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Introduction 

The InterCommunity Health Network Coordinated Care Organization (IHN-CCO) Transformation Pilot Summary 

Report Quarter 2 2018 has two sections; 1) a brief summary of pilots, and 2) detailed pilot reports.  

1) Brief summaries include:

 Location and site(s) where the pilot is occurring

 Pilot description

 Health outcomes

 Sustainability

 Community Health Improvement Plan (CHIP) areas, outcomes, and indicators

 Links to the detailed pilot reports

2) Detailed reports written by the pilot representatives

Thank you for your interest in IHN-CCO Transformation pilots occurring in Benton, Lincoln, and Linn Counties. Please 

email transformation@samhealth.org with questions. You may also visit IHNTogether.org for more information.  
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IHN-CCO Transformation Pilots
Current as of April 2018

For more information email transformation@samhealth.org or visit IHNtogether.org

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 IHNtogether.org.

Transformation Pilots 
by CHIP Area and by County

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.

10
9

11

15

2 2

4
5

3
4 4

7

5

3

5

7

3
2

4 4

Access 
(A)

Behavioral 
Health 

(BH)

Child 
Health 

(CH)

Chronic 
Disease & 
Prevention 

(CD)

Maternal 
Health 
(MH)

n Benton County

n Lincoln County

n Linn County

n Total

Page 4 of 61



IHN-CCO Transformation Pilots
Current as of April 2018

For more information email transformation@samhealth.org or visit IHNtogether.org 

Breastfeeding Support Services 

Date range: July 2016 – September 2018
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 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, healthcare, 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.

A3 BH3

A1, A2 CH3 MH3

Page 5 of 61



IHN-CCO Transformation Pilots
Current as of April 2018

For more information email transformation@samhealth.org or visit IHNtogether.org 

Children’s SDoH and ACEs Screening

Date range: January 2018 – December 2018
Location: Linn County
Site: MidValley Children’s Clinic

MidValley Children’s Clinic is adding a screening tool for Social Determinants of Health 
(SDoH) and Adverse Childhood Experiences (ACEs) at well-child checks. The pilot goal is to 
improve the health and wellbeing of families who are dealing with violence and trauma, and who 
need to be connected with community resources.

Health Outcomes: 
• Identify families in need of community resources
• Provide resource connections to families in need
• Improve the health and wellbeing of families

Sustainability: If successful, MidValley Children’s Clinic will continue using the screening tool 
and connecting families to community resources. 

Community Doula

Date range: January 2018 – December 2018
Location: Benton, Lincoln, and Linn counties 
Site: Heart of the Valley Birth and Beyond

Birth doulas are Traditional Health Workers that build trusting relationships with pregnant 
women and provide physical, emotional, and informational support during labor and birth. 
The goals of the pilot are to increase the number of birth doulas, improve health outcomes, and 
evaluate medical cost savings for pregnant members of IHN-CCO.

Health Outcomes: 
• Increase number of women trained as birth doulas
• Improve birth outcomes such as prematurity, cesarean-section

and pain medication use

Sustainability: If successful, Heart of the Valley Birth and Beyond will bill for services and seek 
out funding for the training portions of the pilot. 

A1 CH MH3

BH3 CH1, CH2
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IHN-CCO Transformation Pilots
Current as of April 2018

For more information email transformation@samhealth.org or visit IHNtogether.org 

Community Paramedic 2

Date range: July 2017 – June 2018
Locations: Linn County 
Sites: Albany Fire Department

This pilot provides an 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 (PCPs) 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.

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 patient 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.

A CD

A1 BH CH CD MH1
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IHN-CCO Transformation Pilots
Current as of April 2018

For more information email transformation@samhealth.org or visit IHNtogether.org 

Family Support Project

Date range: January 2017 – April 2018
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 Benton and Lincoln 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.

Health Equity Summits and Trainings

Date range: January 2018 – December 2018
Location: Benton, Lincoln, and Linn counties
Sites: Willamette Neighborhood Housing Services and the Health Equity Workgroup

This pilot works to put on health equity summits and trainings across Benton, Lincoln, and Linn 
Counties. These trainings identify and develop strategies and approaches that best meet local 
needs. The goal is to make sure that the health equity lens is used in the delivery of healthcare 
and social services.

Health Outcomes: 
• Create a plan to address health equity issues faced by IHN-CCO members
• Increase collaboration among local organizations
• Improve provider understanding of health equity

Sustainability: If successful, Health Equity Summits and Trainings will continue the trainings 
with fees to cover costs.

A CH CD

A2
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IHN-CCO Transformation Pilots
Current as of April 2018

For more information email transformation@samhealth.org or visit IHNtogether.org 

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 healthy growth and development with babies 0-4 years. 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.

Oral Health Equity in Vulnerable Populations

Date range: July 2017 – June 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 help organizations connect and work together 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.

CH

CHA CD
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IHN-CCO Transformation Pilots
Current as of April 2018

For more information email transformation@samhealth.org or visit IHNtogether.org 

Peer Wellness Specialist Training

Date range: January 2018 – December 2018
Location: Benton County (impacting Benton, Lincoln, and Linn counties)
Sites: Family Tree Relief Nursery and Traditional Health Worker Workgroup

This pilot will have certified training courses for Peer Wellness Specialists (PWSs) in the tri-
county area. PWSs are Peer Support Specialists (peers trained in addiction and recovery) with 
additional training. They work to help people become healthier. 

Health Outcomes: 
• Identify members in need of Peer Wellness Services
• Increase the number of PWSs working in the region

Sustainability: If successful, the training will continue to be offered by the Traditional Health 
Worker Hub at an affordable cost.

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 
contraception 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 having less expensive options for getting birth control

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

A2 BH

A MH1
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IHN-CCO Transformation Pilots
Current as of April 2018

For more information email transformation@samhealth.org or visit IHNtogether.org 

Regional Health Education Hub

Date range: January 2018 – December 2018
Location: Benton, Lincoln, and Linn counties
Site: Samaritan Health Services Health Education 

This pilot transforms the delivery of health education in the tri-county region by establishing 
a central health education hub. This allows community members, social service agencies, and 
healthcare professionals to easily access the full range of health education offered. 

Health Outcomes: 
• Improve member chronic disease self-management skills
• Reduce overall healthcare utilization
• Decrease Emergency Department visits

Sustainability: If successful, the partnerships will continue and funding will occur through cost-
sharing and insurance contracts. 

Social Determinant of Health Screening with a Veggie Rx Intervention

Date range: July 2017 – December 2018
Location: Benton and Linn counties
Sites: Community Health Centers of Benton and Linn counties 

and Corvallis Environmental Center

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 security services.

A CD

A CD
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IHN-CCO Transformation Pilots
Current as of April 2018

For more information email transformation@samhealth.org or visit IHNtogether.org 

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 under-served children and families in a 
natural setting. The 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. 

Traditional Health Worker Hub

Date range: July 2017 – December 2018
Location: Benton County (impacting Benton, Lincoln, and Linn 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.

A BH1, BH3 CH4

A2
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IHN-CCO Transformation Pilots
Current as of April 2018

For more information email transformation@samhealth.org or visit IHNtogether.org 

Veggie Rx in Lincoln County

Date range: January 2018 – December 2018
Location: Lincoln County 
Site: Lincoln County Health & Human Services and Lincoln County School 

Based Health Centers 

Lincoln County Public Health and the Lincoln County School Based Health Centers will work 
with local food agencies and programs to provide resources to those with food security needs. 
Families with food security needs will be referred to Food Share of Lincoln County. 

Health Outcomes: 
• Improve the food security screening rate
• High graduation rate from nutrition education courses
• Increased enrollment in Food Share for members with food security needs

Sustainability: If successful, the Lincoln County Health & Human Services will continue to 
provide food security services.

A CD
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Breastfeeding Support Services 
2018 Quarter 2 Report 

Breastfeeding Support Services 
July 2016 – September 2018 

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 successfully 
breastfeeding 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. With placement of a Lactation Consultant in the clinic setting, evaluation and 
consultation to the mother/baby can be provided in coordination with the other medical services delivered by Primary 
Care Providers (PCPs). An IBCLC's contribution to the care of the new breastfeeding family can meet the American 
Academy of Pediatrics recommendations 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 1-6 days of life 

IBCLC is providing client 
consultations and is 
collecting data 

Appointment schedules are 
always full 

See attached data sheet 

Use of infant formula at 2 
months of age 

IBCLC is providing client 
consultations and is 
collecting data 

Appointment schedules are 
always full 

See attached data sheet 

Increase number of 
breastfeeding women seen 
by an IBCLC for lactation 
counseling 

Number of referrals made 
to IBCLC by PCP 

The pediatric providers and 
the IBCLC, as well as a 
hospital based IBCLC met 
03/06/2018 to discuss 
ways to better coordinate 
IBCLC/WIC appointments 
with pediatric well-child 
checks (WCC)  

Plans were made for 
coordinating IBCLC/WIC 
visits with 2-week WCC 

There were 8 known 
referrals made to the IBCLC 
from the Samaritan Mid 
Valley Pediatric providers 
or hospital staff between 
03/01/18 and 06/13/18 

Coordinating WIC 
appointments with WCCs 
has not been successful 
due to the difficulty 
coordinating WIC and 
Samaritan schedules 

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 as well 
as all breastfeeding 
patients of Samaritan Mid 
Valley Pediatrics clinic 

Number of lactation 
consultation sessions 
provided to IHN-CCO 
members: 

 March 2018: 23

 April 2018: 26

 May 2018: 21
Total: 60 clients
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Breastfeeding Support Services 
2018 Quarter 2 Report 

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 one IBCLC. Number of mothers reached have increased from two at the first meeting to more
than eight at the most recent ones.

 Pilot-funded IBCLC is collaborating with the Samaritan Lebanon Community Hospital IBCLC to provide a
weekly support group for breastfeeding mothers to offer weight checks and basic breastfeeding support on
a drop-in basis. This weekly support group reaches one to five families each week for weight checks and
breastfeeding support.

 IBCLCs are continuing contact with staff at the state WIC office and local level regarding how IBCLC billing
may work in the context of public health and WIC, as well as about getting lactation consultants credentialed
so their services can be reimbursed by OHP and IHN-CCO.

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

 IBCLCs and pediatricians have discussed ways to coordinate lactation support and WIC appointments with
pediatric WCCs to reduce time pediatricians discuss breastfeeding and to reduce the number of visits new
parents have to make to the clinic. Samaritan policy does not allow the IBCLC to have a schedule in EPIC (the
electronic medical records system); so coordinating appointments requires families and Samaritan staff to
call WIC staff for scheduling IBCLC appointments and rearrange appointments as needed. The three months
spent trying this has been unsuccessful. It turns out to be very impractical to try to coordinate the
appointments, given all the constraints on the providers’ schedules and the IBCLC’s schedule.

 The results of the March 2018 data collection are attached.

 One challenge with referral data collection is that when, appointments are made with the IBCLC, if the client
is already on WIC or is eligible for WIC then a standard WIC appointment is made and it may not be clear
that the physician recommended it.

