
IHN-CCO DST Pilot Final Report and Evaluation 

Pilot: School Neighborhood Navigator 2 

Summary:  
This pilot addresses the social determinants of health by imbedding bilingual, bicultural, school/neighborhood 
navigators into a Title-I school community serving the highest number of low-income, minority children in Benton 
County to facilitate linkages between families, schools, community resources, and the health care delivery system to 
improve community health outcomes. The pilot focuses on linking the intervention directly to improved health 
outcomes, such as increased health care visits for well child checks, provider visits, and vision and dental services for 
students and their family members.   

A. Budget:

 Total amount of pilot funds used: $110,000

 Please list and describe any additional funds used to support the pilot.
Matching/in-kind funds were from the Corvallis School District ($110,000) and Benton County Health
Services ($35,000).

B. Provide a brief summary of the goals, measures, activities, and results and complete the grid below.

Goal Measure(s) Activities Final Results 

Increase the number/ 
percent of children who 
receive well-child checks 
after School Neighborhood 
Navigator (SNN) referral to 
at least 50% (OR by pre-
referral data if available) 

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

School Navigators educate 
parents on the importance 
of Well Child Checks 

School Navigators assist 
parents to make Well Child 
Check appointment with 
their pediatrician if needed 

Total number of Well Child 
Check Information 
Touches: 
- 92 touches since July

2016

Total number of Well Child 
Check Scheduling Touches: 
- 50 touches since July

2016

Result: This goal was met 

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

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

School Navigators worked 
with screeners and school 
nurses to get results of 
vision tests to parents, and 
then did the extensive 
follow-up required to 
enable parents to make the 
vision appointments for 
their child/ren. 

Total number of vision 
referrals: 
- 203 referrals since

July 2016

NOTE: According to claims 
data, the total percentage 
of IHN-CCO members that 
had a Preventive Vision 
Visit after the School 
Navigator touch was 23% 
higher than the year before 
the touch (See (B) below 
for explanation) 
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Result: This goal was 
partially met. We did not 
meet the goal of 50%, but 
we also did not have all of 
the data – there can be a 
significant time lag 
between the time of an 
appointment and the time 
claim data can be 
gathered. It is possible that 
there were more vision 
appointments kept, but 
the claims data was 
unavailable at that time. 

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

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

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

Total number of PCP 
referrals: 
- 116 referrals since

July 2016

 NOTE: According to claims 
data, the total percentage 
of IHN-CCO members that 
visited their PCP after the 
School Navigator touch 
was 27% higher than the 
year before the touch (See 
(C) below for explanation)

Result: This goal was 
partially met. We did not 
meet the goal of 50%, but 
we also did not have all of 
the data – there can be a 
significant time lag 
between the time of an 
appointment and the time 
claim data can be 
gathered. It is possible that 
there were more PCP 
appointments kept, but 
the claims data was 
unavailable at that time. 
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C. What were the most important outcomes of the pilot?
1. Positive Health Outcomes. The data below show that having a school navigator work with a family increases the

likelihood that a child will make – and keep – appointments with their PCP for regular visits and well-child
checks, and they are more likely to make and keep vision appointments as well.  These are positive health
outcome data that highlight the benefits to having a health navigator co-placed in a public school setting. The
data analysis team at IHN-CCO compared the last two years of School Navigator touch report data with claims
data for the same members to determine answers to the following questions:

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

Answer 1: The total number of distinct IHN-CCO members increased by 103 from Year 1 to 2. 
b. Question 2:  Do more IHN-CCO members have a Primary Care Physician (PCP) visit and/or
Preventive Vision Visit after receiving a School Navigator PCP, Well-Child Check, or Vision touch?

Answer 2a:  The total percentage of IHN-CCO members that visited their PCP after the touch 
was 27% higher than the year before the touch.  
Answer 2b: The total percentage of IHN-CCO members that had a Preventive Vision Visit after 
the touch was 23% higher than the year before the touch 

2. Strong Relationships and Community Trust.  An important outcome of this pilot was the strong, trusting
relationship built between Benton County Health Services and the Corvallis School District, as well as the
innovative partnership between IHN-CCO, the School District, and Health Services.

D. How has the pilot contributed to Triple Aim of improving health; increasing quality, reliability, and availability of
care; and lowering or containing the cost of care?
1. Looking at the data presented in C-1, having health navigators co-placed in the schools results in more children
seeing their PCP and getting their vision checks. While we don’t have health outcome data for these children, we can
assume that children who see their PCP more frequently have a higher likelihood of having better health outcomes,
especially with management of chronic diseases such as asthma, diabetes, or obesity.
2. School navigators increased access to care for students and families by helping break barriers to care related to
transportation, language, knowledge, resource constraint, and meeting the needs of daily life such as food and
clothing that allowed parents to re-focus energy and attention on health.
3. Again, it is hard to prove that school navigators lowered or contained costs, since much of the work they do isn’t
directly involved in the health care system. However, it can be argued that the work they do in addressing the social
determinants of health for their clients will lead to lowered costs by getting people to their preventive care and well-
child visits, getting immunizations on time, proactive dental and vision visits, and by helping clients access the
resources they need to live more healthfully every day.

