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CHANCE 2ND Chance 
July 2017 to December 2018 

Summary:  
The purpose of the pilot was to set in place a system of support for peers. The program focused on meeting daily needs, 
reducing health disparities, and increasing health engagement through 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 included increasing permanent housing, employment, 
education, and other necessary support networks for those with the challenges associated with mental health and 
addiction recovery. 
 
A. Budget:  

• Total amount of pilot funds used: 100% $80,480.00 

• Please list and describe any additional funds used to support the pilot.  
N/A 

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

Goal Measure(s) Activities Final Results 

Document all IHN-CCO 
members served by the 
pilot. 

IHN-CCO members served 
by the pilot. 

 We collect IHN CCO 
Member number at intake  

Helped 35 people with gift 
card assistance, 38 people 
with ID / Birth Certificate 
assistance and 278 people 
with financial assistance 
support for housing. All but 
4 are IHN-CCO members 
With every request, we 
check for IHN-CCO member 
numbers, for those who do 
not have OHP, we have 
them comeback when we 
have an OHP assister that 
can enroll them. 

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. 
Create a plan and budget. 
 
Provide emergency hotel 
vouchers for those who 
need shelter until 
permanent housing is 
available. (strict guidelines) 
 

Number of people 
requesting application 
assistance: Total 536  
(25 for application fees and 
22 for rent support this 
quarter)  
 
Two people received 
emergency hotel voucher 
over the holidays. They 
were staying in their car, 
we assisted until their 
house was ready on Dec 
31. Hotel for 6 nights.  
Number of people 
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provided emergency 
assistance this quarter: 49 

Provide case-managed 
housing assistance. 

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

Ties into to the above 
metric. All support is case 
managed.  

Anyone who get 
assistance, has to meet 
with us at least once for 
follow up. We work with 
them to engage in service 
and to create a plan, so 
they are not in the same 
situation again. Finding 
another person (or 
program) to pay the next 
month rent is not 
acceptable and not 
sustainable. They must 
show self-sustainability.  

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

Number of individuals 
provided housing 
assistance. 

 Currently working with 28 
Transitional home in L.B.L. 
to provide emergency 
assistance. Trying to build 
additional relationship for 
SO (Sex Offender)housing.   

Still no SO house for Linn / 
Benton / Lincoln. Helping 
Hands offer 8 beds, but the 
need is much, much larger  
 
Still no SO house for Linn / 
Benton / Lincoln. Helping 
Hands has 16 beds and are 
building a SO house, but 
the need is much, much 
larger. 
 
We currently have helped 
9 people who are LGBTQ, 
and 2 S.O.’s with some sort 
of temporary housing 
assistance. 

Provide emergency 
transportation services. 

Number of emergency 
transportation requests. 

Personal transportation to 
and from appointments, 
employment search, 
interviews, food shopping, 
etc. / Offering bus passes 
on Albany Transit / Linn 
Benton Loop / Lincoln 
County Transit and Coast 
to Valley 
 
Provide transportation 
outside of region for Detox 
of inpatient.  

Our Bus Pass request has 
grown, and we get about 
20 request a month for bus 
tickets, we purchased bulk 
passes from Albany Transit, 
Linn Benton Loop, Linn 
shuttle, Lincoln County 
Transit and Coast to Valley.  
 
Bot Bus or Amtrak Case by 
case, we will purchase 
tickets for out of region 
request when we don’t 
have a vehicle or driver 
available. The individual 
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must have a place they are 
going to and or be 
treatment or medical 
related.  
 
We still provide personal 
rides on an ongoing basis 
to and from DR 
appointment, court dates, 
treatment, detox, 
residential inpatient 
facilities, and other 
qualifying places like 
grocery shopping or the 
laundry mat. Majority of 
the transportation is local, 
but our out of region 
transport is becoming 
more and more requested.  
We do have two fleet 
vehicles that allows 
additional transportation 
support.  
 
We do provide 
transportation anyplace 
state wide for detox or 
inpatient treatment. We 
don’t want the 
transportation to be the 
barrier.  
 
If Ride Line is not available, 
we can sometimes offer 
transportation same day 
for medical, employment 
or other urgent needs.  
 
We have launched new 
programs around 
transportation to promote 
health eating, stretching 
food $$$ and budgeting. 

Plus, so much more! 😊  

Provide support for 
reintegration back into the 
community. 

Number of birth 
certificates and IDs 
provided. 