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

 No

Posters are displayed in the 
Lebanon pediatric and 
obstetric offices 

This is a 43% increase from 
2018 quarter 1 

An additional 13 non-IHN-
CCO clients were seen for 
consultation 

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

PCP feedback on lactation 
support services 

IBCLC continues to send 
staff messages to providers 
when she sees their 
patients and providers 
normally respond with a 
“thank you” or a brief 
comment 

Pediatricians report 
satisfaction with lactation 
support services and desire 
to continue the program 
when the pilot ends 

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 are in contact with 
WIC and public health 
staff, at the state and local 
level, who are working to 
get IBCLCs credentialed 
with Oregon Health Plan 
(OHP) and IHN-CCO so that 
services can be reimbursed 

Both IBCLCs are now 
licensed 
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Breastfeeding Support Services 
2018 Quarter 2 Report 

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

 Because the pilot received a time to longer than originally designed, we are planning to use some of the 
remaining funds for IBCLC required continuing education, sending IBCLCs to the International Lactation 
Consultant Association Conference in Portland this July. 

F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 We continue to work toward insurance reimbursement options for IBCLC consultations and discussions to 
determine how the position will continue after the grant ends. 

G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings? 

 Both IBCLCs were invited to present at the 2018 Innovation Café: Strategies for Improving Children’s Health 
June 12, 2018, Salem Convention Center. They shared about this project’s successes and next steps. 

H. 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.). 

 N/A 
 
ATTACHMENT 
Analysis of new data collection: 
- An unusually large percentage of babies born in June 2017 were exclusively breastfed at their newborn 

appointment (85%). Rates for the other months range from 62% for babies born in July 2017 to 82% for babies born 
in November 2017. There is not a clear increase or decrease in breastfeeding rates for babies born between June 
2017 and March 2018. 

- Babies born in January 2018 (67%), November 2017 (58%), October 2017 (54%), and June 2017 (52%) were slightly 
more likely to be breastfed at their 2-month appointment than babies born in August 2017 (48%), September (44%), 
or July (41%). As with the newborn appointment, there is not a clear increase or decrease in breastfeeding rates for 
babies born between June 2017 and March 2018. However, if June 2017 is disregarded, the general trend between 
July 2017 and January 2018 is an increase in the percentage of babies who are exclusively breastfed at their 2-
month appointment, from 41% to 67%. 

- Babies who saw a lactation consultant after discharge were more likely to be exclusively breastfed at their newborn 
appointment (75% - 86%) than babies who did not see a lactation consultant (63%). The babies seen by the hospital 
IBCLC (86%) and the pilot-funded IBCLC (85%) had the highest rates of breastfeeding. However, the samples sizes 
for Albany and the various combinations of lactation consultants were too small to interpret meaningfully. 

- Babies who saw the pilot-funded IBCLC after discharge were more likely to be exclusively breastfed at their 2-month 
appointment (69%) than babies who did not see a lactation consultant (46%) or babies who were seen by other 
lactation consultants (40% - 64%). Similar to the newborn appointment results, the babies seen by the hospital 
IBCLC (64%) and the pilot-funded IBCLC (69%) had the highest rates of breastfeeding. 

- Logistic regression analyses examining the relationship between seeing the pilot-funded IBCLC after discharge and 
exclusive breastfeeding showed that seeing the pilot-funded IBCLC is a statistically significant predictor of exclusive 
breastfeeding at the 2-month appointment but not at the newborn appointment. 

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

Infant Birth Month  Newborn Feeding method 

June 2017 
 

23 breastfeeding (85.2%) 
1 mixed feeding (3.7%) 
3 formula feeding (11.1%) 

July 2017 
 

20 breastfeeding (62.5%) 
9 mixed feeding (28.1%) 
3 formula feeding (9.4%) 

August 2017 
 

38 breastfeeding (73.1%) 
8 mixed feeding (15.4%) 
6 formula feeding (11.5%) 

September 2017 17 breastfeeding (65.4%) 
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Breastfeeding Support Services 
2018 Quarter 2 Report 

6 mixed feeding (23.1%) 
3 formula feeding (11.5%) 

October 2017 17 breastfeeding (70.8%) 
3 mixed feeding (12.5%) 
4 formula feeding (16.7%) 

November 2017 16 breastfeeding (72.7%) 
3 mixed feeding (13.6%) 
3 formula feeding (13.6%) 

December 2017 22 breastfeeding (71%) 
4 mixed feeding (12.9%) 
5 formula feeding (16.1%) 

January 2018 22 breastfeeding (73.3%) 
7 mixed feeding (23.3%) 
1 formula feeding (3.3%) 

February 2018 24 breastfeeding (68.6%) 
5 mixed feeding (14.3%) 
6 formula feeding (17.1%) 

March 2018  
(data collected before the end of the month) 

8 breastfeeding (80%) 
2 mixed feeding (20%) 
0 formula feeding (0%) 

Total: 209 breastfeeding (72.3%) 
47 mixed feeding (16.3%) 
33 formula feeding (11.4%) 

Two-Month-Olds Feeding Method: 

Infant Birth Month 2- Month Feeding Method

June 2017 14 breastfeeding (51.9%) 
4 mixed feeding (14.8%) 
9 formula feeding (33.3%) 

July 2017 13 breastfeeding (40.6%) 
4 mixed feeding (12.5%) 
15 formula feeding (46.9%) 

August 2017 24 breastfeeding (48%) 
8 mixed feeding (16%) 
18 formula feeding (36%) 

September 2017 10 breastfeeding (43.5%) 
7 mixed feeding (30.4%) 
6 formula feeding (26.1%) 

October 2017 7 breastfeeding (53.8%) 
3 mixed feeding (23.1%) 
3 formula feeding (23.1%) 

November 2017 7 breastfeeding (53.8%) 
1 mixed feeding (8.3%) 
4 formula feeding (33.3%) 

December 2017 17 breastfeeding (54.8%) 
1 mixed feeding (3.2%) 
13 formula feeding (41.9%) 

January 2018  
(data collected before the end of the month) 

8 breastfeeding (66.7%) 
2 mixed feeding (16.7%) 
2 formula feeding (16.7%) 
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Breastfeeding Support Services 
2018 Quarter 2 Report 

Total: 100 breastfeeding (50%) 
30 mixed feeding (15%) 
70 formula feeding (35%) 
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CHANCE 2nd Chance  
2018 Quarter 2 Report 

CHANCE 2nd Chance 
July 2017 – June 2018 

Summary:  
The purpose of the pilot is 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 

Collect IHN-CCO member 
number at intake 

193 IHN-CCO members 
helped with support (total 
of 196 people) 

Provide emergency 
housing support for 
families and individuals 

Number of people 
applying for emergency 
assistance 

Number of individuals 
requesting and provided 
housing support 

Provide 1-month rent 
support to help people stay 
in their home and they 
must: 

 Engage in services to
improve overall health

 Create and plan a budget

Total people requesting 
application assistance: 143 

 73 current requests

 About 70 last report (This
number was estimated at
the start, as they were
not counted if they did
not meet requirements
but started counting after
2018 quarter 1)

Total people provided 
emergency assistance: 60 

Provide case-managed 
housing assistance 

Number of people housed 
in program 

Number of individuals 
provided housing 
assistance 

Ties into the above metric 

All support is case 
managed 

Anyone receiving 
assistance, must meet at 
least once for follow-up to 
engage in services and to 
create a plan to avoid the 
same situation  

 Finding another person/
program to pay the next
month’s rent is not
sustainable or acceptable
and not

 They have to 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 26 
transitional homes in 
Benton/Lincoln/Linn 
counties to provide 
emergency assistance  

Still no Sex Offender (SO) 
housing for 
Benton/Lincoln/Linn 
counties  

Helping Hands offers 8 
beds but the need is much, 
much larger 
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CHANCE 2nd Chance  
2018 Quarter 2 Report 

Trying to build additional 
relationships for SO 
housing  

Currently 7 LGBTQ people 
and 2 SOs have been 
helped with some sort of 
temporary housing 
assistance  

Provide emergency 
transportation services 

Number of emergency 
transportation requests 

Personal transportation 
to/from appointments, 
employment search, 
interviews, food shopping, 
etc. 
 
Offer bus passes on Albany 
Transit, Linn-Benton Loop, 
Lincoln County Transit, and 
Coast to Valley Express 

Bus Pass request have 
grown to about 20 bus 
ticket per month  
 
Able to help with local 
passes in Albany and 
Corvallis and purchased 
bulk sets for Lincoln County 
and Coast to Valley Express  
 
Provide personal rides on 
an ongoing basis to/from 
doctor appointments, 
court dates, treatment, 
detox, residential inpatient 
facilities, and other 
qualifying places  
 
Majority of transportation 
is local, but do take people 
all the way to Hermiston 
and Portland for treatment  

Provide support for 
reintegration back into the 
community 

Number of birth 
certificates and IDs 
provided 

Provide birth certificates 
and ID for gainful 
employment 

Provided to people outside 
of Albany: 

 15 Oregon IDs 

 4 birth certificates 
 
Provided to people in 
Albany:  

 54 birth certificates and 
IDs 

Social Accountability Grant 
(SAG) through Samaritan 
Albany General Hospital  
 
Continue to support the 
need for IDs and birth 
certificates although word 
has not reached other 
communities  

Provide employment 
support 

Clothing vouchers 
provided and resumes 
completed 

Help create resumes and 
provide employment 
support 
 
Provide gift cards for 
clothing 

Offer daily resume support 
and help with employment 
applications 
 
Connect people with 
livable-waged jobs 
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B. What has been successful? 

 Rent and application support have been very popular programs that allow additional conversations with 
people to work on ways to continue support, but also to show them a way to be self-supporting and not 
dependent on a system.  

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

 Lack of housing inventory - not much can be done until more inventory is built.  

 Lack of affordable housing - advocate for those who can’t afford housing and help them find supportive 
housing.  

 Word has gotten out about the available help but not everyone is eligible or meets the guidelines - Some 
people want to work a program, but this is not that program. A sustainability clause is in place requiring 
them to show they won’t need funds again next month; show stable employment or another stable stream 
of funds that allows them to be self-supportive. CHANCE helps create a sustainability plan to be self-
sufficient. 

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

 During the pilot proposal, CHANCE only had Albany and Lebanon offices but has since opened the Newport 
office and received requests from Benton and Lincoln counties. The decision was made to provide this 
needed support to the tri-county, as that is what the mission is and it is the right thing to do.  

 Engaging people more in programs to better help them be self-supportive and not depend on a “system” for 
major support.  

 The food program has not been taken advantage of as much as predicted. Transportation to the grocery 
store has been provided for only two individuals; it might be the time of day or they are used to certain 
stores like 7-11 or Tri Market. There is a need to break down that barrier and their way of thinking.  

  

23 Walmart $50 gift cards 
provided for employment 
clothing in Albany, 
Corvallis, Lebanon, and 
Newport 

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  

Providing transportation to 
peers to local grocery 
stores to food shop instead 
of local convenience stores 
 
No other new updates 

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

Members assigned to PCPs Work with individuals to 
connect with a PCP 
 
Attend Living Well 
workshop  

Individuals are asked who 
their PCP is at intake and if 
they don’t have one, 
CHANCE calls or logs onto 
samhealth.org to help 
them find a PCP  
 
A discussion is held around 
emergency department/ 
urgent care/PCP visits and 
the benefits of a 
preventative approach  
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E. Have there been any significant changes to your Pilot Budget? Explain.

 Did not lease vehicle, as the terms on a vehicle were longer than the pilot time frame and it was felt best not
to spend the funds on a lease for a van if the pilot was not active during the entirety of the lease.

F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.

 CHANCE staff has made the decision to allocate 5% of the per-member/per-month (PMPM) budget to
sustain this pilot and continue to assist people at need.

G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings?

 No, but the pilot champion talks about it where ever he goes! :)
H. 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 allows CHANCE to make a larger impact with people, including help to find stable and sober
housing. After that happens, there is employment, engagement with health care, and accountability for
themselves.

