting classes (12 
weekly classes) are 
scheduled.  
Expected adults: 15 per 
class.  
Expected Children: 15  
PAT families registered: 7  
Community family: 3  

Enroll 75% of IHN-CCO/WIC 
eligible children between 
0-3 years living in Lincoln 
County in the PAT program 
by June 30, 2018. 

Number of IHN-CCO and/or 
WIC eligible children 
between 0-3 years enrolled 
in PAT program. 

The Parent Educators are 
using a referral and follow-
up system to better 
support families to reach 
out for these services.  
 
The Parent Educators 
support IHN-CCO eligible 
families with questions 
regarding their health care 
coverage and help make 
calls when changes need to 
be done.  

Unable to access this data 
yet. The data available is 
for children under 5, which 
is outside of the PAT 
parameters.  
 
More research is needed to 
see if this is a feasible 
measure.  
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B. What has been successful? 

• The PAT program has been successful in enrolling more families in the program than originally planned. 
Currently there are 50 families enrolled in the PAT program and the team is in process of hiring a new Parent 
Educator because there is a waiting list at this moment. Once the new staff is hired, the enrollment goal will 
be adjusted.  

C. What are the challenges and how are you addressing them? 
• One of the challenges is engaging families in the groups. The Parent Educators plan to ask families what time 

works best for them and what topics they are interested in to plan the groups according to families’ needs. 
Also gathering data for the number of WIC-eligible children under the age of three has been a challenge.  

  

90% of children enrolled in 
PAT will have a medical 
home and be current on 
immunizations by June 30, 
2018. 

Number of PAT children 
who list a regular 
practitioner and are 
current on immunizations. 

The three PAT workers are 
enrolled in ALERT 
immunization information 
system to check children 
immunization statuses 
regularly.  
 
The PAT program uses a 
referral and follow-up 
system.  

At this moment, 100% of 
the children have medical 
homes, 92% are enrolled in 
PAT, and immunizations 
are current.  

100% of children enrolled 
in PAT will be screened for 
child development using 
the ASQ and referred to 
any additional services 
needed by June 30, 2018. 

ASQ data collected by 
home visitors. 

Set up ASQ screening times 
for all children 2, 4, 6, 9, 
12, 18, 24, 30, 36, 42, 48 
months.  
 
Identified a referral form to 
Early Intervention (EI) and 
medical services. 
 
PAT is using a Community 
Resource Referral tracking 
system. 

100% of children enrolled 
in PAT are screened for 
child development using 
the ASQ and are being 
referred to additional 
services.  
 
Will continue faxing ASQ 
results to primary provider 
and four children are 
participating in EI services.  

LCHHS will develop a 
closed-loop referral system 
to track referrals to 
medical and nonmedical 
support services for PAT 
families by December 31, 
2017. 

All referrals made from the 
PAT program will use a 
closed-loop referral 
system. 

Health Education Specialist 
from the Health 
Promotional Department is 
invited to attend an All-
Staff meeting to plan how 
to begin screening families.  
 
The PAT team had learned 
about Oregon Tobacco 
Quitline program.  

The Health Education 
Specialist, Tobacco 
Prevention and Education 
Program Coordinator, was 
able to enroll in the PAT 
system to upload tobacco 
screenings.  
 
Once a screening method 
is implemented, this pilot 
will move toward closed 
loop referrals.  

50% of enrolled families 
will have completed a 
feedback survey regarding 
the program by December 
31, 2017. 

Feedback survey data. Began passing surveys to 
families that have 
completed at least one 
year in PAT program.  

At this moment, 20 surveys 
collected.  
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D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 
• The pilot is currently looking at how to measure the number of children, ages under three, which are 

enrolled in groups. It is unsure if this data will be accessible. Also, the caseload goals will increase as 
additional staff are hired.  

E. Have there been any significant changes to your Pilot Budget? Explain. 
• Not at this moment.  

F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  
• Several things are being done to address sustainability. First, a new Parent Educator is being hired. They will 

have time to build a caseload in order to make their position sustainable in the next year. Supplies are also 
being purchased for the group classes in order to make sure that groups can continue once the pilot cycle is 
over. Finally, Health Promotion staff have been working with the PAT software designers to implement 
tobacco screening tools into the software used by all PAT programs nationally.  

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.). 

• One of the mothers shared that her child was very shy and was not making eye contact when he was around 
other children. Also he was not comfortable in public places. Mother said that, since they started to attend 
the PAT group at the library, she notices that the child feels more comfortable making the transition when 
they are in public places; establishes eye contact with other children and stays close to other children. Mom 
shared that the groups have been positive for her child and for herself because they both have the 
opportunity to socialize and learn more about community services.  
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Oral Health Equity for Vulnerable Populations 
 
Summary:  
This pilot offers bilingual oral-health education in nontraditional community-based settings. For children and youth, this 
increases understanding of the importance of dental prevention, increases consent-form return rate for the school-
based sealant program, and increases sealant encounters with IHN-CCO members within the targeted settings. The pilot 
also delivers education to nurses and/or caregivers about oral health to increase understanding of the importance of 
dental prevention and oral care for the geriatric patient. 
 
Progress Report: 
A. Quarterly progress:  

  

Goal Measure(s) Activities Results to Date 
Document all IHN-CCO 
members served by the 
pilot. 

IHN-CCO members served 
by the pilot. 

Dental Integration within 
nontraditional geriatric 
settings. 
 
Outreach limited dental 
services in nontraditional 
settings. 
 
Oral-health education in 
nontraditional settings. 

To date, 55% of the 
outreach reached IHN-CCO 
members.  
 
Total count: 11 
 
Total IHN-CCO count: 6 

Connect geriatric IHN-CCO 
members with Patient-
Centered Primary Care 
Home (PCPCH) or provide 
brief screening and refer to 
health navigator. 

Number of IHN-CCO 
members that are 
connected with a PCPCH or 
provided brief screening 
and referred to a health 
navigator.  

Dental Integration within 
nontraditional geriatric 
settings. 

No data to collect at this 
time. 

Offer bilingual oral-health 
education in nontraditional 
community-based settings. 

Number of nontraditional 
settings that offer bilingual 
oral health education. 

Oral health education in 
nontraditional settings. 

Target: 50% of facilities 
and programs that need 
bilingual education were 
offered and received 
education. 
 
Results to date: 50% at this 
time. 

Increase understanding of 
the importance of dental 
prevention at a young age. 

Efficacy of bilingual oral-
health education in the 
elementary school setting. 

Oral health education in 
nontraditional settings. 

No data to collect at this 
time. 

Increase consent-form 
return rate for school-
based sealant program. 

Number of consent forms 
returned post education. 

Oral health education in 
nontraditional settings.  

No data to collect at this 
time. 

Increase sealant 
encounters with IHN-CCO 
members within the 
targeted settings. 

