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2015-2017 Transformation Plan Initial Progress Report 

InterCommunity Health Network CCO 

March 2016 

Transformation Area 1: Integration of Care  

Benchmark 1.1 

How Benchmark will be measured 
(Baseline to July 31, 2017) 

Dental Medical Integration for Diabetics 
Counts of: 

1. Identified diabetic patients asked dental screening questions 
2. Identified diabetic patients receiving referrals from their Patient Centered Primary Care Home (PCPCH) to 

Primary Care Dental Provider 
3. Patients receiving prophylactic and periodontics treatment 
4. Identified diabetic patient receiving referrals from their Primary Care Dental Provider to their PCPCH 
5. Pre/Post A1C measures 

Milestone(s) to be achieved as of 
July 31, 2016 

1. Identify diabetic patients in the participating PCPCHs 
2. Establish mechanisms for screening and care coordination between PCPCHs and Primary Care Dental 

Provider 
3. Establish a data collection mechanism and test the data collection plan 

Benchmark to be achieved as of 
July 31, 2017 

Use pilot data to demonstrate improved health care and oral health of diabetic patients through: 
1. Increase from baseline of dental care utilization originating from the PCPCH 
2. Lower A1C levels in identified diabetic patients receiving prophylactic or periodontics treatment as result of 

PCPCH referral 
3. Increased referrals from medical providers to dental providers from baseline, and vice versa 
4. Greater than 50% of identified diabetic patients visiting a participating PCPCH for an appointment receive an 

oral health screen and follow up instructions 
5. Evaluate expansion of dental integration through 1) newly identified target populations, 2) increasing newly 

participating PCPCH clinics, and/or 3) other innovative strategies 

Benchmark 1.2 

How Benchmark will be measured 
(Baseline to July 31, 2017) 

Mental and Behavioral Health Integration 
Pilots will provide data, successes, barriers, lessons learned, cost-effectiveness, and best practices for integrating 
Mental Health providers into PCPCHs: 

1. Behavioral Health in the PCPCH Pilot 
a. Assessment of mental health morbidity using industry standard assessment tools 
b. Tracking access to care from time of referral to first clinical encounter/consult 

2. Licensed Clinical Social Worker in the PCPCH Pilot 
a. Pre/Post measures of depression, anxiety, and social function (PHQ-9, GAD-7, and SF 12, 

respectively) 



Page 2 of 19 
 

b. Chart reviews, mental health class attendance, physician education participation 
3. Primary Care Psychiatric Consultation Pilot 

a. Pre/Post measures of depression, anxiety, and social function (PHQ-9, GAD-7, and SF 12, 
respectively) 

4. Child Psychiatry Capacity Pilot 
a. Monitoring and measurement of time for follow up visits, and transferring care back to the PCPCH. 
b. Total caseload 
c. Caseload turnover 

5. All pilots 
a. Aggregate analysis of successes, barriers, and lessons learned 

Milestone(s) to be achieved as of 
July 31, 2016 

1. Develop, market, and implement low barrier, free of cost psychoeducational skills training classes for PCPCH 
members (Licensed Clinical Social Worker (LCSW) in PCPCH Pilot) 

2. Hold provider education presentations (LCSW in PCPCH Pilot) 
3. Quarterly reports collected 
4. Completion of Evaluation Reports 

Benchmark to be achieved as of 
July 31, 2017 

1. Decrease time between referral and access for Mental Health services (Behavioral Health in PCPCH and 
LCSW in PCPCH pilots) 

2. Increase Mental Health Assessments within the PCPCH setting 
3. Utilization of Mental Health services in the PCPCH setting 
4. Identify best practices for Mental Health integration in the PCPCH setting 

a. Please describe the actions taken or being taken to achieve milestones and/or benchmarks in this transformation area. For each activity, 

describe the outcome and any associated process improvements, as well as the associated benchmark number (e.g. 1.1 or 1.2).  

Associated 
Benchmark # 

Activity 
(Action taken or being taken to achieve 

milestones or benchmarks.) 

Outcome to Date Process Improvements 

1.1  Medical clinics to Dental Program Clinical 
Coordinator report 

 100% of clinics reporting  

1.1  Dental Plan to Dental Program Clinical 
Coordinator report 

 100% of dental plans reporting  

1.1  Collecting Medical to Dental warm hand-
offs 

 75% or greater of all eligible members. 
54% of the measure met. 

 

1.1  Collecting Dental to Medical warm hand-
offs 

 75% or greater of all eligible members. 
1% of the measure met. 

 

1.1  Screening questions by Primary Care 
Provider 

 90% or greater compliance rate from 
participating medical clinics. 87% of 
measure met. 

 

1.1  Screening questions by Primary Care  90% or greater compliance rate by  
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Dentist dental providers. 88% of measure met. 

1.1  Mailer response  50% or greater response rate for entire 
population. 2% of measure met. 

 

1.2  Improve patient involvement in 
managing their health by developing 
health improvement classes for patients 
that address mental health issues that 
are aggravating or causing chronic health 
issues.  

 

 Eight (8) psychoeducation classes have 
been developed addressing the following 
topics: sleep issues, mindfulness skills, 
stress management, health goals 
support, habit breakers, understanding 
depression, happiness research, 
communication skills as well as classes 
targeted at pain management, nutrition, 
weight management, and tobacco 
cessation.   

 Greater than 70 patients (number based 
on pilot site clinic only) per quarter 
attended a group or class. 

 “Stress Busters” curriculum was 
taught/shared with another clinic’s 
License Clinical Social Worker and groups 
are now co-led. 