 Provide birth certificates 
and ID for gainful 
employment.   

Through this DST grant, we 
have provided 26 Oregon 
IDs and 12 birth certificates 
for people outside of 
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Albany. We had a Social 
Accountability Grant 
(SAG)through Albany 
General that has allowed 
us to provide support for 
people in Albany. Through 
that grant, we have helped 
92 people with Birth 
Certificates, IDs and 
background checks. The ID 
and Birth certificate 
program has become one 
of our top requests, next to 
applications and rental 
assistance.  

Provide employment 
support. 

Clothing vouchers 
provided and resumes 
Completed. 

Help create resumes and 
provide employment 
support.  
Provided gift cards for 
clothing.  
Provide Food Handlers 
Cards 
Provide Basic tools 
required for job (Boots, 
Scrubs, Tape Measure, 
Hammer (Job Specific)) 
 

We offer resume support 
daily, help people fill out 
applications for 
employment. We help 
connect people with livable 
wage jobs. We provide 
food handlers cards for 
people who earn a 17 out 
of 20 questions right. We 
have provided 35, $20 and 
$50.00 Walmart gift cards 
for employment clothing, 
boots, necessary supplies 
and tools for people in 
Albany, Corvallis, Lebanon 
and Newport. Totaling 
$1600.00 in gift cards.  

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

Number of participants 
engaged in groups. 

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

 
 

We provide transportation 
to local groceries stores 
and helping people shop 
wiser. Kicking off new 
programs Jan 2019 that 
expand on this to include 
food budget planning, 
healthier options and 
stretching your food $$$.  

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

Members assigned to PCPs. Work with individuals to 
connect with a PCP. 
 
Attend Living Well 
Workshop  
 
Pain Wise and Pain science 

When we do an intake, we 
ask who their PCP is, if they 
don’t have one, we call the 
SHS “Find a Physician Line “ 
or log onto samhealth.org 
and help them find a PCP.  
 



IHN-CCO DST Final Report and Evaluation  

5  

 

 
C. What were the most important outcomes of the pilot? 

a. We helped people stay in their home and get into stable housing.  
b. We helped people become gainfully employed. 
c. The pilot helped us to operationalize programs that have a positive impact on people and helps them take 

ownership of their lives and become self-supportive.  

 
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?  
a. People who are homeless have a much higher risk of poor health along with mental health and addictions 

related issues. Helping people get into housing, and offering case management offers us the ability to have 
conversations about personal health care and to offer support to address social determinants of health, and 
show them through lived experience, they can be self-supporting and have a higher quality of life.  

b. We help people connect to health care and we can help them find a primary care provider. It gives us an 
opportunity to talk to them about seeking preventative care and to make healthier life style choices.  

 
E. What has been most successful?  

a. We were able to help people keep their housing. We helped people gain employment.  
b. We were able to make this sustainable and continue to be able to offer support in all areas of the grant.  
 

  

  We also have a OHP 
Application Assister from 
our Partner, Benton 
County Health, that helps 
people choose a PCP.  
 
We have discussions 
around ED visits / urgent 
care and seeing a PCP. The 
benefits of a preventative 
approach vs emergency 
care. Change in a shift of 
thinking and learned 
generational habits.  
 
For people with chronic 
conditions and pain, We try 
to help them seek classes 
and supports around Living 
with Chronic Conditions 
and Pain Wise, Pain 
Science Classes.  
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F. Were there barriers to success? How were they addressed? 
a. The largest barriers were the amount of people that applied for the grant support that did not meet our 

guidelines. This grant was meant to assist people with our general population in mind. We had people with a lot 
of other means, and income apply.  

b. As unique situations arose, we made decisions a group and made policy around these decisions. We had to 
modify the application form 3 or 4 times because people would find loop holes and apply under different 
circumstances. Once we had clear guidelines, it made it real simple to approve or deny support.  

c. We had to stick with our guidelines and help people understand that there are other programs that they might 
be eligible for and only offer support for people who were part of pour program or are eligible for our programs.  

 
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.)  
a. The pilot is scalable and can be replicated.  
b. Be clear on expectations and have clear guidelines in place to be able to make un biased decisions.  
 

H. Will the activities and their impact continue? If so, how? If not, why?  
YES! We have sustained the pilot. We have allocated 5% to 6% of our PMPM Budget and have sustained the grant 
and are offering support to the populations we serve. We have made the commitment to continue to offer this grant 
to those who are engaged in a program of recovery  
 