Number of sealant 
encounters acquired. 

Outreach limited dental 
services in nontraditional 
settings. 

No data to collect at this 
time. 

Deliver education to nurses 
and/or caregivers about 
oral health and the 
geriatric patient. 

Number of facilities and/or 
programs that receive oral 
presentation. 

Oral health education in 
nontraditional settings. 

Target defined as 50%. 
Results to date: 71% at this 
time. 

41 of 67



 
B. What has been successful? 

• The hiring of the contracted dentist with the Boys and Girls Club (BGC) of Albany to fulfill the following 
budgetary items:  

o Develop oral-health service outreach to areas/programs that offer assistance to vulnerable IHN-CCO 
members. 

• Benton County Health Department (BCHD) hired an Expanded Practice Dental Hygienist to fulfill the 
following budgetary items:  

o Establish a culturally-appropriate oral health education outreach to areas that currently have no oral 
health curriculum.  

o Develop oral health service outreach to areas/programs that offer assistance to vulnerable IHN-CCO 
members.  

o Establish proper oral-hygiene practices and strengthen referral pathways through nurse/caregiver 
care coordination efforts. 

• BCHD has reached out to their targeted adult-care facilities to offer education and treatment outreach. 
What was unexpected, and shows the need for this pilot, is the adult-care facilities that have heard of the 
education and services being offered by BCHD have reached out to the pilot organizers to request and 
schedule the program for a site visit. 

• The partnership between Capitol and BGC of Albany to schedule and coordinate education and screening at 
schools in Albany. 

C. What are the challenges and how are you addressing them? 
• Unable to schedule schools at the start of the pilot due to summer closure. The BGC of Albany was able to 

use that time to meet with Capitol to establish a workflow for the school year as well as finalize their 
education lessons. By the time classes began, the targeted schools had been scheduled for outreach. 

• Finding the appropriate administrative contact at each adult-care facility requiring a constant effort of 
multiple calls to each facility until the best administrative representative is connected with the program. 

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 
• None. 

E. Have there been any significant changes to your Pilot Budget? Explain. 
• This pilot requested an incentives budget for the students to see if these incentives would aid in a higher 

consent form return rate. After discussing the incentives with the school teachers, they expressed that they 
were not in favor and instead requested other items to further aid in education. 

• The 3rd grade teacher asked for extra oral hygiene kits to be able to provide them later in the year or as 
needed. The 4th grade teacher asked for healthy snacks since their school hours had changed with them 
starting earlier, but with lunch at the same time. She requested apples, baby carrots, and string cheese (all 
items are healthy options for snacks that limit the sugar intake that cause cavities). The 5th grade teacher 
wanted to make clay teeth and have the students put in the anatomy that they were taught throughout the 
education presentation. 

• Incentives will still be offered to teachers from this budget; however, the use of these funds have been used 
to have a greater and long-term effect on student health and school involvement, which is seen as a major 
success that was not anticipated.  

Increase understanding of 
the importance of dental 
prevention and oral care 
for the geriatric patient. 

Efficacy of nurse/caregiver 
presentation. 

Dental integration within 
nontraditional settings. 

No data to collect at this 
time. 

Strengthen collaboration to 
improve geriatric oral 
health in Linn and Benton 
Counties. 

Appropriate dental 
referrals for IHN-CCO 
geriatric members by 
targeted facilities and/or 
programs. 

Dental integration within 
nontraditional settings. 
 
Outreach limited dental 
services in nontraditional 
settings. 

Target defined as 95% of 
screened members 
received referral as needed 
(specific to IHN-CCO 
members only). 
 
100% at this time. 
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F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  
• The partnership between Capitol and BGC of Albany. 
• The partnership between the BGC of Albany and the schools has always been strong but providing this 

specific targeted outreach for oral health has gotten administrators and teachers more involved. 
• The partnership between BCHD, Exceptional Needs Dental Service (ENDS), and the adult facilities. 
• The pilot efforts are sustainable through the billing of claims. The partnerships are crucial in developing and 

keeping in order to sustain the target population for outreach of treatment. At this time our partnerships 
are strong and our outreach efforts to these vulnerable populations are greatly needed and appreciated 
through the eyes of our partners (schools and the adult-care facilities). 

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 progress to report.  
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Pain Management in the PCPCH 
 
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 PCPCH. In this pilot, 12 PCPCHs will receive direct assessment, training, and on-going support. 
 
Progress Report: 
A. Quarterly progress: 

  

Goal Measure(s) Activities Results to Date 
Improve primary healthcare 
providers’ understanding of 
the biopsychosocial model of 
pain. 

Pain Attitudes & 
Beliefs Scale (PABS). 

 Provider survey.  Baseline Surveys obtained from 
clinicians in 13 clinics. 
 
Post-surveys received from 12 
clinics in process of analysis. 

Decrease primary healthcare 
providers’ Fear-Avoidance 
Beliefs. 

Fear-Avoidance 
Beliefs 
Questionnaire 
(FABQ). 

 Provider survey. Baseline surveys obtained from 
clinicians in 13 clinics. 
 
Post-surveys received from 12 
clinics in process of analysis. 

Improve primary 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 13 clinics. 
 
Post-surveys received from 12 
clinics in process of analysis. 
 

Improve primary healthcare 
providers’ adherence to 
evidence-based, chronic, 
nonspecific 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 diagnoses and 
procedure codes.  
 
Rates of provider CT/MRI 
use will be compared 
among clinics/providers 
that receive training versus 
those that do not. 

Diagnoses 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 2017 to discuss clinician 
imaging ordering rates (i.e. overall 
rates; not IHN-CCO claims specific). 
  
Latest update/information; 
Samaritan Health Systems hopes to 
provide information by December 
2017.  
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B. What has been successful? 

• No significant changes from previous reports. 
• Total of 12 clinics enrolled and completed the intervention (full participation). Strong participation from Linn 

County (specifically Lebanon and Sweet Home) and Benton County (Corvallis and Monroe). All Linn-Benton 
County Health Clinics enrolled with extended staff participation (healthcare providers, medical assistants, 
and behavioral-health providers). There were two initial pilot-participating clinics in Lincoln County (Toledo 
and Newport). 

• The 13th clinic (Newport) completed intervention.  
• Program Feedback received from participants is strongly positive. Post-program rating average is 9 on a 1-10 

scale. Participants recommend this pilot intervention for their colleagues and other specialties, such as 
Emergency Medicine and Urgent Care. 

C. What are the challenges and how are you addressing them? 
• One addition 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-to-patient and specialist-
to-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 Primary Care 
Providers who now need to ‘correct’ what patients have been told by the specialists (i.e. who patients tend 
to view as more of an ‘expert’). Unfortunately, these discussions require more time in primary care clinics 
that are already ‘time-poor’ practice environments. 

