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Overview:  

With funding from InterCommunity Health Network Coordinated Care Organization (IHN-CCO), 

Benton County Health Services addressed the Social Determinants of Health (SDoH) by imbedding 

bilingual, bicultural school/neighborhood health navigators into a school community that serves the 

highest number of low-income, minority children in Benton County. The navigators facilitated linkages 

between families, schools, community resources, and the healthcare delivery system to improve 

community health outcomes. The pilot focused on linking the intervention directly to improved health 

outcomes, such as increased healthcare visits for well-child checks, provider visits, vision, and dental 

services for students and their family members. 

Pilot Activities:  

 Engaged “hard-to-reach” families and parents by catching their ear at school 

drop-offs and pick-ups 

 Presented “Teen Health Talks” in English and Spanish to educate parents and 

teens 

 Helped families in poor housing situations find new places to live 

 Helped children and families connect with their Patient-Centered Primary Care 

Home (PCPCH) 

 Verified immunization status and helped parents set up appointments 

 Connected families to food programs and other community resources 

 Provided transportation to medical appointments that were too difficult for 

families to attend 

 Requested interpreter services for medical appointments  

 Connected children to counseling and other behavioral health services 
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Key Terms:  
 Health Navigator: a person who provides information, assistance, tools, and support to help 

a patient to make the best health care decisions  

 Patient-Centered Primary Care Home (PCPCH): health care clinic that focuses on 

relationships with the patient and their family to better treat the whole person  

 Touches: a direct service related to health that is not captured in the traditional method of 

healthcare billing and payment  

 Touch Report: system that helps health workers such as Health Navigators track the 

services they provide in order to show the value of the work they do within the community  

 Social Determinants of Health: the conditions in which people are born, grow, live, work, 

and age that influence individual and group differences in health status  

Next Steps:  

The pilot is replicable with well-trained Health Navigators. Other schools could easily implement this 

type of program. The School/Neighborhood Navigator program is in place for the 2017-2018 school 

year, but there is no guarantee of funding beyond that. The program manager continues to work 

diligently to build a sustainable funding strategy for this successful model/program. Touches are 

tracked in Touch Reports connect health outcomes to the Health Navigators work.  

 

Key Outcomes: 
 Increased number of IHN-CCO members served from year 

one to year two 

 Increased the percentage of Primary Care Physician (PCP) 
visits by IHN-CCO members 

 Built strong relationships and community trust between 
Benton County Health Services and other organizations 