 One client lived on the streets for two years before she connected with CHANCE. She found stable housing,
became engaged in treatment, had her rent paid, and obtained a birth certificate and ID. She began talking
about changing her life. She was connected with a PCP, got nicotine patches, had a Nexplanon birth control
implant, and got a job! Now she pays her own rent, makes positive life choices, and is a productive member
of the community. It is because of this pilot that there were funds to help her stay focused on her recovery.
She did not have to stress about staying warm, dry, or to find food. Her basic needs were taken care of, she
is not starving, and she no longer needs assistance. This all took place in a six-month period.

 Two brothers were facing a 72-hour eviction. They were engaged in treatment through a recovery center
and initially didn’t qualify but, after working with them to get case management and provide other support
like employment resources, this pilot helped them find jobs. Their eviction was prevented because they are
both working and they have a way to pay rent the following month! It really changed their lives.
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Children’s SDoH and ACEs Screening 
January 2018 – December 2018 

Summary:  
Mid Valley Children's Clinic is implementing a combined social determinants of health (SDoH) and adverse childhood 
experiences (ACEs) screening tool at selected well-child checks. Positive screens will be referred to the community 
health worker (CHW) or social worker (SW) based on the results of the screening. The pilot uses the existing Center for 
Youth Wellness (CYW) screening tool for ACEs and evidenced-based questions (from Health Leads) to screen for food 
security, housing, utility stability, childcare availability, transportation, and health and dental care accessibility. The 
primary pilot goal is to improve the health and wellbeing of families who are experiencing, or who have experienced, 
violence and trauma and who have a need for connection with social resources. 

Progress Report: 
A. Quarterly progress:

Goal Measure(s) Activities Results to Date 

Track all IHN-CCO members 
served by the pilot by 
submitting diagnosis code 
‘Z02.9’ on all appropriate 
claims 

IHN-CCO members served 
by the pilot 

Code for SDoH screening 
(Z13.9) entered by nursing 
staff 

Code for ACEs screening 
(Z02.9) used for targeted 
visits 

Data not yet available for 
the 2 different codes used 
clinic wide, with all 
providers screening new 
visits and well-child checks 
(WCC) for SDOH 

Beginning June 2018, all 
providers screening visits 
with behavior or mental 
health concerns for ACEs  

Actively participate in at 
least 1 DST workgroup; the 
DST recommends SDoH, 
Universal Care 
Coordination, or 
Traditional Health Worker 

Attend either by phone or 
in person 

Attend SDoH workgroup 
meeting 

Attend monthly workgroup 
with understanding of 
workgroup goals and 
direction  

Develop a clinic workflow 
integrating this screening 

Team agrees on initial 
defined workflow 

Alter workflow to reflect 
revised SDoH screening  

Develop workflow for ACEs 
screening for new 
“concerning behavior and 
mental health” visits 

SDOH screening for all new 
patients, 15-month WCC, 
and annual WCC from 2 
years and up  

Workflow developed for 
ACEs screening of targeted 
population 

Develop a screening tool 
for pediatric ACEs/SDoH 
and integrate it into EPIC 

Tool is defined and in EPIC Separate screening tools 
for SDoH and ACEs, as 
projected, has expanded 
and screening has changed 

Specific flowsheet 
screenings for SDOH and 
for ACEs (parent of child, 
teen, and parent of teen) in 
EPIC and integrated into 
provider notes 

Screening 1 pediatrician’s 
well-child visits of a 
selected age using the 
SDoH screening tool during 
this pilot time frame 

% of patients screened 
using the SDoH tool 

Expand SDoH screening to 
all providers’ patients for 
new visits, 15-month WCC, 
and annual WCC from 2 
years and up 

All providers have 
integrated the screening 
into specific WCCs 
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Assess the tool’s user 
friendliness and 
appropriateness for the 
selected population 

Numeric scoring on a 
survey assessing the 
readability, acceptability of 
the tool, and 
understanding of why the 
questions are being asked 

Master of public health 
(MPH) intern spoke with 
families after visits to 
assess readability, 
acceptability, and 
understanding of the 
questions; modifications 
made as needed  

Final tool defined and 
implemented at designated 
visits with use of SDOH and 
CYW Adverse Childhood 
Experiences Questionnaire 
(ACE-Q) screening tools 

Identify families in need Track ACEs scores of 
children screened at 
behavioral health visits 
 
Track families in need of 
the various services 
screened for in the SDoH 
questions 

Use screening tools to 
Identify families with SDOH 
needs  
 
Use ACEs screening to 
identify children who have 
experienced trauma  

No concrete data available 
but verbal reports from 
providers indicate 8-10 
families are identified with 
SDoH needs per week and 
they are more aware of 
ACEs history that can 
impact behaviors 

Provide resource 
connections to families in 
need 

Children, with an ACEs 
score ≥1 and with 
symptoms, accept the 
referral and meet with the 
SW 
 
Children, who have any 
positive on the SDoH 
questions, accept the 
referral and meet with 
CHW 

Children screened for ACEs 
restarting at end of June 
2018 
 
Families with positive SDoH 
screening are referred to 
CHW  

No results to report on 
ACEs screening 
 
Approximately 8-10 
families per week are 
referred to CHW for 
connection with resources 

Develop ACEs handout as a 
resource for parents  

Handout developed  Develop a targeted 
handout on ACEs and 
resilience for all families 
and posters in exam rooms 

Working with marketing to 
complete handout and 
posters 

Assess the additional 
workload placed on the 
CHW and clinic SW from 
use of the screening tool 

# of referrals to SW and 
CHW 

Discuss referral and 
increased workload with 
CHW, SW, and providers 

Exact numbers not 
available but CHW notes an 
increase in referrals since 
clinic-wide SDoH screening 
but workload is 
manageable at this time  

Determine improvement in 
health and wellbeing based 
on screening and referral 

# of children/families with 
improvement in health and 
wellbeing after accepting a 
referral 

Initial and follow-up 
surveys to be done and 
data analyzed 

Wellbeing and clinic 
services awareness 
questions asked at initial 
visit and a follow-up phone 
call approximately 3 
months later but unable to 
determine impact of 
screening as wellbeing is 
too multifactorial  
 
All but 1 family reported 
being more aware of 
services in clinic and willing 
to contact clinic for 
assistance 
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B. What has been successful? 

 Initially, one provider screened patients for SDoH and ACEs but, after realizing the SDoH needs in the population 
and understanding the ACEs the children experience, the focus of the pilot has changed to:  

o Screening all children at the clinic for SDoH at selected visits,  
o Screening all children for ACEs who are seen at the clinic with behavior issues and mental health 

concerns,  
o Providing information on ACEs and resilience to all families,  
o Promoting resilience through parenting assistance.  

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

 Currently the challenge is developing marketing material on ACEs and resilience. This is being worked on 
through reaching out to alternative options for assistance.  

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

 Please see item B above for changes.  

 Hope to look at the specific codes to determine how many families and children were screened for SDoH and 
ACEs.  

 It has been realized that parents often struggle with their children’s behaviors and proper, appropriate 
parenting skills can reduce parental stress, reduce the risk of child abuse, and help develop resilient children. 

o All clinic staff are being trained on basic parenting skills to model for parents.  
o The CHW and SW are attending Making Parenting a Pleasure Training (end of June 2018) and will offer 

parenting assistance in the clinic beginning in July 2018.  
E. Have there been any significant changes to the Pilot Budget? Explain. 

 No significant changes were made to the budget; however, funds have been shifted to pay for the parenting 
education training, curriculum, and marketing materials (ACEs handouts and posters). 

F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 This program is very sustainable and replicable.  

 Ongoing costs would be for patient educational materials and ongoing parenting education for the CHW and 
SW, if so desired. 

G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings? 

 No. 
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 

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

 One provider reported “A mother answered yes to a few questions on the SDoH screening. She was worried she 
was going to lose her housing, was struggling with food insecurity, and worried about health insurance. She 
broke down in tears when I offered the assistance of the CHW. There were two families that day that had 
significant needs that I would not have known about if we hadn’t done the screening.” 
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Community Doula 
January 2018 – December 2018 

Summary:  
This pilot facilitates the recruitment, training, and reimbursement of birth doulas to serve pregnant members of IHN-
CCO. The target population is pregnant women in Benton, Lincoln, and Linn counties who have been identified as 
priority populations by the Oregon Health Authority (OHA). Birth doulas build trusting relationships with pregnant 
women and provide physical, emotional, and informational support during labor and birth. The Community Doula 
Program builds relationships and strengthens connections with providers and key stakeholders, recruits and trains 
trusted community members, and connects doulas to pregnant women. The goals of the pilot are to increase the 
number of maternal and child health Community Health Workers (CHWs), improve health outcomes, and evaluate 
medical cost savings for pregnant members of IHN-CCO. 

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 

Phase III connects doulas 
to pregnant individuals 
that are either self-referred 
or referred to this program 

Doulas contact the 
interested individuals and, 
after 30 weeks pregnancy, 
provide 2 informational 
prenatal visits, labor and 
birth support, and 2 
postpartum visits per OHA 
guidelines 

20 referrals to date: 

 6 from clinical providers

 6 from maternity care
coordinators

 1 from labor & delivery
unit (woman arrived in
labor with no support)

 2 from professional
support service

 5 self-referrals

Actively participate in at 
least 1 Delivery System 
Transformation (DST) 
workgroup; DST 
recommends Traditional 
Health Worker (THW) 
workgroup 

Attend either by phone or 
in person 

At least 1 program 
representative attended 
THW workgroups, Health 
Equity workgroups, and 
DST meetings since January 
2018, except when 
program events were 
scheduled at the same 
time  

 12 DST meetings

 4 THW workgroups

 3 Health Equity
workgroups

30 community members 
will complete requirements 
to become birth doulas  

# of women trained to 
meet THW registry 
requirements as doulas 

Prepare, coordinate, and 
provide birth doula 
trainings and additional 
registry-required course 
trainings for all program 
participants who are 
becoming birth doulas and 
maternal and child health 
CHWs 

March 3-8, 2018: 

 18 completed birth doula
training

April 7, 2018: 

 56 participated in 1-day
training relevant to topics
required for the state
registry (including
interprofessional
collaboration, HIPAA, and
trauma-informed care)

April 19-22, 2018: 

 15 completed birth doula
training

April 24, 2018: 
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 30 attended optional, 1-
hour placentophagy 
community education 
course  

April 28, 2018:  

 46 completed 6-hour 
cultural competency 
training  

May 12, 2018:  

 49 completed 3-hour 
OHA-approved oral-
health course, 1-hour 
safety in-home visiting 
course (requirement for 
this program), and 
optional 3-hour course on 
how to market one’s 
doula practice  

May 25, 2018:  

 35 participated in adult 
and infant CPR course  

May 31, 2018:  

 7 attended the first of at 
least 8 program-required 
peer reviews that are 
offered each month on 
the 2nd Monday at 6:30 
to 7:30 p.m. and the 4th 
Thursday at 12:00 to 1:00 
p.m.  