• A previously mentioned (in prior reports) challenge is lack of patient resources that utilize up-to-date pain 
science/language/messaging for primary care clinicians to refer to. The concern was that the lack of 

Improve primary 
healthcare providers’ 
adherence to evidence-
based, chronic, nonspecific 
back-pain treatment 
guidelines for medications. 

Use of Nonsteroidal 
Anti-Inflammatory 
Drugs (NSAIDs), 
aspirin (ASP), or 
opioids. 

Clinic IHN-CCO claims.  
 
Population will be defined by 
specific diagnoses and 
procedure codes.  
 
Rates of provider NSAIDs, 
ASP, or opioids prescriptions 
will be compared among 
clinics/providers that receive 
training versus those that do 
not. 

Diagnoses 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 2017 to discuss clinician 
prescription rates (i.e. overall 
rates; not IHN-CCO claims 
specific). 
  
Latest update/information; 
Samaritan Health Systems hopes 
to provide information by 
December 2017.  

Tri-county PCPCH clinic 
participation. 

Number of 
participating clinics 
and location. 

 Clinics recruited.  Thirteen clinics enrolled to date.  
 
Thirteen clinics in post-
intervention assessment  
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resources may cause provider behavior to ‘default’ back to old practice patterns. Spot check-ins suggest this 
may be occurring, not universally or consistently but it is 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. 

• Finally, clinician turnover was greater than anticipated. One clinic, which strongly engaged with the pilot 
program with clinicians reporting behavior change, had nearly 100% turnover. This clinic essentially doesn’t 
exist anymore.  

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 dataset 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. Approached 
Samaritan Health Systems again who report they hope to have information by December 2017.  

E. Have there been any significant changes to your Pilot Budget? Explain. 
• No. Time extension requested and was 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 is the key concern for pilot sustainability. However; three clinicians who were 

engaged with the pilot, but later left the clinic they were associated with, were assessed. They stated that 
they maintained practicing using the 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 Delivery System 
Transformation Committee (DST). 
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Pharmacist Prescribing Contraception 
 
Summary:  
This pilot seeks to provide low barrier oral contraceptives to IHN-CCO members through trained pharmacists 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: 3rd quarter 2017 (changes from 2nd quarter in bold) 

  

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

Number of prescriptions 
prescribed by SHS 
pharmacists.  

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

Total number of 
prescriptions prescribed:  
 
Geary Street Pharmacy, 
Year to date is 9. 
 
Lebanon Pharmacy, 1.  
 
Elm Street Pharmacy and 
Samaritan Corvallis 
Pharmacy 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 
pharmacies. 

Service available at Geary 
Street and Lebanon 
pharmacies since March 
2017. 

Reduction in the increase 
of unintended pregnancies 
in the SHS service area. 

Increase in effective 
contraceptive use (CCO 
incentive metric). 

No progress to report.  Unable to ascertain at this 
time.  

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 
Provider (PCP) visit versus 
the cost of a pharmacist. 

No progress to report.  Office visit charge is $40 
times nine.  

Develop action and 
communication plan for a 
closed-loop referral 
process with Obstetrician-
Gynecologist (OB-GYN) or 
PCP 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 PCPs/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 Street pharmacy. 
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 
PCPs/OB-GYN clinics. 

No progress to report.  None applicable yet. 
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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. 

• A bill passed in the Oregon Legislature to expand the products that pharmacists can prescribe to include 
vaginal rings and injectable contraception. This expanded prescribing ability is projected to start January of 
2018. The bill also requires payment for contraceptive management visits. 

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, SHS 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. This pilot is applying for 2018. 
o Update: The Corvallis construction is now likely to get approved for 2018 and a revised design is 

complete and sent out for bid. 
• 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 and 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. Pharmacists 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 patient’s paper chart kept in the pharmacy where 
patient was seen and documented in the Excel spreadsheet for data collection. 

o Fax and documentation forms have been approved and are now in use. 
• Implementation was delayed three months due to form approval process. This is now complete. 
• Marketing materials were delayed three 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 Street Clinic, resulting in the first eight patients. 
o Currently working with medical leaders in Lebanon on a path forward for promotion of this program. 
o Update: Lebanon leadership has approved this program as of 09/25/17. The pilot may now move 

forward with marketing. 
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.  

• The pilot is in the final phase of credentialing with Oregon Health Authority (OHA) for billing for pharmacist 
contraceptive encounters. Once billing is in place through Epic and OHA, the pilot can approach other payers 
for payment. The ability to bill for the service, as well as the drug, will assure the sustainability of the 
program. 

  

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.  

The pilot is tracking these 
patients onsite. 7 of 10 
patients, so far, are IHN-
CCO members. 
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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 Epic build for contraceptive encounters is complete and all pharmacists are trained as of 09/25/17. 
• Once pharmacy technicians are trained to build appointment templates, they can start charting 

contraceptive encounters in Epic. 
• With provider acceptance and Epic charting in place the pilot can now start a marketing campaign. 
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Pre-Diabetes Boot Camp 
 
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 (PDBC) will be a 2-hour intense introduction to 
pre-diabetes and the benefits of taking action to prevent diabetes. Participants will be given tools to help them make 
lifestyle changes. They will be offered a variety of intervention techniques. Pre-intervention data will be collected on 
each participant. Participants will be followed and coached through a year-long lifestyle intervention program. Learnings 
and participant feedback will be 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. 

At least half of people with 
pre-diabetes were not 
correctly flagged in Epic 
electronic medical record. 
After numerous meetings 
and change-proposal 
documents, system-wide 
Samaritan approval was 
obtained on 09/08/17.  
 
Epic was set to correctly 
flag pre-diabetes A1c 
results (5.7 – 6.4%). 
 
Currently planning contact 
with non-Epic users who 
serve IHN-CCO members 
regarding pre-diabetes 
flagging.  

Effective 09/08/17, Epic is 
flagging the complete A1c 
pre-diabetes range (5.7 – 
6.4%). 
 
Drafted materials to 
contact non-Epic users who 
serve IHN-CCO members 
regarding pre-diabetes 
flagging. 

Establish a workflow for 
referring IHN-CCO 
members to the PDBC. 

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

Referral process was 
established and is 
functioning.  
 
Epic referral option has 
been put in place.  

The 211 members were 
referred by providers or 
self-referred.  
 
A total of 49 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.  
 
Second revision of class 
materials was done.  
 
Drafting final materials for 
mail/email classes.  

Second edition of program 
materials are in use.  
 
Completed first draft of 
materials for mail/e-mail 
classes.  
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B. What has been successful? 

• Providers have continued to be supportive of this program. Word of mouth has been effective. Community 
partners have helped to refer IHN-CCO members and promote sustainability.  