E. What has been most successful?
The co-placement of the navigators, where they were Benton County employees but spent approximately 32
hours/week at their school site. This allowed them to be seen as part of the school staff by parents and students. It
also facilitated the development of trust, respect, and an understanding of the navigator role between the school
staff and the navigators. It made it easier for the parents to connect to the navigator on a regular basis, which also
helped build relationships. Having the navigators remain Benton County Health Services employees (rather than
school employees) meant that the navigators had all of the health services resources available to them, including a
large team of health navigators that could take a “warm handoff” from the school navigator when it was
appropriate.
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F. Were there barriers to success? How were they addressed?
There were no barriers to success…only challenges that we met along the way and worked out strategies to
overcome. The primary challenge was – and continues to be – sustainable funding for the model program. Corvallis
School District continues to support ½ of program expenses for fiscal year 2017-2018, and BCHS has secured
additional, non-DST grant funding (which is not sustainable) for the remainder of the costs. Program manager is
looking at other options and opportunities, and working with local agencies to help develop a funding model that
would help pay for care coordination services by a CHW / health navigator in the school setting.

G. How readily would the pilot be scalable or replicable? Describe cautions and considerations when considering
scaling, or replicating the Pilot. (i.e. Success dependent on personality/skills set, or activities appropriate under
certain conditions like size, target population, etc.)
This pilot is definitely replicable, which we demonstrated in year 2 by placing a navigator into Linus Pauling Middle
School. There are a number of factors to take into consideration, such as making sure the navigators are well-trained
and supported by their hiring agency and the school they are placed into. This is difficult work, and the potential for
burn-out is high. Most schools have never had this type of a worker before, or if they did, the worker was a school
employee without the rich knowledge and resources of the health care system supporting them, so school staff
training and support is also a necessity.

H. Will the activities and their impact continue? If so, how? If not, why?
The school navigation program is in place for the 2017-2018 school year, but we have no guarantee of funding
beyond that. Program manager continues to work diligently to build a sustainable funding strategy for this
successful, model program.
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School Navigator Pilot 
Stories From the Field 
2016-2017 

School Navigators: Stories From the Field. The following stories demonstrate that having a community 

health worker/health navigator placed in a school setting can increase the ability of students and 

families to follow through on medical appointments, to engage in their care, and to connect to 

community services and resources. 

Lincoln Elementary School: Child who was referred to an ENT in February as a result of school 

screenings was finally able to complete a needed MRI in June.  The School Navigator provided 

transportation to the first appointment for the MRI in April, but child was too scared to complete the 

test. The Navigator worked closely with child’s primary care provider (PCP) to get anesthesia ordered so 

that they could attempt the MRI a second time. The PCP and Nurse sent the Navigator the information 

that the anesthesia was finally ordered and approved, and had her work with a Clinical Navigator to 

assist with scheduling the appointment. The School Navigator knows that the mother works late nights 

and rests during the day, so she offered to provide transportation to an early appointment and assisted 

with checking in the client. The School Navigator also requested an IHN interpreter ahead of time so the 

parent was able to get all the information needed in the appropriate language. The child was able to 

successfully complete the necessary tests. 

Linus Pauling Middle School:  Navigator received a referral from the school counselor regarding a 

student that needed urgent counseling services. The student is having a hard time transitioning from 

living with dad and now moving back with mom. Student is depressed and is having suicidal thoughts. 

Navigator assisted parent to apply for OHP and sent an urgent request. Navigator provided a list of local 

youth mental health providers, and connected family to community resources like Parks and Rec and 

Garfield's food pantry. Student is now scheduled for an in-take appointment at Trillium Family Services.  

Garfield Elementary School: This student was referred to School Navigator by school CARE team – 

Navigator had previously assisted grandmother in connecting student with Old Mill Center for 

counseling. Navigator also assisted grandmother in making sure OHP was renewed on time so that this 

would not interrupt counseling services. After a couple months, Navigator contacted grandma to check 

on status of counseling and found out that child had not been going to her appointments. Navigator 

then contacted Old Mill to make another appointment for child; however Old Mill was at capacity and 

short of staff. Navigator asked for a list of other providers that took IHN/OHP, and then contacted 

several to check availability. Navigator was finally able to connect child to a therapist, and child has been 

in therapy and attending counseling sessions regularly for the last month. 

For Referral and Touch Data, please see Attachment A: SchoolNavPilotTouchData_2016-2017 
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Benton County Health Services

"Touch Data" 

July 2016 - June 2017

Primary 

Care Vision Dental

Health 

Ins

MH 

Counsel Clothes

Recreatio

nActivitie

s

Interp/ 

Trans

McKin 

Vento Other

inform schd SNAP WIC F/R Lunch Food  

Bank

Hot Meal Other HN did 

Transport

HN 

Arranged

Gas 

Voucher

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

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

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

Primary 

Care Vision Dental

Health 

Ins

MH 

Counsel Clothes

Recreatio

nal 

Activities

Interp/ 

Trans

McKin 

Vento Other

inform schd

SNAP WIC F/R Lunch

Food  

Bank Hot Meal Other

HN did 

Transport

HN 

Arranged

Gas 

Voucher

All 

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

Total all 

schools

5215

2016-

2017 

Totals

Well Child Check Food Resources Transportation

Total 

Touches 

All Schools

Running 

Total per 

school

Well Child Check Food Resources Transportation Monthl

y Touch 

Data
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