June 11, 2018:  

 18 attended 2nd peer 
review  

June 14, 2018:  

 3 completed applications 
for the THW registry and 
submitted on June 15, 
2018  

 2 more completed their 
last requirement and will 
submit before the end of 
June 2018  

June 26, 2018: 

 5 attended 2nd peer 
review 

 
Additional trainings are 
being scheduled including:  
 
September 13-16, 2018:  

 Birth doula training in 
Newport 
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Fall 2018:  

 2nd and final round of 
courses offered  

Ongoing:  

 Peer-review sessions  
 
Under consideration: 

 Various continuing 
education unit (CEU) 
courses relevant to 
postpartum care, home 
visiting, mandatory 
reporting, and 
breastfeeding 

Client satisfaction with 
Community Doula program 

Reported satisfaction with 
doula experience 

Develop/adapt materials to 
measure client satisfaction 
via maternal autonomy, 
maternal satisfaction 
scales, and exit interviews  
 
Plan to administer 
measures and conduct 
interviews with clients 
after they have received 
services 

The materials have been 
developed, validated, and a 
grant has been received 
from the American 
Institute of Research to 
implement their use 
 
The earliest referrals will 
complete client-
satisfaction reports this 
summer 

Doula satisfaction with 
training and support  

Reported satisfaction 
participating as a doula  

Administer evaluations at 
the end of each birth-doula 
training and additional 
state-registry trainings  
 
Develop and conduct open-
ended exit interviews to 
reflect on experiences with 
training in the doula 
program  

March 5-8, 2018:  

 18 evaluations completed 
at birth-doula training  

April 7, 2018:  

 46 evaluations completed 
at the HIPAA, trauma-
informed care, and 
Interprofessional 
collaboration training 

April 19-22, 2018:  

 15 evaluations completed 
the birth-doula training  

April 24, 2018: 

 17 evaluations completed 
at placentophagy course 

April 28, 2018: 

 42 evaluations completed 
at cultural competency 
training 

May 12, 2018: 

 42 evaluations completed 
at oral health, safety in-
home visiting, and 
business development 
courses  

May 25, 2018: 
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B. What has been successful? 

 There are currently 63 doulas in the program and 6 other prospective participants who can serve families 
from 1 or more of OHA’s priority populations. 

 Five doulas in the program are registry eligible, with three having submitted their applications in mid-June 
2018.  

 Training has been completed by 24 doulas who are in the process of receiving referrals to complete birth 
requirements for the THW registry.  

 The programs were officially opened for referrals on June 1, 2018.  

 Since June 5, 2018, there have been 15 referrals from Benton and Lincoln county clinical providers, labor and 
delivery unit staff using the “911 Doula List”, maternity care coordinators, other professional referrals, 
and/or self-referred residents. Each referral/prospective client has been successfully connected with a doula 
in the program.  

 The program has coordinated labor & delivery unit tours for participants to attend in Corvallis, Albany, and 
Lebanon. Corvallis had 27 doulas attend the tours, Albany has 16 scheduled for tours in July, and Lebanon 
has 9 doulas scheduled for tours also occurring in July. Lincoln County tours are currently in the process of 
being scheduled with target dates of August and/or September, 2018.  

 Program staff have been invited to six professional networking and referral meetings to recruit providers 
and have four additional meetings scheduled between July 1 and August 1, 2018.  

 A final birth doula training is scheduled for September 13-16, 2018 in Newport, Oregon that already has 10 
enrolled.  

 The materials have been developed, validated, and an American Institutes of Research grant has been 
received to implement their use. The earliest referrals will complete client satisfaction reports in the 
summer of 2018. 

 A nonprofit organization called “Every Mother Counts”, which wants to support a similar doula program in 
New York City, contacted and asked the pilot team to consult on program development and assessment.  

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

 The 63 doulas are excited about receiving the training and to start serving families. While the steady 
referrals have exceeded expectations for the first month, not every doula has been matched with a client. 

 29 evaluations completed 
at Adult and Infant CPR 
training 

 
The birth doula exit-
interview guide is currently 
being developed  

Improved health outcomes 
compared to non-doula 
group 

Birth outcomes 
(prematurity, cesarean-
section, pain medication 
use)  

Use the Midwives Alliance 
of North America (MANA) 
Stats data collection tool to 
develop tools for 
measuring doula care 
outcomes  
 
Provide doulas with 
training and materials to 
adequately collect 
outcomes data 

April 7, 2018:  

 56 doulas trained on how 
to use the MANA Stats 
data collection tool  

 
May 2018: 

 52 enrollment forms 
submitted to use MANA 
Stats  

 
Doulas are currently 
entering data into the 
MANA Stats data collection 
platform for 6 clients that 
have received a full course 
of care  
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 A number of the referrals have been for Asian-speaking families although, the majority also speak English. 
This program has only two participants who speak Mandarin, but one of these participants has secured a job 
in San Francisco and is leaving. Given the budget, the competing demands for doula services in Lincoln 
County and the need for more Asian-speaking doulas in Benton and Linn counties are currently being 
assessed. This pilot has done its best to match families with the most appropriate doula, either by cultural 
background or based on training and demonstration of culturally-sensitive doula skills.  

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

 None.  
E. Have there been any significant changes to the Pilot Budget? Explain. 

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

 Until mid-June 2018, there was one graduate intern and three undergraduate interns supporting the needs 
of this project; two of which were also enrolled in the program as doulas. The interns were critical to the up-
start component of this pilot with refining web-presences, training planning, organization and scheduling, 
grant writing, data entry, and other last-minute requests. Currently there are two new undergraduate 
interns for summer 2018.  

 Continue connecting with professional support services for families and maternity care coordinators as 
potential referrers to the program in each county because of the capacity in which they serve prospective 
clients (i.e. IHN-CCO members) and their role as resource and information providers.  

 Letters of Intent were submitted to Keizer Northwest and Spirit Mountain Community Fund. Keizer 
Northwest denied an invite to submit a full application and waiting for a response from Spirit Mountain.  

G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings? 

 A detailed outline of the program was presented at the annual School of Language, Culture, and Society 
Student Conference at Oregon State University on May 11, 2018.  

 The program has been invited to share more information at Early Intervention Services in Benton County in 
May 2018, at the Good Samaritan Labor & Delivery Staff meeting on May 21, 2018, and the regional Mother 
and Child Health (MCH) meeting in Albany on June 5, 2018. There are three additional meetings in July 2018 
where the program will be presented to the Healthy Families program and staff at Pacific Health in Newport.  

 The program champion presented about the program at the day of learning celebration 80th birthday for 
Penny Simkin (the mother of the US doula movement) in Seattle, Washington on June 8, 2018. This has led 
to requests for consultation from multiple community doula programs across the nation.  

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

 At the June 5, 2018 regional MCH meeting in Albany, a home-visiting nurse shared with the group how 
instrumental one of the doulas was to their home-visiting care team for a Spanish-speaking family. The 
nurse explained how easily she transitioned into the care team and how she provided specific services that 
filled the gaps in care that this mother was experiencing.  

 When the 911 Doula List (a list of doulas willing to be called last minute in the event a laboring individual 
arrives to the hospital/birth center under- or un-supported) was developed, it was unsure if this format of 
last-minute, emergency doula care would be successful. There were concerns around three aspects of this 
format of doula care including: 1) how many of the doulas were new and inexperienced in their ability to 
quickly develop caring and trusting relationships with someone in labor; 2) whether or not the hospital 
would utilize this list for emergency doula services; and 3) whether or not the doulas would answer in the 
event they were called for a last-minute birth. In early June 2018, one of the bilingual, Spanish-speaking 
doulas attended her first birth from the program’s 911 Doula List. In her reflection of the birth experience, 
she discussed how she felt confident and really enjoyed the experience stating, “I just left the birth, it was 
amazing!” This doula is continuing care by providing two postpartum visits to this family. At this point the 
program’s provision of emergency doula services is off to a great start.  

 In a new podcast called Midwifing America, a client shared how doulas from this program transformed her 
birth experience as they led her down a path of healing from a history of early childhood abuse. This 
powerful episode can be found here: https://www.midwifingamerica.com/episodes-rss/.  
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Community Paramedic 2
July 2017 – June 2018 

Summary:  
Community Paramedic is a model of community-based healthcare in which paramedics function outside their customary 
emergency response and transport roles to 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  

Received a preliminary 
proposal from SHS and 
waiting for follow-up 
details 

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

To be completed within the 
first 6 months 

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

The referral process 
completed within the pilot 
working group   

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

To be completed within the 
first 6 months 

Developed service 
agreements with IHN-CCO 
Care Team Link 

Next step is for the 2 
agencies’ Information 
Technology (IT) 
departments to share 
information 

Service agreements have 
been signed 

City of Albany IT is working 
on their portion of the 
system 

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 and 
meetings were made to 
foster grandparents,  
Chemeketa Community 
College, North Albany 
Middle School, SamFit, 
hospice, Avamere, 
Mennonite Village, 
Samaritan Interdisciplinary 
Team (IDT) 

8 presentations with 174 
participants 

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 23 
IHN-CCO members   

Referred 23 IHN-CCO 
members to alternate care 
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B. What has been successful? 

 Connecting clients to insurance benefits that are available to them.  

 Reduction of 9-1-1 calls from patients in the program.  
  

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, focus on common 
solutions to reduce 
continued reoccurrence 

Falls, neglect, dementia, 
complications from 
medications, and mental 
health emergencies were 
the primary causes for IHN-
CCO members to call 9-1-1    

Installed fall prevention 
devices in patients’ homes 
to reduce falls; contacted 
Adult Protective Services 
(APS) and Senior and 
Disability Services; 
contacted primary care and 
care coordinators; helped 
place 4 clients into assisted 
living communities; 
connected diabetic clients 
to insurance incentive 
programs; conducted 
medication reconciliation 
and evaluated/updated in-
home care; and provided 
referrals and mobile 
mental health to IHN-CCO 
members in mental health 
crisis 

Reduce ambulance 
transports of IHN-CCO 
mental health patients to 
ED by referring these 
patients to mental health 
providers 

Increase number of 
referrals from Community 
Paramedic pilot to mental 
health providers 

Contact made on all 
referrals into the program 
to see if they were working 
with a mental health 
provider   

There were 18 referrals to 
mental health providers   

Track all IHN-CCO members 
touched by the pilot 

Count of IHN-CCO 
members touched 

22 22 

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. blood 
sugar levels, fall 
prevention, home safety 
evaluations, medication 
reconciliation, etc. 

All in-home evaluations 
were condition-specific; 
however, everyone 
received a medication 
reconciliation, review for 
activities of daily living, and 
a home safety inspection 
including fire and fall 
prevention 

Out of 47 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 

Cost-effective analysis $1,159.09 per unique 
member (22 members) 
 
$542.55 per encounter (47 
encounters)  
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C. What are the challenges and how are you addressing them? 

 Charting software has not progressed as expected; will continue to use other methods of tracking until the 
software is available. 

 Administrative communications with Samaritan have not progressed as it relates to patient referral into the 
program from primary care physicians.  

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. 

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

 No progress. 
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings? 

 Have made local presentations to groups and care facilities including foster grandparents, Chemeketa 
Community College, Samaritan IDT, and Signs of Victory shelter.   

H. 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.). 

 Seeing an increase of encounters with diabetic clients who are not managing the disease.  

 Assisting more clients with in-home care when refusing to relocate.  

 Encountering more members with mental health issues and resulting calls to local homeless shelters, as well 
as more elder falls and neglect.  