C. What are the challenges and how are you addressing them? 
• Marketing the program for continued sustainability has become one of the next challenges. This pilot is 

working with marketing professionals to plan sustainability.  
D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 

• There have been no significant changes to the goals and measures; however, the move toward sustainability 
has this pilot looking at expanding the goals.  

E. Have there been any significant changes to your Pilot Budget? Explain. 
• No significant changes to the budget at this time. This budget has been adequate to meet the goals.  

F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  
• There has been increasing provider, patient, and community awareness of pre-diabetes and the pilot pre-

diabetes education program.  
• A community partner is completing the Centers for Disease Control and Prevention (CDC) approved program 

to lead diabetes prevention classes.  
• This pilot is planning for the PDBC to extend into the Newport area in 2018. 

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 has CDC’s provisional approval as a Diabetes Prevention Program.  
• This pilot has allowed two community partners to receive training as CDC-approved Diabetes Prevention 

coaches, which is critical to the sustainability plan. 
 

  

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

Generalized Self-Efficacy 
(GSE) scale. 

GSE Scale forms are in use.  Baseline data collected 
from GSE scale form.  

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 has been 
collected.  
 
Collecting progress data.  

Current progress data has 
shown an average 6% 
weight loss.  

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

Participant survey. Continuing to collect 
feedback data.  

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

Continued research of pre-
diabetes education 
reimbursement options 
and feasibility.  

 

Medicare has described 
reimbursement for 2018 
pre-diabetes education 
classes. Investigation of 
this reimbursement option 
continues. 
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SHS 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. Samaritan Health Services (SHS) Palliative Care’s (SPC) 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) 
Services. 
 
Increase patients with 
Physician Orders for Life-
Saving Treatment (POLST) 
forms for Advanced 
Directive on file with SHS. 

Intensive Care Unit (ICU) 
pilot at Good Samaritan 
Regional Medical Center 
(GSRMC) 05/01/17. 
 
New Inpatient Service at 
Samaritan Albany General 
Hospital (SAGH). 
 
Provider community 
outreach and lecture 
education. 
 
System-wide Electronic 
POLST (E-POLST). 
 
System-wide Center to 
Advance Palliative Care 
(CAPC) membership 
started 10/01/17. 

ICU pilot:  
• 71% trigger positive 

patients referred for 
consultation (75/105) 
of 313 patients 
screened.  

• 33.3% in-hospital 
mortality (25/75). 

 
POLST completions:  
• GSRMC  

o 29% (178)  
o 59% total with 

POLSTs (359/652 
patients). 

• SAGH 
o 27% (17)  
o 79% total with 

POLSTs (49/62). 
 
• Changes to comfort 

care:  
o GSRMC 26% 

(158/609 patients) 
o SAGH 19% (12/62 

patients). 
Reduce pain and 
symptoms. 

Pain and symptom control, 
as reported by patient. 

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

Testing in ambulatory; plan 
inpatient migration. No 
further update at this time. 
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B. What has been successful? 

• The partnership with the Palliative Care Leadership Center (PCLC) remains 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 Congestive Heart Failure 
(CHF) population.  

• System-wide CAPC membership just started 10/01/17, offering a portal for system-wide education and 
mentoring as the program grows. Critical staff were added with a new social worker.  

• Outpatient/home-visit Epic build is slated to complete by 11/01/17.  
• New inpatient Epic template for ease of tracking data started 06/20/17. The pilot is in the process of 

expanding this to all note templates.  
• The ICU pilot has been well received and broadening acceptance of earlier consults to palliative care. If the 

2017 numbers hold, the ICU pilot and inpatient staff increases are making significant impacts to LOS but, as 
per national data, are not affecting 30-day readmission rates. The pilot is starting models for alternative 
payment options for sustainability of the program. 

C. What are the challenges and how are you addressing them? 
• SPC continues to encounter challenges getting the necessary data points in order to report on avoidable 

dollars. The pilot has preliminary numbers for total inpatient costs and has now completed estimates for the 
home-based program. Continue to work with the Data Governance team to define data needs. Avoidable 
dollars are key to gaining approval for physician positions to support growth of the program. 

• It has been challenging to recruit nurse practitioners that fit into the program. SPC has found one viable 
candidate and is in the final stages of recruiting. 

  

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

Billing revenues, cost per 
day, and LOS. 

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

2016-2017 data: 
• Average LOS for 

reduced by 8.00 - 7.49; 
equals 0.51 
days/patient saved. 

 
• Average ICU LOS 

reduced from 9.6 days 
to 4.55 days. 

Reduce hospital 
admissions/readmissions 
and 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 
(potentially November 
2017) and will track data 
with 6-month look back on 
patients.  
 
Integrating with transitions 
nurse and care hub.  
 
 Team tracking 30-day 
readmit rate for consulted 
patients. 

Average 30-day readmit 
rate:  
 
GSRMC 
• SPC patients 12.3% for 

2017 (75/609 patients)  
• ICU Pilot 10.7% (8/75 

patient)  
 
AGH  
• SPC patients 8.1% 

(5/62 patient)  
 
2015 national average  
• 12.2% for inpatient 

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

Determined by pilot. No activities to share this 
reporting period. 

 No activities to share this 
reporting period.  
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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.  
• SPC has made significant progress on budgeting and cost projections for the program going forward, has 

settled on a staffing model to launch the home-based program, and is progressing with alternative payment 
models.  

• The pilot has made progress towards integration of multiple service lines across several Samaritan programs 
and is negotiating roles, responsibilities, and tracking in the home-based area. 

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 efforts on the inpatient side continue to be wonderfully successful. More staff and physicians are 
aware of and referrals are being made earlier in the hospital stay.  

• SPC’s light touch model (where the Master of Social Work (MSW) or registered nurse (RN) visits briefly with 
families to introduce the concepts of palliative care and the services that the consult team could offer) has 
been very successful as an introduction to palliative care.  

• Provider- and community-education events have been well received with informative questions that help 
guide in moving forward.  

• Families have been very receptive. One family reported feeling let down when they discharged, as the 
home-based program was not up and running yet. She was hoping could keep following her mother at home 
on discharge. The pilot continues to receive requests for outpatient and home-based services and looks 
forward to providing those in the near future. 
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 Social Determinant of Health Screening with a Veggie Rx Intervention 
 
Summary:  
This pilot assesses food security for engaged IHN-CCO patients, assigned but unengaged IHN-CCO patients, and non-IHN-
CCO patients. This pilot will increase capacity for food screening in the Patient-Centered Primary Care Home and will 
partner with local food agencies, programs with efforts to provide food security resources to those with food security 
needs. The pilot is also creating a Veggie Rx service model that is accessible and affordable to clients, replicable at other 
sites, and financially sustainable. The Veggie Rx model increases the availability of fresh fruits and vegetables to meet 
the daily needs of individuals and families. 
 
Progress Report: 
A. Quarterly progress:  

 
Goal Measure(s) Activities Results to Date 
Document all IHN-CCO 
members served by the 
pilot. 

IHN-CCO members served 
by the pilot. 

Started Social 
Determinants of Health 
(SDoH) screening at all 
well-child checks at the 
Monroe Health Center in 
mid-October 2017. 
 
Gathered the necessary 
team, discussed workflow, 
and started Plan-Do-See-
Act (PDSA) documentation 
for the initial roll out.  

None at this time. 

Utilize Protocol for 
Responding to and 
Assessing Patients’ Assets, 
Risks, and Experiences 
(PRAPARE) food-security 
screening questions in 
Electronic Health Records 
(EHR). 

Number of patients 
screened and documented 
in EHR. 

No progress to date. See 
above for plan about 
utilization.  
 
Human-Centered Design 
project (prior to this pilot) 
continued to guide the 
rollout and workflow for 
the PRAPARE tool.     

None at this time.  
 
Awareness and knowledge 
of clinic needs, 
preferences, and potential 
barriers as the last stages 
of implementation 
planning reached.  
 

Achieve closed-loop 
referrals for food insecure. 

Number of completed 
follow-up calls to those 
referred to food resources. 

Collected current resources 
used by Health Navigators.  
 
Considered partnerships 
needed to enhance based 
on gap analysis.  
 
Discussed EHR 
enhancement and data-
option buildout to capture 
referrals and the closed-
loop process.  

None at this time, all 
projects still in process. 

Health Navigators and staff 
utilize training to assist 
with screening and 
referrals. 

Number attending 
conferences, trainings, and 
workshops and how they 
share this information with 
peers, teams, and our clinic 
system. 

Health Navigator hired.  
 
Intensive 8-week 
navigation training 
completed. 
 

Completed hiring process. 
 
Certified as Oregon Health 
Plan (OHP) enroller.  
 
Knowing community 
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Health Navigator and 
Project Manager attended 
‘Closing the Hunger Gap’ 
conference in Tacoma, 
Washington on 09/12/17 -
09/13/17. 
 
Investigated Community 
Action Poverty Simulation 
(CAPS) with local Western 
Oregon University 
facilitator as foundational 
work for clinic staff.  

referrals and making in-
person connections is 
ongoing.  
 
Collected regional and 
national best practices, 
food screening models, and 
opportunities for 
collaboration in the area of 
medical system integration 
of food screening. 
 
Had conversation about 
collaboration, facilitation, 
and investigation of 
purchasing simulation kit. 

Create a replicable model 
for a Veggie Rx service in 
Benton and Linn Counties. 

Number of clinics 
interested in offering a 
Veggie Rx service in 2017. 

Had discussion with local 
agencies about 
collaboration.  
 
Considered linkages with 
other funded SDoH and 
Food Security Screening 
programs through IHN-CCO 
Delivery System 
Transformation (DST) pilots 
(Lincoln County and Mid-
Valley Children’s Clinic).  

Collaboration and existing 
model integration in 
process, led by Corvallis 
Environmental Center.  
 
Identified partners for 
participation in Veggie Rx 
advisory group. 
 
Began research on best 
practices by existing Veggie 
Rx programs. 
 
Discussed at DST meeting 
about whether to link 
these pilots to existing 
workgroups or establish a 
separate SDoH group. Will 
be revisited.  

Increase access to 
affordable fresh fruits and 
vegetables for IHN-CCO 
members. 

Comparison of number of 
promotional vouchers 
handed out to the number 
of vouchers redeemed. 
 
Number of patients 
repeatedly accessing fresh 
fruits and vegetables at the 
produce stand. 

No progress to date. None at this time. 

Increase in resources for 
IHN-CCO serving agencies 
to implement SDoH 
screening and referrals. 

Toolkit creation. No progress to date. None at this time. 
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B. What has been successful? 
• Hiring the Health Navigator within the first week of having grant funds.  
• Training the Health Navigator to be an OHP enroller, resource connector, and member of the extensive 

Health Navigation team.  
• Having conversations and thinking about how this pilot may connect to other like projects, as there are 

many lessons learned, as well as collaborate on the key issue this pilot is trying to resolve (food security).  
• Identifying agencies and individuals interested in participating in the Veggie Rx advisory group. 

C. What are the challenges and how are you addressing them? 
• Beginning the screening without the whole system having the SDoH skill, knowing the long-term plan, and 

understanding the pilot trajectory. It has been decided to overcome this for now by starting in a smaller 
clinic and applying quality improvement tools like PDSA cycles to document and capture learnings, 
improving the process incrementally, with a goal of having this live in three clinics within as many months. 
Will then think about the role of larger staff trainings to continue the rollout throughout the system.  

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 
• Not at this time.  

E. Have there been any significant changes to your Pilot Budget? Explain. 
• Not at this time.  

F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  
• Learned about funding opportunities through Department of Human Services (DHS) around Supplemental 

Nutrition Assistance Program (SNAP) that, for some agencies, funds staff to assist with food-security needs.  
• Will work throughout training and rollout strategy to share the information about SDoH screening with staff 

in order to integrate this tool into regular visits throughout the system and make it sustainable within the 
workflow and EHR system.  

• Will continue to interact with established Health Navigation staff to cross train this systematic collection and 
referral tool that they can employ to capture the work they already do around SDoH.  

• Connecting with other organizations that do this work to implement the screening as efficiently as possible 
and combine resources and learnings where possible.  

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.). 

• Health Navigator, Project Coordinator, and two Corvallis Environmental Center staff attended the ‘Closing 
the Hunger Gap’ conference in Tacoma, September 11-13, 2017. Will be meeting to share lessons learned 
from respective sessions on 10/02/17. 

• Health Navigator and Project Coordinators from Benton County Health Department and Corvallis 
Environmental Center will attend the Oregon Public Health Association conference at Oregon State 
University, October 9-10, 2017 where the content focus and keynote speakers are talking about the value of 
working upstream and the role of SDoH on equity and social justice.  
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Traditional Health Worker Hub 
 
Summary:  
This pilot creates a Traditional Health Worker (THW) Training Hub in Benton County to train and supervise Community 
Health Workers (CHWs) and Health Navigators (HNs) for primary care and community agencies in the IHN-CCO region of 
Benton, Lincoln, and Linn Counties. The Hub trains and supervises the CHW/HNs, monitors curriculum and THW program 
fidelity, provides technical assistance in how to incorporate CHW/HNs into a hiring agency (primary care or community), 
and maintains a local CHW/HN Support Network. The THW Hub is a collaborative approach based upon a Collective 
Impact model to facilitate change in the healthcare delivery model with coordination of multiple organizations. With 
Benton County Health Services as the backbone organization, other smaller agencies and/or agencies outside of the 
medical system that lack capacity can access training and support in developing CHWs and HNs across the tri-county 
area. 
 