 Transportation for members, to help them with independence, is an ongoing challenge (running errands, 
going to appointments, etc.).  
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Health Equity Summits and Trainings 
January 2018 – December 2018 

Summary:  
This pilot develops, organizes, and implements health equity summits and trainings across Benton, Lincoln, and Linn 
counties. The target audience for these summits and trainings are medical professionals, clinical staff, social service 
providers, traditional health workers (THWs), administrators, and decision makers serving the needs of IHN-CCO 
members. The health equity summits function as a convening space for initial discussion, networking, and learning; 
allowing local stakeholders to engage in an informative and meaningful discussion on health equity and why it matters 
to their communities. Summits are used to identify and develop strategies and approaches that best meet local needs to 
ensure that the health equity lens is used in the delivery of health care and social services. 

Progress Report: 
A. Quarterly progress:

Goal Measure(s) Activities Results to Date 

By January 31, 2018, 
convene a steering 
committee with key 
stakeholders  

Identification and 
engagement of 12+ 
stakeholders familiar with 
the needs of healthcare 
and social services in the 
region 

Reached out to 
stakeholders who 
volunteered to be on the 
steering committee 

Convened with the Health 
Equity workgroup for 
guidance and feedback on 
regularly scheduled 
meetings  

Hosted 1 conference call 
with stakeholders 

Collected input digitally 
through emails 

Sought guidance at 2 
separate Health Equity 
workgroup meetings 

By May 31, 2018, host 2 
regional health equity 
summits 

# of participants attending 
health equity summits 

Hosted Lincoln County 
Summit on May 4, 2018 

Hosted Linn and Benton 
Counties Summit on May 
18, 2018 

(Sign in sheets provided) 

Lincoln County:  
59 participants registered 
39 attended 

Linn and Benton Counties: 
65 participants registered 
47 attended 

Improved provider and 
organizational awareness 
and knowledge around 
health equity 

Collected anonymous pre- 
and post-summit surveys 
during both health equity 
summits (survey document 
provided) 

Survey results are currently 
being analyzed and a 
report is forthcoming 

Increased opportunities for 
collaboration and 
partnership among local 
organizations 

Collected anonymous pre- 
and post-summit surveys 
during both health equity 
summits (survey provided) 

Survey results are currently 
being analyzed and a 
report is forthcoming 

By November 15, 2018, 
host 6+ health equity 
trainings addressing county 
specific needs 

# of participants attending 
health equity trainings 

Currently selecting 
trainings for each county 
and reaching out to 
potential trainings 

Collaborating with Corvallis 
School District, the Boys 
and Girls Club, and other 
local organizations to bring 
the Beyond Diversity 
Training to Benton County 

In progress 
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B. What has been successful? 

 The health equity summit data is currently being analyzed and indicates that the majority of participants 
positively rated the experience. Most of the feedback was positive and, particularly Lincoln County 
providers, appreciated the opportunity to receive this event in their region. 

 Health equity summit facilitators were wonderful, came highly recommended, and had an impact on local 
service providers. They were able to lead engaging, dynamic, and insightful activities during both health 
equity summits. 

Improved provider and 
organizational self-efficacy; 
implementing health 
equity skills in jobs or 
organizations 

Pre-and-post training 
surveys are under 
development 

In progress 

Increased intention to 
develop action plans to 
address health equity in 
their job or organizations 

Pre-and-post training 
surveys are under 
development 

In progress 

By December 15, 2018, 
provide technical 
assistance to 6+ local 
healthcare or social service 
organizations, to include 
their administrators or 
other decision makers 
 
 
 

# of organizations 
requesting technical 
assistance 

Organizations that 
participated in the health 
equity summits were made 
aware of the opportunity 
for technical assistance and 
will follow up with them 
toward the end of summer 
2018 

In progress 

Development of an action 
plan to address health 
equity issues faced by IHN-
CCO members 

In progress  In progress 

Strengthened 
organizational capacity to 
implement a health equity 
lens in its services 

In progress In progress  

Quantitative data collected 
to assess 
impact/effectiveness of 
summits and trainings 

In progress  In progress  

By December 31, 2018, 
complete a pilot evaluation 
 

Qualitative data collected 
to assess providers’ 
perceived impact of the 
summits and trainings on 
their daily work with IHN-
CCO members 

In progress In progress 

Qualitative data, collected 
from agencies participating 
in technical assistance, will 
cover what changes they 
plan to implement and 
how the technical 
assistance helped them 
develop action plans 

In progress In progress 
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 The health equity summits were attended by a broad range of service providers across the region and the 
diversity of voices in the room ensured powerful discussions and connections.  

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

 It was a challenge to get participants to commit to a six-hour summit. Shorter training opportunities may be 
easier to arrange, particularly for health care providers. 

 One disadvantage of a completely free event is that people often register but don’t show. Currently 
exploring ways to increase participant accountability in the future.  

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

 Difficult to convene in-person stakeholder meetings; therefore, conference calls and email communications 
were relied on. The Health Equity Workgroup was also relied on for guidance and decision making more 
than originally expected. 

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

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

 Models are being explored to offer the summits with a participation fee-based system. 
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings? 

 Not yet. 
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 

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

 The summit evaluation report will be shared with the DST as soon as it is finalized. This report includes 
stories and comments from both health equity summits, as well as evaluation results.  
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Improving Infant and Child Health in Lincoln County 
July 2017 – June 2018 

Summary:  
This pilot develops an innovative model of care for babies from 0-4 years old. This 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 in 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 years old, 
57 out of a caseload of 59 
families are IHN-CCO 
members 

59 families, many with 
multiple children, were 
served during the pilot 
timeframe 

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

Number of Lincoln County 
families enrolled in PAT 
program 

Coordination of referrals 
and outreach through 
public nurses, 
Woman/Infant/Child (WIC), 
Early Intervention, 
Samaritan Women Health 
Center, Head Start 
program, and public 
community sites (for 
example, the libraries) 

52 families enrolled as of 
June 18, 2018 

By June 30, 2018, complete 
at least 20 group parenting 
sessions at various 
locations throughout the 
county 

Number of group sessions 
held throughout Lincoln 
County 

Established connection 
with public libraries; 
Lincoln City, Newport, and 
Waldport Seashore Family 
Literacy Center 

The groups are conducted 
monthly 

35 groups were completed 
in the last 12 months 

 12 in Lincoln City

 15 in Newport

 7 in Waldport

PAT groups will continue 
being offered to enrolled 
and non-enrolled families 

By June 30, 2018, enroll at 
least 50% of PAT families 
into a parenting group  

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

The PAT team developed a 
Plan-Do-Study-Act (PDSA) 
tool to increase families in 
groups 

The team will work in 
partnership with other 
community groups that 
parents are interested in 
such as; the Samaritan 
Women Support Group, 
School District Conscious 

54% (32) of PAT families 
were enrolled into a 
parenting group in 2018 
quarter 2 
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Discipline group, and 
libraries (Lincoln City, 
Newport, and Waldport), 
and Waldport Seashore 
Literacy Center 
 
Working with these groups 
will bring the parenting 
groups to where parents 
already are 

By December 31, 2017, 
75% of PAT participants 
with a below-average Age 
and Stages Questionnaire 
(ASQ) score will enroll in 
group sessions or 
parenting classes  

ASQ scores Continuous screening of 
PAT families with ASQ 
scored 
 
Continue inviting families 
to engage in PAT groups 
through home visits and 
text 
 
Conveying the importance 
of attending groups and 
what the benefits are to 
parents of children with 
low ASQ scores 

83% (10 of 12) participants 
with a below-average ASQ 
score participated at least 
1 time in a group 

 By June 30, 2018, 90% of 
participants referred to 
group sessions or 
parenting classes will have 
ASQ results in the normal 
range or above  

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

100% of participants 
referred to group sessions 
are screened and entered 
in a tracking system 
 
57% of children with low 
ASQ scores improved their 
ASQ scores 
 
50% of children enrolled, 
who had a low ASQ, only 
had one ASQ in the lower 
range 

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

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

The PAT team referred to 
cessation services by 
offering the phone number 
and contact information 
and also by using the 
Oregon Tobacco QuitLine 
fax form 
 
The PAT program tracked 
tobacco follow-up with a 
referral system within 
Penelope (charting system 
for PAT) 
 

100% (11) of families who 
used tobacco received 
information about their 
options for quitting and 
how it could affect their 
children 
 
36% of families who use 
tobacco and are enrolled in 
PAT accepted referrals to 
cessation services 
 
As a result of the cessation 
service, 2 families stopped 
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The PAT team connected 
with the LCHHS Health 
Promoter Tobacco 
Specialist to get support 
with tobacco flyers and 
referral forms in English 
and Spanish 

using tobacco and 2 
families agreed to fax 
contact information to the 
Tobacco QuitLine 
 
The PAT team continues 
offering information to the 
families 

By June 30, 2018, 3 rounds 
of Nurturing Parenting 
classes will be offered in 
Lincoln County with at 
least 10 families 
participating in each class  

Number of families 
enrolled in Nurturing 
Parenting classes 

The PAT program and 
Reconnections Counseling 
coordinated the Nurturing 
Parenting classes in the 
Lincoln City, Newport, and 
Waldport areas 
 
The group advertised by 
using different strategies: 
flyers, phone calls, texting, 
direct contact, and 
community members 

3 rounds of Nurturing 
Parenting classes were 
offered in Lincoln County 
(Lincoln City, Newport, and 
Waldport) 
 
In total, 26 families 
enrolled in the classes; 11 
were already enrolled in 
PAT, and all additional 
families were given 
information on the 
program 
 
The referrals are still in 
process to get a final 
number of new enrollees 
as a result of the Nurturing 
Parenting classes 

By June 30, 2018, enroll 5% 
of IHN-CCO/WIC eligible 
children between 0-3 years 
living in Lincoln County in 
the PAT program 

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

The parent educators use a 
referral and follow-up 
system to better support 
families to reach out for 
these services 
 
The parent educators 
support families with 
questions regarding their 
IHN-CCO and help call 
when changes are needed 

5% (72) children enrolled in 
PAT out of a total of 1,471 
Lincoln County children 
under 5 years old that are 
enrolled in WIC services  
 
4.8% (70) children eligible 
for IHN-CCO/WIC are 
participating in the PAT 
program 

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

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

The 4 PAT workers enrolled 
in Alert system to regularly 
check children 
immunization statuses 
 
The Alert system is used to 
remind parents about their 
children’s immunizations  
 
The referrals follow up are 
tracked in the Penelope 
system 

100% of children enrolled 
in PAT have PCPCHs and 
97% of children enrolled in 
PAT have current 
immunizations 
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B. What has been successful? 

 The PAT program has been doing outreach through the county and referrals have increased from 
community partners such as Early Intervention, Head Start program, WIC, library groups, and Samaritan 
Women Health Center. The family participation in the PAT groups has been very successful in Lincoln City 
and Newport areas; especially Lincoln City area which has increased from 4 families to an average of 10-12 
families. 

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

 Engaging families to participate in groups in the south county. Once strategy was to change the location to 
the Seashore Family Literacy Center and at least 2-3 PAT-enrolled families have been attending on a regular 
basis but the Waldport Nurturing Parenting group had two regular participants even when promotion was 
done in different areas. 

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

 The PAT supervisor resigned from the program on 05/24/18 and families were transferred to other parent 
educators but the caseload continues with 52 families at this time. 

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

 No, not at this time. 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 The sustainability is the partnership with other community partners to accomplish the PAT groups in 
different locations.  

 A new staff member received her Parents as Teachers certification. 

 The PAT groups bought supplies to sustain the groups; carts, toys, materials, for parent-child interaction, ad 
books. 

G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings? 