Progress Report: 
A. Quarterly progress:  

 
B. What has been successful? 

• BCHS was successful in recruiting a Masters-level intern to help design and implement the community 
survey. 

• BCHS is in negotiations with CCC to adapt their curriculum to suit local needs. This is going to make the 
process slower, but will ultimately lead to a better end product. 

  

Goals Measure(s) Activities Results to Date 
By 06/30/2018, engage 
additional agencies 
working with under-
represented IHN-CCO 
populations in developing a 
plan for CHWs. 

Number of agency 
meetings. 
 
Number of SurveyMonkeys 
returned (if used). 

Met with Oregon State 
University Public Health 
intern coordinator to 
develop intern position to 
assist with this project. 

Hired an intern from the 
Master of Public Health 
program. 
 
Intern will start on 
09/20/2017. 

By 12/31/2017, provide 
state-approved CHW 
curriculum workshop.  

Number of attendees and 
course evaluations. 

NOTE: Due to staffing 
changes at the Community 
Capacitation Center (CCC), 
CCC is unable to train 
Benton County Health 
Services (BCHS) staff in this 
time frame.  
 
BCHS has requested a “no-
cost” extension to allow 
time to complete grant 
deliverables. 

In negotiations with CCC to 
purchase licensing rights to 
their curriculum with the 
ability to adapt it to 
Linn/Benton/Lincoln local 
needs. 

By 12/31/2017, provide 
state-approved CHW 
training.  

Number of trainers 
completing the course. 

No progress to report. No progress to report.  

By 06/30/2018, provide 
state-approved CHW 
trainings in Linn, Benton, 
and Lincoln counties. 

Number of workshops. 
 
Number of attendees.  
 

 No progress to report. No progress to report.  

By 06/30/2018, prepare 
CHWs to enroll in the state 
CHW registry by Oregon 
Health Authority. 

Number of attendees who 
successfully receive 
completion certificate. 

 No progress to report.  No progress to report.  
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C. What are the challenges and how are you addressing them? 
• The delayed release of grant funds combined with staffing changes at the CCC have slowed down BCHS’ 

ability to move quickly. This has been offset by the potential to develop a local CHW curriculum that is based 
on the excellent, state-approved CCC curriculum. To address the time delay, BCHS is requesting a “no-cost” 
extension (from 06/30/2018 to 12/31/2018) to allow time to complete grant deliverables.  

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

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

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

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 more to report at this time. 
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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 (WPNT), 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 Lesbian, Gay, Bisexual, 
Transgender, Questioning/Queer (LGBTQ) needs 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 WPNT. 

Five new. 
 
Seven referred. 

26 served. 
 
41 referred. 

Decrease client safety-risk factors. Child & Adolescent Needs 
& Strengths (CANS) 
comprehensive 
assessment. 
 

Seven improved. 
 
Two declined. 
 
Two neutral. 

10 improved. 
 
Six declined. 
 
Three neutral. 
 
Seven left 
program or 
insufficient 
data.  

Improve clients’ strengths. CANS  
 

Nine improved. 
 
Two declined. 

12 improved. 
 
Six declined. 
 
One neutral. 
 
Seven left 
program or 
insufficient 
data.  

Improve clients’ ability to function well 
in life domains. 
 

CANS Nine improved. 
 
Two declined. 

12 improved. 
 
Six declined. 
 
One neutral. 
 
Seven left 
program or 
insufficient 
data.  
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Improvement in clients’ connection with 
their culture. 
 

CANS Three improved. 
 
Three declined. 
 
Five neutral. 

Five improved. 
 
Three 
declined. 
 
11 neutral. 
 
Seven left 
program or 
insufficient 
data.  

Decrease in clients’ emotional/ 
behavioral needs. 

CANS Nine improved. 
 
Two declined. 

13 improved. 
 
Five declined. 
 
Seven left 
program or 
insufficient 
data.  

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. 

Unable to access state scores. Unable to 
access state 
scores. 

Work with Primary Care Providers 
(PCPs) to encourage the utilization of a 
standardized health questionnaire, such 
as the  
Patient Health Questionnaire (PHQ-9). 

Number of referrals from 
Patient-Centered Primary 
Care Home (PCPCH). 
 
Number of referrals using 
a standardized health 
questionnaire. 

Zero. One. 

Increased love and forgiveness. Attributes of Connection 
Scale (ACS) 

Establishing baseline. Establishing 
baseline. 

Increase quiet mind, presence, and 
creativity. 

ACS Establishing baseline. Establishing 
baseline. 

Increase inner-happiness. ACS Establishing baseline. Establishing 
baseline. 

Increase vitality. ACS Establishing baseline. Establishing 
baseline. 

Increase in helping others and paying it 
forward. 

ACS Establishing baseline. Establishing 
baseline. 

Increase empathy and a respect for 
nature. 

ACS Establishing baseline. Establishing 
baseline. 

Increase in being truly helpful, gifts, and 
noticing when others need assistance 
(creating vision). 

ACS Establishing baseline. Establishing 
baseline. 

Increase in a fully-alive affect and 
persona (e.g. when they sing, they 
REALLY sing). 

ACS Establishing baseline. Establishing 
baseline. 
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B. What has been successful? 

• There is dramatic improvement by most participants; as reported by themselves, their parents, their 
schools, and assessments. Of the youth who declined initially, all but one have now improved and many 
have completed the program.  

• Community support and involvement continues to be inspiring. Rotary of Newport has made the project 
their community support project for the year. Carlson Construction, on behalf of Newport Rotary, built a 
shelter with a fire pit for the program on the Oregon Coast Community Forest property. The various outdoor 
activities (fat tire bikes, horse riding lessons, sailing/kayaking lessons, kayaking tours) and indoor activities 
(yoga/meditation, writing workshop) supported by local businesses and professionals, as part of the 
mentoring program, continued throughout the summer and now into the school year for many. Community 
partners include: Rotary of Newport, The Elks in Newport, Yaquina Bay Yacht Club, Bike of Newport, 
Harmony Yoga Center, Dancing Moon Press, Seal Rock Stables, Oregon Coast Community Forest, Evergreen 
Community Fishing Club, Sea-Fern Nature Printing, Floweree Community Center, Children’s Theatre of 
Toledo, and more.  

• An all-girls group has been established and female clients make over half of the new clients served. 
• All willing clients have been matched with mentors. Some mentors have been screened and are awaiting the 

typical referral boost seen in Olalla Center programs after school is back in session. 
• The two licensed clinicians presented the program model to the Wilderness Therapy Symposium, which is 

the national convention for the Outdoor Behavioral Health Council (national accrediting body for outdoor 
programs). The outdoor work being done in this program is groundbreaking because no other programs in 
the country are doing it successfully at an outpatient level. Traditionally, outdoor programs are very costly 
21-28 day wilderness trips and are mostly at a residential-treatment level of service. There is great interest 
in this program as a step-down or after-care model. The other programs, due to their cost, are often 
inaccessible to low-income families; which is another reason the Outdoor Behavioral Health Council is 
intrigued by WPNT. 

Children report positive outcomes. Outcome Rating Scale 
(ORS) 

Four improved. 
 
Zero declined. 
 
Three established baseline. 

Four improved. 
 
Zero declined. 
 
Three 
established 
baseline. 

Parents report positive outcomes. ORS  Two improved. 
 
Zero declined. 
 
Three established baseline. 
 
Two insufficient data. 

Two improved. 
 
Zero declined. 
 
Three 
established 
baseline. 
 
Two 
insufficient 
data. 

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

Two to four low-income 
participants will gain job 
skills as Qualified Mental 
Health Associates 
(QMHAs). 
 

Two applicants. 
 
Both applicants had kids in 
other Olalla-Center programs; 
so they were referred to 
Community Services 
Consortium (CSC) where they 
received same service. 

Two referred. 
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• The program has been able to absorb part of The Olalla Center’s equine therapy program (The Pegasus 
Program) to add even more depth and tools to the clinical tool box. 

• Most new clients have a history of being unable to access services due to traditional barriers to treatment, 
but are now happily receiving services. 

• Eighty percent of parents took part in the first parenting/mentor combo group offered. 
• Many of the group participants completed an overnight camping trip, which served as a graduation activity 

from their groups for several. Half of the participants have never been tent camping. Nearly all have Post-
Traumatic Stress Disorder (PTSD) and none of them had any issues during the trip. 

• Many of the activities and principles of the outdoor program are being adapted to the day-treatment 
program at The Olalla Center. In addition, the day-treatment kids have been to the Oregon Coast 
Community Forest property and have taken part in their own WPNT groups multiple times this quarter. 

• A presentation has been made to The Confederated Tribes of Siletz about collaboration and even running 
groups for teens in their community. The program already serves several of their members.  

C. What are the challenges and how are you addressing them? 
• The biggest challenge this quarter is the drop in referral numbers. The drop is normal for summer months 

when working with children. The Olalla Center spent more than expected on the two licensed clinicians due 
to the drop in billable-service revenue. Those numbers are going up even as this is being written. 
Community outreach continues and the lead clinician is meeting with all of the high-school and middle-
school principals and counselors to update and inform them on the program. 

• Engaging PCPs has to be the biggest surprise of all. They have received brochures, phone messages, visits by 
clinicians (no face time though), and even visits from community partners. One of the PCP wives has been 
added to The Olalla Center board of directors and even she is having problems getting through.  

• So many services and activities are offered during the summer that it is found to be overwhelming to the 
kids and families. This is a good problem to have and is being learned from. Services will be scaled back in 
proportion to active clients in summers to come. 

• Transportation is a challenge in such a geographically-large county. To address the challenge, The Olalla 
Center coordinated transportation to be provided to all of their outpatient summer program. The logistics 
were very challenging but it worked.  

• Now that trends in outcomes are becoming clearer, the greatest variable that cannot be controlled is a 
disruption of home placement. All but one of the clients who have shown regression throughout the 
program have done so following a home placement change. The clinicians work closely with Child Welfare, 
foster parents, biological parents, and even go to court to support the kids.  

• To date, only two referrals have come from Department of Human Services (DHS) Child Welfare even though 
the entire program is designed to help foster children. Three different presentations have been given over 
the past nine months to the case workers and supervisors at their all-staff meetings. It seems they are so 
understaffed and overwhelmed that they simply cannot keep up. Both referrals are members of The Siletz 
Tribe and came from the same case worker. To address this, the program is expanding the age range and 
groups to focus on. 

• Teenagers are very busy and are hard to engage consistently in treatment. To address this challenge, the 
program is going to expand the age range down to nine over the next six months; focusing on ages 9-15 
rather than 13-19. This change should boost enrollment, boost attendance, and generate more mentors 
(many would rather mentor younger kids).  

• The program continues to serve some youth with needs far exceeding the outpatient-level of service. 
Several have been referred to residential treatment facilities and served/supported as best as possible while 
waiting on a placement. Others have been referred to more appropriate treatment options. 

• Getting a participant employed as they exit TANF is a challenge. Two applicants have youth being served in 
other Olalla-Center programs. Both have been referred to a Jobs Opportunity and Basic Skills (JOBS) 
program through Community Services Consortium and are now working there.  

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 
• Two new measures were added: ACS is being used in a clinical setting for the first time and ORS is a well-

known evidence-based scale. These additions were made to see if the ORS and the CANS show similar trends 
and then see if those same results correlate at all to the ACS. 
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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.  
• Community support has opened new funding streams (e.g. Newport Rotary is using their grant funding to 

support the program). 
• A large fund raiser is scheduled in December 2017. 
• If enrollment increases, the need is definitely out there, then the program will be sustainable by this time 

next year. 
• The partnerships with Oregon Coast Community Forest Association (30 acres) and Seal Rock Stables (200 

acres) have provided permanent properties from which to operate. 
• The owner of Sea-Fern Nature Printing, a master-naturalist, is volunteering to plant a large variety of 

donated native vegetation as part of her effort to help transform part of The Olalla Center property into an 
area to facilitate the therapeutic activities involving nature connection for the day-treatment program and 
all outpatient programs to include WPNT.  

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.). 

• Multiple youth have been transformed by this program: 
o One youth with Major-Depressive Disorder, who was put on a level-two threat assessment at the 

end of last school year for voicing a motive and a plan to kill multiple classmates after a long history 
of being bullied, is back at school and succeeding in all areas. His grandmother/guardian says he is 
better than he has ever been and raves about the program.  

o Another youth, who happened to lose their seven-year foster placement this summer and was sent 
out of the county, was brought back to his community to foster parents who learned about him 
through the program prior to his departure. That child’s clinician warned Child Welfare that the boy 
was a very high risk to commit suicide if moved out of the county but he was moved anyway. 
Luckily, this couple came forward and the boy is now doing better than he has in a long time. The 
community-based mentoring program was conceived for foster kids partly in response to the ACE’s 
study and partly to build community awareness; thus gaining more foster placements.  

o Another youth has been in juvenile detention for three months because, every time he goes into 
juvenile shelter, he runs. He has borderline cognitive function and his grandma/guardian fears she 
cannot care for him without him running off and getting into drugs with peers due to an obsessive 
pursuit of marijuana in his past. This boy began in the program in January 2017, prior to losing his 
home with grandma and going into shelter. When he was in shelter, the program would pick him up 
for group and his clinician would meet him there for individual sessions. Now that he has been in 
detention, his clinician continues to meet with him individually. The clinician also advocated in court 
to have the boy released on Saturdays for groups and was recently granted that request. The 
clinician has also worked closely with the Wraparound-Care (WRAP) coordinator to help the boy get 
screened for Developmental Disability Services; which really seems to be the best long-term 
treatment/support option. The program and clinician have been the one constant positive for the 
boy. This individual case also highlights the commitment to the youth and meeting them where they 
are in life even though outdoor work is often not an option. 