 Some of the comments from the satisfaction surveys: 

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

ASQ data collected by 
home visitors 

Set up ASQ screening times 
for all children 2, 4, 6, 9, 
12, 18, 24, 30, 36, 42, and 
48 months 
 
Identified a referral form to 
Early Intervention and 
medical services 
 
PAT tracked inferrals in a 
referral system 

100% of children enrolled 
in PAT are screened for 
child development using 
the ASQ and needed 
services 
 
The ASQ results were faxed 
to primary providers 
 
7 of the 8 children referred 
to Early Intervention 
qualified for services 

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

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

The PAT program and 
Health Education Specialist 
developed a referral 
system to track referrals to 
medical and tobacco 
cessation referral 

The PAT team uses this 
system to track tobacco 
screening, follow ups, 
education, and results of 
the referrals on an Excel 
sheet and also the PAT 
referral system in a Health 
and Human Services (HHS) 
protected folder 

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

Feedback survey data Started to pass surveys to 
families who completed at 
least 1 years in the PAT 
program 

50% of enrolled families 
had completed a program 
feedback survey  
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o “I appreciate this program very much and that it is offered to every family. In Montana, 16 years ago this 
kind of program was only offered to the kids with health problems.” 

o “This program has supported me with information about development and connections to the 
community resources.” 

o “The handouts and understanding what my children need and are going through.” 
o “I enjoy the childhood education provided and the books because support my child’s learning especially 

in my own language Spanish.” 
o “I enjoy participating in the groups because it gives my child and myself the opportunity to meet other 

parents.” 
o “I think the Nurturing Parenting classes should be offered to any parent in this community. They are 

very informative. I learned so much about parenting positive strategies.” 
o Thank you for providing bilingual opportunities for my family.” 

H. 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.). 

 Two families decided to quit smoking. One of them shared that they decided to have “a free tobacco and 
drug environment”. Both families increase their participation in parent-child groups. 
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Oral Health Equity for Vulnerable Populations 
July 2017 – June 2018 

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 

Final results will be 
delivered during final 
presentation 

Connect geriatric IHN-CCO 
members with Patient-
Centered Primary Care 
Homes (PCPCHs) or provide 
brief screening and refer to 
health navigator (HN) 

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

Dental integration within 
nontraditional geriatric 
settings 

Members found to be well 
connected and to have had 
recent primary care 
provider (PCP) visits 

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 defined as 50% of 
facilities and programs that 
need bilingual education 
were offered and received 
education 

50% (4 out of 8) of 
elementary schools that 
were offered bilingual oral-
health education have 
accepted and received 
education 

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 

Target defined as 80% of 
survey participants show 
increased understanding in 
oral-health prevention as 
demonstrated by pre/post 
test scores 

100% of survey 
participants show 
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B. What has been successful? 

 Eliminated barriers for both pilot populations and service was made more equitable to utilize their benefits 
than what was being offered in mass before pilot activities were implemented. 

  

increased understanding in 
oral-health prevention. 

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

Number of consent forms 
returned post education 

Oral-health education in 
nontraditional settings 

Target defined as 20% 
increase in consent form 
return rate from targeted 
schools in previous years 
 
50% decrease in consent 
form return rates 

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

Number of sealant 
encounters acquired 

Outreach limited dental 
services in nontraditional 
settings 

Target defined as 20% 
increase in IHN-CCO 
sealant encounters from 
targeted schools in 
previous years 
 
44% increase in sealant 
encounters 

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% of 
facilities received the 
offered education 
 
71% (10 out of 14) of 
facilities received the 
offered bilingual staff 
training on oral health 

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 

Target defined as 80% of 
survey participants with 
increased understanding of 
importance of dental 
prevention and oral care 
for the older adult patient 
as demonstrated by 
pre/post test scores 
 
100% of survey 
participants showed 
increased understanding 
post education 

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 IHN-CCO 
members received referral 
as needed  
 
94% of screened IHN-CCO 
members received referral 
to dental home as needed 
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C. What are the challenges and how are you addressing them? 

 School testing proved to be challenging during the last few months of the schools year. The outreach 
activities needed to remain flexible with the schools and cater to testing schedules. 

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

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

 N/A 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 Grant funding has been secured to continue the bilingual navigator work in the Boys and Girls Club of Albany 
dental clinics. 

 The sealant program and education outreach is sustainable with the alternative payment methodology 
(APM) sealant incentive. 

 The older adult outreach has proven to be sustainable through the Benton County Health Department’s 
billable services. 

G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings? 

 N/A 
H. 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.). 

 N/A. 
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Peer Wellness Specialist Training 
January 2018 – December 2018 

Summary:  
This pilot expands and integrates the existing collaborative partnerships of the Traditional Health Worker (THW) 
community in the tri-county area by building upon previous pilots and work of the THW Workgroup. This expands the 
ability of the THW Hub to train, supervise, and support the growing network of all types of THWs; Community Health 
Workers (CHWs), Health Navigators (HNs) Peer Support Specialists (PSSs), Peer Wellness Specialists (PWSs), and Birth 
Doulas. This pilot focuses on design, creation, accreditation, and delivery of a certified training course for Peer Support 
Wellness Specialists in the tri-county area. The pilot will demonstrate the strategic focus of; effectiveness and 
sustainability, expanding, connecting and demonstrating access to person-centered Medicaid focused healthcare, and 
connecting social determinants of health and upstream health to the traditional healthcare system. 

Progress Report: 
A. Quarterly progress:

Goal Measure(s) Activities Results to Date 

By 12/31/18, THW 
subcommittee will engage 
at least 2 agencies, working 
with IHN-CCO members in 
need of PWS services, in 
developing a plan utilizing 
PWSs in their communities 

Identification and 
engagement of 2 new 
agencies working with 
identified populations that 
are interested in using 
PWSs in service delivery 

Family Tree Relief Nursery 
(FTRN) reviewing Benton 
County Health Services 
(BCHS) completed survey 

Planning a September 2018 
“meet and greet” event in 
Lincoln County as part of 
the THW workgroup  

Began conversations with 
Linn County Mental Health 
(LCMH) around their peers 
and their interest in PWS 
training 

Actively participate in at 
least 1 Delivery System 
Transformation (DST) 
workgroup; DST 
recommends the THW 
Workgroup 

Attend either by phone or 
in person 

Executive Director and 
Program Director of FTRN 
attend THW workgroup 

FTRN Executive Director 
attended 3 THW meetings 
and 4 DST meetings during 
2018 2nd quarter 

By 04/30/18, create and 
submit a curriculum for 
PWS training course for 
certification 

Create curriculum Curriculum 
Development

Curriculum in development 
with completion target of 
08/31/18. 

Submit curriculum for 
accreditation 

Not yet completed  Not yet completed 

By 12/31/18, 2 state-
approved PWS workshops 
will be completed, 1 in 
Benton or Linn County and 
1 in Lincoln County 

Completed PWS training 
workshop in Linn-Benton 
County 

No progress yet  No progress yet 

Completed training 
workshop in Lincoln County 

 No progress yet  No progress yet 

By 12/31/18, 20 attendees 
will have completed local 
state-approved PWS 
workshops and be eligible 
to apply for enrollment 
into the state THW registry 
by the Oregon Health 
Authority (OHA) 

# of certified PWS who 
have completed a local 
workshop 

 No progress yet  No progress yet 
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B. What has been successful? 

 Utilizing the BCHS CHW curriculum has impacted the ease of writing a curriculum. A team of peers within 
the organization are being utilized to develop a curriculum to meet the needs of peers in the Mid Valley 
area. 

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

 The employee who originally began work on the curriculum had left the organization in late April 2018 and a 
replacement has not yet been found. All of the staff that will be working on this project and leading the 
curriculum development had to be reorganized. In early June 2018, work began on the curriculum again with 
a target completion date for August 2018. There is now a team working on the curriculum; which should 
assist in the progress and ensure completion if other staff leave. 

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

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

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

 Although the curriculum is still in development stage, FTRN is working closely with the THW workgroup on 
spreading information that the curriculum and training will be available by the end of 2018. 

G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings? 

 While presenting a past pilot at OHA’s spring café conference, some attendees expressed interest in the 
curriculum and training possibilities. 

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

 N/A 
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Regional Health Education Hub 
January 2018 – December 2018 

Summary:  
This pilot transforms the delivery of health education in the tri-county region by establishing a centralized, region-wide 
health education hub. This enables community members, social service agencies, and healthcare professionals to easily 
access the full range of health education offered by Samaritan Health Services (SHS), Benton County Health Services 
(BCHS), Linn County Health Services (LCHS), and other community partners in a single location. The Hub supports 
collaboration and partnerships between community service and health organizations that will result in expanded access 
to health education services across the tri-county region. Improving patient self-management skills through health 
education has been shown to reduce overall healthcare utilization and decrease emergency department visits, 
hospitalizations, and prescription drug use. 

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 

Data collection BASELINE: 10 IHN-CCO 
members enrolled 

JUNE 2018: 63 IHN-CCO 
members enrolled 

Actively participate in at 
least one Delivery System 
Transformation (DST) 
workgroup; DST 
recommends Health Equity 
workgroup 

Attend either by phone or 
in person 

The SHS Health Education 
team regularly attends the 
following workgroup 
meetings:  

 DST

 Universal Care
Coordination

 Social Determinants of
Health

 Health Equity

 Traditional Health
Workers

Representation at multiple 
workgroups  

Goal 1: By December 31, 
2018, increase class 
participants that are IHN-
CCO members to 50% 
across health-education 
programming in the region 

The % of class participants 
that are IHN-CCO members 
in pilot-supported health 
education classes 

Hub Coordinator met with 
Manager-Community Care 
Coordinator of SHS Health 
Plan Operations to share 
hub information and 
identify opportunities  

Met Lincoln County Health 
& Human Services (LCHHS) 
leadership and identified 
additional staff to connect 
with and a need for 
presentation to all staff  

Met with BCHS to share 
hub information 

Met with the Oregon 
Cascades West Council of 
Governments (OCWCOG), 

BASELINE:10 IHN-CCO 
members (12% of overall 
participation) 

JUNE 2018: 63 IHN-CCO 
members (21% of overall 
participation) 

LCHHS committed to being 
part of pilot  

OCWCOG Memorandum of 
Agreement (MOA) 
complete 
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including the Aging and 
Disability Resource 
Connection  
 
Frequently Asked 
Questions document 
created for and shared 
with pilot partners  
 
PowerPoint, 
class/workshop flyer, and 
contact card being 
developed 
 
Roadshow and 
promotional/marketing 
plan in process 

Part of achieving Goal 1: 
Establish SHS processes for 
all Patient-Centered 
Primary Care Homes 
(PCPCHs) and 
Specialty clinics to refer to 
health-education 
programming in Benton, 
Lincoln, and Linn counties  
 

The # of referrals to health 
education classes from SHS 
providers 

Promotion of referral 
process in SHS Provider 
newsletter 
 
SHS Health Education and 
Engagement supervisor 
meeting with SHS Primary 
and Specialty Care Practice 
directors 

BASELINE: 245 Referrals 
 
JUNE 2018: 359 Referrals 
 
Process established for 
PCPCHs to refer via EPIC 
(electronic health record) 
into the hub to existing SHS 
classes  

The # of SHS providers 
referring to the Regional 
Health Education Hub 

See above BASELINE: 54 SHS providers 
referring 
 
JUNE 2018: 100 SHS 
providers referring 

Part of achieving Goal 1: 
Establish a systematic, 
closed-loop referral 
process between SHS 
providers and Linn County 
Mental Health (LCMH)  
 