• The all-girls group is a big success and the girls were better than the boys at every single task. The hope is to 
get coed groups going with all of the youth together to start, then split into boys and girls groups, come back 
together for lunch, and then again at the end. Currently there is a family/mentor/youth group on the first 
Saturday of the month, an all-girls group on the second Saturday, a mentor/youth group on the third 
Saturday, and an all-boys group on the fourth Saturday. The groups are open groups. 

• The mentors have a networking and training group that they helped organize on the third Thursday of each 
month. 

• The quality and comprehensive nature of service and support provided by this program is the best in Lincoln 
County already. Many professionals that have worked in the county for decades cannot believe the 
commitment to service across the child’s system; including individual, group, family, mentoring, community 
activities, school support (teachers, principals, IEPs etc.), court, Child Welfare, WRAP, Developmental 
Disability Services, and more.  
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Youth & Children Respite Care 
 
Summary:  
Morrison Child and Family Services (Morrison) proposes to provide planned and crisis respite services in Benton, Lincoln, 
and Linn Counties to the target population of IHN-CCO members, children ages 3 to 17, identified as needing 
stabilization through planned and crisis respite services. This pilot project aims to expand upon existing respite services 
in Multnomah, Clackamas, and Washington Counties to address the need for respite providers in Benton, Lincoln, and 
Linn Counties. The overall project aim is to stabilize families at risk of disruption, which Morrison intends 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 March 
2018.  

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

Craigslist ads and 
broadened outreach to 
Benton and Lincoln 
Counties.  
 
Prepared for and 
scheduled applicants for 
the July and September of 
2017 Foster-Parent Cohort 
Training. 
 
Researched and scheduled 
Lincoln County recruitment 
activities. 
 
Prepared for Festival Latino 
recruitment event. 

Attended Festival Latino 
(five individuals signed up 
as interested and program 
flyers were distributed). 
 
Held a July 2017 and 
September 2017 Foster-
Parent Cohort Training for 
incoming foster care 
applicants.  
 
 

Certify 10 new families by 
March 2018. 

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, and background 
checks. 
 
Researched and developing 
ongoing foster-parent 
training schedule/options 
to maintain certification. 

Not this quarter.   

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

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

Connected with IHN-CCO 
regarding clarification of 
IHN-CCO authorization and 
billing process. 

Clarified IHN-CCO 
authorization and billing 
process. 

Orientation of respite 
services to clients and their 
caregivers.  

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

Scheduled to attend 
Benton County’s Meeting 
(was rescheduled for 
10/02/17). 

Three IHN-CCO members 
received orientation to 
respite services. 
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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. 

Continued to collect 
demographic data 
including cultural 
competence of interested 
foster parents as part of 
recruitment. 

Maintained the collected 
demographic data of 
currently certified foster 
parents. 

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

Number of respite nights 
provided and 
client/caregiver 
satisfaction. 

Processed client intake 
referrals for IHN-CCO. 

Served seven respite nights 
for July 2017. 
 
Served 20 respite nights for 
August 2017. 
 
Served 14 respite nights for 
September 2017. 
 
Served a total of four 
unique IHN-CCO members.  

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. 

New staff submitted DHS 
background check to work 
within the DHS office. 
 
Worked with DHS, Albany 
office, Technology 
Department to ensure 
internet connectivity.  

Coordinated staff 
identification and Albany 
DHS office alarm system 
for Morrison Staff to be in 
the building after hours.  
 
Obtained internet 
connection for staff in the 
second office space. 

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. 

Opened hiring for Respite 
Case Manager. 
 
Interviewed for Foster Care 
Coordinator/Certifier 
position. 
 

Served total of 55 respite 
nights for seven unique 
clients (IHN-CCO members 
and DHS foster youth/non 
IHN-CCO members).  
 
Hired Respite Case 
Manager 09/11/17. 
 
Hired Foster Care 
Coordinator/Certifier who 
is scheduled to start 
10/16/17. 

Increase stability of foster 
families. 

Developed by pilot. Scheduled foster-parent 
quarterly home visits and 
supports for two certified 
homes. 

Conducted two quarterly 
foster-parent home visits 
 
Offered ongoing training 
opportunities for foster 
parents to obtain training 
credits to maintain their 
annual foster-home re-
certification.  
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B. What has been successful? 
• Morrison maintained two certified foster parents to provide respite care; providing three respite beds.  
• Certification process continues for an additional five foster parents/respite homes that are moving toward 

foster-parent certification. 
• Morrison respite care has increased the number of IHN-CCO members served this quarter (total IHN-CCO 

members served in third quarter was four unique IHN-CCO members).  
• Coordinated respite authorization approval in May 2017 and June 2017.  
• Confirmed respite for four unique IHN-CCO members and respite for three unique DHS foster youth on 

respite this quarter. IHN-CCO respite nights served a total of 46 respite nights (July 2017: seven nights, 
August 2017: 20 nights, and September 2017: 14 nights), and DHS respite nights served totaled 14 nights.  

C. What are the challenges and how are you addressing them? 
• Morrison had one certified foster home close their certification with DHS as a full-time foster parent for a 

specific child served on respite. 
• Increasing client intake referrals to create a list of clients to place on planned respite care. Program is 

actively conducting outreach meetings to WrapAround Coordinators and agencies in Linn, Benton, and 
Lincoln Counties who provide mental-health therapy.  

D. Have there been any significant changes to your Pilot Goals and Measures? If so, why? 
• This DST pilot was awarded in October 2017 instead of July 2017 and the timeframe for the first two 

outcomes (the recruitment and certification of applicant/foster homes) were approved to be changed to the 
end of March 2018 instead of the end of December 2017. 

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 maintained two certified respite homes (three respite beds) in the Mid Valley region. 
• Morrison increased the number of authorized respite nights for IHN-CCO authorization approval this quarter 

by 21 respite nights. The total respite nights for second quarter (April, May, June 2017) was 34. This quarter 
(July, August, September 2017) Morrison provided a total of 55 respite nights.  

• Morrison provided respite care for three unique DHS foster children (non IHN-CCO members). 
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 DHS foster family has been able to maintain a sibling set in full-time foster care due to access to respite 

care through Morrison respite care. The siblings are IHN-CCO members and were referred by their mental-
health therapists. The therapists have reported the full-time foster placement has been sustained due to 
having access to respite care in the months of August and September 2017.  
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