Documented closed-loop 
referral process from SHS 
providers to LCMH  

Monthly meetings 
 
Current workflow and 
referral process are being 
shared to identify areas of 
opportunity for 
improvement  
 
Coordinator and assistant 
trained in EPIC (electronic 
health record) 

Reevaluated opportunities 
with LCMH and LCHS due 
to changes in 
capacity/programming 
 
LCHS MOA in process 

The # of referrals to LCMH-
specific health education 
classes 

No progress to report  No progress to report  

Part of achieving Goal 1: 
Reestablish Tomando 
Control de Su Salud in 
Benton and Linn counties  

The number of Tomando 
Control de Su Salud offered 
in Benton and Linn 
counties 

Monthly meetings  
 
Leader list created and 
training needs are 
identified 
 
Bilingual health education 
assistant hired  

BCHS MOA complete  
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Additional Tomando 
Control de Su Salud efforts 
in the state identified and 
learning meetings 
scheduled  
 
Program and marketing 
plan being developed 

Part of achieving Goal 1: 
Targeted outreach to IHN-
CCO members  

Targeted outreach to 
IHN-CCO 
members with chronic 
conditions 

Promotional/marketing 
plan being developed  

BASELINE: 10 IHN-CCO 
members (12% of overall 
participation)  
 
JUNE 2018: 63 IHN-CCO 
members (21% of overall 
participation)  

Goal 2: By December 31, 
2018, decrease access 
barriers to class 
information and 
geographic proximity 
issues, that exist for 
members to participate in 
health-education 
programming options in 
the region 
 

The % of class participants 
that are IHN-CCO members 
in Hub-supported health 
education classes 
 
 

Hub Coordinator met with 
Manager-Community Care 
Coordinator of SHS Health 
Plan Operations 
 
Hub Coordinator meets 
weekly with the Health 
Education Department and 
has monthly meeting dates 
and times with LCMH, 
LCHS) and BCHS  
 
Reevaluated opportunities 
with LCMH and LCHS due 
to changes in 
capacity/programming 
 
Hub Coordinator met with 
OCWCOG and additional 
leadership and staff were 
identified to engage in 
pilot, including 
transportation leadership  
 
Identifying need for classes 
across the region via 
demographic data and 
coordinating classes 
accordingly 
 
Share upcoming class 
information with referred 
patients via warm phone 
call to allow the 
opportunity to connect 
patients with classes that 
work best for them 
considering the time of 

BASELINE: 10 IHN-CC0 
members (12% of overall 
participation)  
 
JUNE 2018: 63 IHN-CCO 
members (21% of overall 
participation) 
 
LCHS MOA in process 
 
BCHS MOA complete 
 
Identifying and exploring 
transportation options 
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day, location, and type of 
class 
 
Identifying gaps/needs for 
class/workshop leaders 
across region 
 
Class planned in 
community room at 
housing complex 
 
A PowerPoint, 
workshop/class 
information flyer, and 
contact card are being 
developed to help promote 
current hub resources 

Creation of a single, widely 
publicized contact number 
 

Roadshow and marketing 
plan being developed for 
promotion 

Contact number and email 
address created and in use 

Goal 3: By December 31, 
2018, decrease 
administrative burden of 
offering health-education 
programming 

The # of health-education 
classes the Hub is able to 
logistically support 

Hired: 

 Hub coordinator  

 Hub assistant  

 Hub bilingual assistant  
 
Assistants:  

 Prepare class materials, 
instructor resources, and 
technology support for 
each class offered  

 Responsible for managing 
inventory of class 
materials  

 Manage referral process, 
including outreach to 
individuals in work queue 

 developing a streamlined 
referral process 

 Developing standard 
operating procedures for 
referral intake, 
registration, patient 
outreach, and follow up 

 Provide class logistic 
support internally and to 
community partners 

 Data entry 
 

JUNE 2018:  
7 total offerings supported 
SHS Health Education 
Team  

 5 self-management 
classes 

 2 community focused 
classes 

 
YEAR TO DATE 2018: 
Group self-management 
classes 

 Pre-Diabetes PreventT2 
(2 classes started) 

 Living Well with Chronic 
Conditions (4 classes) 

 Living well with Chronic 
Pain (0 classes) 

 Freedom from Smoking 
(4 classes) 

 PainWise First Steps (8 
classes) 

 
Community-focused 
classes  

 Mental Health First Aid 
(17 classes) 

 Question, Persuade, 
Refer (5 classes) 

Goal 4: By December 31, 
2018, explore the 
feasibility of integrating 

A documented plan is in 
place to work towards 
integrating referrals and 

Met with RHIC to identify 
areas of opportunity  
 

No progress to report 
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B. What has been successful? 

 Coordination of efforts across the region. Pilot partners’ willingness to collaborate. 

 SHS provider referrals via electronic health records and SHS internal communication via electronic health 
record. 

 Ability to increase bandwidth to provide outreach to referred individuals, identify and support individuals in 
registering for the most appropriate classes, and document any barriers to attending class.  

 Data collection. 

 LCHHS has recently trained two staff in the Living Well curriculum and will soon be able to coordinate classes 
with the Regional Health Education Hub. Calls into LCHHS, inquiring about classes or local education 
opportunities, can now be directed to one place with minimum staff time. Feedback has thus far been very 
positive that a service like this exists. LCHHS is beginning work internally and hopes to roll out information to 
partners soon.  

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

 LCHHS came on as a later partner and is playing a bit of catch-up. The biggest challenge for them thus far has 
been coordinating schedules and getting onto meeting agendas to get the information about the hub out to 
partners. 

 Lack of availability of Tomando Control de Su Salud training opportunities in Oregon.  
D. Have there been any significant changes to the Pilot Goals and Measures? If so, why? 

 N/A 
E. Have there been any significant changes to the Pilot Budget? Explain. 

 N/A 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 Stakeholder education.  

 The discovery of the Oregon Wellness Network and the opportunities that exist to partner at the state level 
and explore reimbursement/billing opportunities.  

G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings? 

 N/A 
  

referrals and data from the 
Hub to the Regional Health 
Information Collaborative 
(RHIC) 

data from the Hub to the 
RHIC 

RHIC presented at all 
partner quarterly meetings 

Goal 5: By December 31, 
2018, payment model 
established for health-
education programming 
throughout the region 

Funding models are 
explored/pursued 
(alternative payment 
methodology, cost sharing, 
or direct billing options) 

Met with Operations 
Manager of Oregon 
Wellness Network (OWN) 
to learn about statewide 
hub model 
 
OCWCOG leadership, SHS 
leadership, and OWN met 
to discuss partnership 
opportunities  
 
Met with SHS New Services 
Committee to explore 
payment  
 
Literature review 

OCWCOG and SHS 
leadership agree to move 
forward in exploration of 
OWN opportunity 
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H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 
issues the DST should be aware of, etc.). 

 Two Samaritan providers called LCHHS looking for tobacco cessation classes. There was one place to refer to 
and provide a bit of general education about the hub so they could tell partners within their offices.  

 The pilot has allowed for further identification of opportunities to partner in meaningful ways across the 
region. 
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Social Determinant of Health Screening with a Veggie Rx Intervention 
July 2017 – December 2018 

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 (PCPCH) 
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 

All primary care patients 
who come to clinics in 
Alsea, Monroe, and at the 
Benton Health Center site, 
are being screened through 
Protocol for Responding to 
and Assessing Patients’ 
Assets, Risks, and 
Experiences (PRAPARE), 
once a year  

Approximately 60% of the 
patient mix, across all clinic 
sites, are IHN-CCO or 
Trillium Medicaid members 

75% of those screened are 
Medicaid members, a mix 
of IHN-CCO and Trillium, 
from the Monroe clinic, 
through the end of May 
2018  

Those screened after May 
2018 have been entered 
manually (see challenges 
below) and appear to have 
the same majority mix of 
IHN-CCO members, but 
unable to calculate that 
definitively at this time  

8 of the 9 
Women/Infant/Child (WIC) 
clients are IHN-CCO 
members 

Utilize PRAPARE food 
security screening 
questions in the Electronic 
Health Record (EHR) 

Number of patients 
screened and documented 
in the EHR 

Continue to screen 
patients at Alsea and 
Monroe clinics with the 
entire PRAPARE tool  

Also screening patients at 
the Benton Health Center 
(3 care teams and Benton 
County WIC Department) 
in the PRAPARE tool for 
food security questions 
only 

Screened 183 people to 
date; 145 of those took 
place during 2018 quarter 
2 

108 people have had the 
full PRAPARE screen  

74 people have had 
PRAPARE screenings for 
food security only; 9 of 
these are new and 
renewing WIC clients 

Overall 46% of people 
screened are food 
insecure; community 
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estimates for this region 
are 16%, with Medicaid 
members significantly 
higher at 51% in Benton 
and Linn counties  

Achieve closed-loop 
referrals for food insecure 

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

The Monroe and Alsea 
health navigator continues 
to work on a process to 
contact patients, 2 weeks 
after their screening who 
screen for social 
determinants of health 
(SDOH) need or who ask 
for additional assistance 
with barriers to health, to 
see if they would like 
additional resources and 
how initial referrals worked 
for them  
 
Health navigation at the 
Benton Center has made a 
number of calls regarding 
food insecurity screening 
as a part of the Veggie Rx 
portion of the pilot, 
including 1 month 
reminders to come back 
for new tokens 
 
Where closing the loop has 
not been achieved by 
phone or letter, 
connections during 
subsequent visits have 
been helpful in allowing an 
in-person conversation to 
close the loop 

Of those who screen for a 
SDOH need or barrier to 
health, 20 have been 
contacted successfully for a 
closed loop referral  
 
Most others have had 2 
attempted phone calls and 
a letter sent, which is the 
clinic protocol for 
attempted communication 
with patients between 
visits  
 
Contacting people after 
visits is often challenging as 
their information changes, 
they are away from home 
when called (many 
landlines in rural areas), or 
they choose to not 
reengage  

Health navigators and staff 
utilize training to assist 
with screening and 
referrals 

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

This 2018 quarter 2 the 
team:  

 Presented a poster at the 
4/18/18 Regional 
Community Health 
Summit in Lebanon 

 Took part in the 5/18/18 
Linn-Benton Health 
Equity Summit 

 Presented a session at 
the 6/12/18 Innovation 
Café 

Events like the Regional 
Health Summit and 
Innovation Café provide an 
opportunity to network 
and gather ideas from 
other groups around 
Oregon working on 
complementary and similar 
projects  
 
IHN-CCO workgroups and 
Benton County CHIP 
meetings allow continued 
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Additionally take regular 
part in:  

 Benton County 
Community Health 
Improvement Plan (CHIP) 
Food Security workgroup 
meetings 

 IHN-CCO SDOH 
workgroup meetings 

 IHN-CCO Universal Care 
Coordination 
workgroup/lunch and 
learns 

 Oregon Community Food 
Systems Network 
(OCFSN) calls  

 
Also had a unique 
opportunity to share the 
process and progress with 
a researcher from 
University of California San 
Francisco (UCSF), as he 
looks at models of SDOH 
work in partnership with 
CCOs  

development of the pilot, 
alignment with other 
efforts, and consults with 
other community 
organizations throughout 
Benton County 
 
Information from events 
and trainings are shared in 
team and group meetings 
for additional spread and 
input 
 
The information from the 
USCF interviews will 
eventually make their way 
into a published white 
paper about the work 
being done in Oregon and 
California 

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

Number of clinics 
interested in offering a 
Veggie Rx service 

Only operating a Farm 
Stand at the Benton Health 
Center during this pilot  
 
Looking at the mix of users 
between patients, staff, 
and community members 
to understand the 
sustainability model and 
options going forward for 
spread to other locations 

Immediately heard from 2 
other clinics, as the Farm 
Stand resource was 
promoted to all Benton 
County staff, that they 
would like to see this in 
their location  
 
The Lebanon location, in 
particular, is interested in 
learning how they might 
use the model and 
partnership in East Linn 
County 

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

Compare 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 

Began distribution of 
tokens at the Benton 
Health Center mid-June 
2018  
 
Receiving tokens/ 
redemption at the Benton 
Health Center Farm Stand 
and the Corvallis Farmers’ 
Market  

500 tokens were 
distributed (bags of 
$20/person/month) at the 
Benton Health Center in 3 
weeks  
 
More tokens have been 
ordered due to the high 
demand for this resource  
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B. What has been successful? 

 Partnership with the Corvallis Farmers’ market has been incredibly successful and important for the 
sustainability of the program. Working with the Farmers’ Market Manager has ensured that this program is 
integrated into the existing food system and the processes are aligned with what already exists in the 
community.  

 See relatively comparable token redemption rates at the Corvallis Farmers’ Market and the Benton Health 
Center. Both access points are necessary and useful as the pilot learns what works for people. 

 The clinic staff were able to screen for food security and distribute all of the first order of tokens within the 
first three weeks of rollout and had to order another set to meet the high demand.  

 Have been successful in setting up partnerships and systems with local small farmers to provide produce to 
distribute at the Benton Health Center Farm Stand. This program is proving consistent in weekly business to 
small farmers in the community and allowing them to gain more exposure to the public.  

 Presentation at the Innovation Café led to a lot of good immediate feedback and encouragement, as well as 
a follow-up conference call with a community group, food bank, and hospital system in Umpqua Valley 
where they were looking to hear more and learn about working with their CCO.  

Completed the United 
States Department of 
Agriculture (USDA) 
certification and inspection 
for accepting Supplemental 
Nutrition Assistance 
Program (SNAP) benefits at 
the Farm Stand  
 
Began offering samples of 
easy dishes featuring 
produce available at the 
Farm Stand  

59 tokens ($116) were 
redeemed at the Benton 
Health Center Farm Stand 
and 44 tokens ($88) were 
redeemed at the Corvallis 
Farmers’ Market  
 
Ready to distribute the 
next month of ‘refills’ for 
patients who screened as 
food insecure at their 
medical visit  

Increase in resources for 
IHN-CCO serving agencies 
to implement Social 
Determinant of Health 
(SDoH) screening and 
referrals 

Toolkit creation A Public Health intern 
created a Geographic 
Information System (GIS) 
map of resources 
throughout Linn/Benton/ 
Lincoln Counties for the 
major dimensions of SDOH 
from existing resource 
guides in the communities 
 
Will test this tool with 
health navigation and 
clients to ease referral 
communication as SDOH 
needs are identified  
 
Continue to think about 
what would best serve 
IHN-CCO and other 
agencies doing SDOH work 
as the pilot plans for a 
toolkit or final deliverable  

The GIS resource is built 
across all IHN-CCO-serving 
counties and a wide range 
of SDOH need categories  
 
It will need additional 
tweaks, updates, and 
maintenance as strengths 
and weaknesses are 
learned in practice  
 
GIS allows for an 
interactive experience with 
specific attention to 
patient location and 
transportation 
opportunities/needs 
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 Took part in a research project (clinic and CCO staff) about the success to date in obtaining pilot funds and 
trying to integrate SDOH screening and address patient health needs through community and CCO 
partnership.  

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

 Currently working with Oregon Community Health Information Network (OCHIN) to resolve a data entry 
issue in the electronic health record (EHR) program. Without warning, OCHIN changed the SDOH flow sheet, 
which does not match the patient facing forms currently being used, and they have not created new patient 
facing forms. Since mid-May 2018, data entry has been a mix of EHR and manual entry. Hopefully this will be 
resolved soon. 

 The closed loop referral process has been difficult, as it can be hard to reach many of the clients because 
they are unavailable during business hours. Where connections cannot be made (two calls and one letter), 
connection has been made with some patients during subsequent visits. This has allowed the health 
navigators to have a conversation with the clients, although this is not the way that was initially planned or 
expected. 

 While screening for food security continues at the Benton Health Center without tokens in hand (due to the 
high demand and learning about the rate/speed of redemption), the hope is to keep these in stock to 
continue staff and patient engagement, as well as excitement about the project, growing. Currently there is 
a ‘waiting list’ for those who have not received tokens and it is anticipated that the need and gratitude for 
this intervention will continue to be high. 

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 data from the Farm Stand is critical to understanding the business case and sustainability options 
through sales/promotion to Benton County staff, community members, and patient use with and without 
tokens. Will continue to monitor and learn from this data to explore options for the future.  

 Health navigation staffing and ability to spread the care-team model are priority in the final six months of 
this pilot. Will be looking at how to utilize, train, and staff health navigation teams as a resource in clinical 
teams to continue the spread of the SDOH screening.  

G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings? 

 Presented a poster at the 04/18/18 Regional Community Health Summit in Lebanon, Oregon. 

 Presented a session at the 06/12/18 CCO Oregon Innovation Café. 

 Through interviews, shared the pilot process and progress with a researcher from UCSF who looks at models 
of SDOH work in partnership with CCOs mid-May 2018. 

H. 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.). 

 Providing tokens has been powerful for many patients. Staff with the High Complexity Care team spoke of 
someone who broke down in tears when given the $20 tokens because healthy food access is so difficult for 
them. The relief from having an immediate resource to meet their needs was incredible.  

 The diabetic educator, who talks all day long about what patients need to do and want to do with diet, has 
seen a lot of gratitude and appreciation from those who have been provided tokens. There is genuine 
excitement that they are one step closer to getting access to the health supports they know they want/need 
but are not always able to access.  

 The partnership between Corvallis Environmental Center and the Community Health Centers continues to 
be an absolute blessing to this work; neither could do it alone and appreciate each other’s strengths and 
work together.  
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Traditional Health Worker Hub 
July 2017 – December 2018 

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 (BCHS) 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 successfully submitted the THW Training Curriculum on April 13, 2018.

 THW Training Hub Coordinator and Community Capacitation Center staff member successfully trained 25
individuals on popular education teaching methods.

 Memorandums of Understanding were completed and signed by community partners.

Goal Measure(s) Activities Results to Date 

By December 31, 2018, 
engage additional agencies 
working with under-
represented IHN-CCO 
populations in developing a 
plan for CHWs 

Number of agency 
meetings 

Number of Survey 
Monkeys returned (if used) 

Pilot goals extended to 
December 31, 2018 due to 
external circumstances 

CHW training coordinator 
reached out to community 
partners in Lincoln County 
and scheduling meetings 
for July 2018 

No results at this time 

By April 15, 2018, submit 
CHW training curriculum to 
Oregon Health Authority 
(OHA) for approval 

Number of attendees and 
course evaluations 

BCHS submitted CHW 
training curriculum to OHA 
for approval on April 13, 
2018 

Completed 

By December 31, 2018, 
provide state-approved 
CHW training 

Number of trainers 
completing the course 

Family Tree Relief Nursery, 
CHANCE, and Willamette 
Neighborhood Housing 
staff attended the “Train-
the Trainer” course   

A total of 25 facilitators 
completed the “Train-the-
Trainer” course on March 
27 and 28, 2018  

By December 31, 2018, 
provide state-approved 
CHW trainings in Benton, 
Lincoln, and Linn counties 

Number of workshops 

Number of attendees 

Nothing to report at this 
time  

 No results at this time 

By December 31, 2018, 
prepare CHWs to enroll in 
the state CHW registry by 
OHA  

Number of attendees who 
successfully receive 
completion certificate 

Pilot goals extended to 
December 31, 2018 

No results at this time 
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C. What are the challenges and how are you addressing them? 

 Waiting for the THW training curriculum to be approved has definitely impacted the timing of the 
workshops. This is being addressed by working on other pilot deliverables such as engaging community 
partners in Lincoln County. 

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

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

 The major change has been to the timeline; as all deadlines have been extended six months. 
F. Please report progress or activity that has been made toward Pilot Sustainability this past quarter.  

 All focus in 2018 quarter 2 has been toward figuring out logistics of training along with engaging community 
partners in Lincoln County. 

G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings? 

 Yes, the THW Training Hub Coordinator presented the pilot at Western Oregon University, Foundations of 
Health Promotion class approximately 25 students. 

H.  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.). 

 N/A 
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Veggie Rx in Lincoln County 
January 2018 – December 2018 

Summary:  
This pilot allows Lincoln County Public Health and the Lincoln County School Based Health Centers (SBHCs) to develop a 
screening and subsequent referral process to Food Share of Lincoln County for families experiencing food insecurity. 
Food Share then provides nutrition education through seasonal toolkits and Cooking Matters classes to families who 
screen positive and redeem their Veggie Rx vouchers. In addition to assisting with the development of nutrition-
education toolkits, the pilot assists its partners in developing and strengthening partnerships with local growers. The 
pilot also works with marketing and recruiting volunteers who would continue the gleaning, food distribution, and 
nutrition-education work started by the partnership. 

Progress Report: 
A. Quarterly progress:

B. What has been successful?

 Getting school to start screening students for food insecurity has successfully started.
C. What are the challenges and how are you addressing them?

 Veggie Rx Coordinator has left the county. New staff is actively being recruited.

Goal Measure(s) Activities Results to Date 

Document all IHN-CCO 
members served by the 
pilot 

IHN-CCO members served 
by the pilot 

No progress to report No progress to 
report

Actively participate in at 
least one Delivery System 
Transformation (DST) 
workgroup; DST 
recommends Social 
Determinants of Health 
(SDOH) Workgroup 

Attend either by phone or 
in person 

Participated in SDOH 
Workgroup  

Attended all meetings to 
date 

High voucher redemption 
rate 

Number of vouchers 
redeemed out of vouchers 
prescribed  

No vouchers yet being 
redeemed  

Plan to roll out vouchers 
after summer break 

Vouchers have been 
developed and will be used 
at the beginning of the 
new school year  

High food-insecurity 
screening rate 

Percentage of clients 
screened for food 
insecurity through SBHC 
staff 

SBHCs are screening 
students for food 
insecurity 

Screening has begun 

High graduation rate from 
nutrition-education 
courses offered through 
pilot 

Percentage of participants 
enrolled in Cooking 
Matters courses who 
complete at least 4 courses 

Marketing for classes has 
been rolled out widely 
throughout schools in the 
district  

Interest has been limited 
so far, so other marketing 
strategies are being 
explored 

Developing alternative 
marking strategy  

Increase enrollment in 
Food Share 
resources/programs 

Percentage of clients 
prescribed vouchers who 
are not already enrolled in 
Food Share programs that 
enroll 

Students screened for food 
insecurity are referred to 
Food Share 

Once the voucher 
distribution begins, this 
data will be collected  
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D. Have there been any significant changes to the Pilot Goals and Measures? If so, why? 

 Not to date, however; considering if an extension might be the right route to have an entire school years’ 
worth of data.  

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

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

 Dedicated space has been made in each of the schools within the district with food storage options in each.  
G. Has the pilot been approached by or been presented at any local, state, or national conferences or meetings? 

 None 
H. Please provide any additional information you would like to report (i.e. anecdotal stories of transformation, 

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

 Nothing to report. 
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