 Vetted curriculum is being documented 
so it can be shared with other Patient 
Centered Primary Care clinics. 

1.2  Improve patient involvement in 
managing their health by providing 
accessible and motivating health 
information to encourage patients to 
attend classes for support, information, 
and skills. 

 Developed a looping slideshow for 
waiting room that provides health tips, 
motivational material, and advertises 
free classes where patients can learn 
more about managing stress and 
meeting health goals.  

 

1.2  Collect pilot quarterly reports  All four (4) contributing pilots have been 
reporting quarterly on successes and 
barriers. 

 

1.2  Completion of Evaluation Reports  To date, one pilot (Behavioral Health in 
Patient Centered Primary Care Home) 
has written a final pilot evaluation report 
that will be shared and evaluated by our 
Delivery System Transformation Steering 
Committee using a scorecard of 
established pilot criteria. 

 A summary report for completion of 
Phase I of the Primary Care Psychiatric 
Consult pilot was received and presented 
to the Delivery System Transformation 
Steering Committee.  

 
 
 
 
 
 
 
 
 
 

 

1.2  Provider Education  Embedded License Clinical Social Worker 
provides continuing education at staff 

 Having an embedded License Clinical 
Social Worker in the Patient Centered 
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meetings, consultation, and 
informational emails regarding 
motivational tips, stress management 
tools and holistic theoretical foundations 
for working with patients. 

 Licensed Clinical Social Worker also 
provided cultural and individualized 
communication techniques at an all staff 
retreat. 

Primary Care Home has increased staff 
orientation toward mental health needs 
and disabling conditions and how these 
impact physical health and overall 
wellness. 

 The clinic team is assuming a more 
trauma-informed focus and 
reinterpreting how to deal with chronic 
psychophysiological illness in patients.  

1.2  Decreasing time from referral to first 
visit 

 Progress has been made for both 
children/adolescent and adult waitlists. 
The four to six (4-6) month waitlist that 
was estimated for Samaritan Mental 
Health is now down to being able to see 
new patients in weeks rather than 
months.  

 

b. Please describe any barriers to achieving your milestones and/or benchmarks in this Transformation Area. 

1. Primary Care Provider to Primary Care Dentist communication: Unable to connect member with their Dental office as there is not a dental plan 
provider directory available to participating clinics.  

2. Initial Provider Reluctance:  
a. Integration of mental health services requires providers to understand and trust new models of services being offered and to change their 

behavior in order to identify patient need for these services, make referrals, and take advantage of the new opportunities. While each pilot 
experienced slightly different resistance, all had some form of challenge due to the new models being implemented.  

3. Challenges Hiring Mental Health Providers in Lincoln County: 
a. Lincoln County has had two approved and funded mental health integration pilots unable to launch due to an inability to hire the necessary 

mental health professionals. 

c. Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA 

(including through your Innovator Agent or the learning collaborative to develop these alternate strategies.) 

1. Discussed and agreed upon pilot extension for more time to boost measure success by utilizing the budget with such suggestions as mailer incentives, 
edentulous (no teeth) outreach education and oral care, and participation from Lincoln County clinics. 

2. Providing clinics with IHN-CCO webpage address to locate individual dental plan provider directory. 
3. Initial Provider Reluctance:  

a. Persistent and regular communication is vital to overcoming provider reluctance to make referrals for new models of service.  
4. Challenges Hiring Mental Health Providers in Lincoln County: 

a. Based on findings in Phase I, the Primary Care Psychiatric Consult pilot has expanded from the original seven (7) sites to at least three (3) 
additional sites in Lincoln County. This is particularly significant as clinics and community organizations in this county have been challenged in 
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recruiting new mental health providers to the area. Extending the pilot will bring much needed additional Psychiatric services and support to 
Lincoln County. 

 

Transformation Area 2: Patient Centered Primary Care Home 

Benchmark 2.1 

How Benchmark will be measured 
(Baseline to July 31, 2017) 

Medical Home Readiness Pilot 
1. Certification of clinics as Patient Centered Primary Care Homes (PCPCHs) 
2. Current baseline is 58.6% (41 clinics are Tier 2 or 3 out of 70 total contracted clinics) 

Milestone(s) to be achieved as of 
July 31, 2016 

Pilot submits PCPCH application during Quarter 3, 2016 

Benchmark to be achieved as of 
July 31, 2017 

Increase in the number of IHN-CCO members that are served in Primary Care Physician clinics that are PCPCH 
certified from 86% to 90%, by Quarter 3, 2017 (from 41 to 52 clinics). 

Benchmark 2.2 

How Benchmark will be measured 
(Baseline to July 31, 2017) 

Pediatric Medical Home Pilot  
1. Quality metrics 
2. Identification and monitoring of Care Plans for members identified as high risk 
3. Tracking and comparison of appropriate use of service metrics after Care Plan model implementation 

Milestone(s) to be achieved as of 
July 31, 2016 

1. Risk stratification of patients is completed 
a. Care coordination services by Registered Nurse (RN) Care Coordinator 

2. Memorandum of Understandings established with community providers 
a. Pharmacy services with agreement to provide medication management services for risk level 3 and 

level 4 patients. Pharmacist will spend time on site at clinic 
b. Mental health services providing mental health specialist on site and psychiatric consults on site 
c. Care coordination services by RN Care Coordinator 

3. 100% of Level 3 patients are seen every 6 months 
4. 100% of Level 4 patients are seen every 3 months 

Benchmark to be achieved as of 
July 31, 2017 

1. Establishment of newly developed Interdisciplinary Care Team (ICT) composed of pediatricians, mental 
health, pharmacy, care coordinator and a nutritionist. 

a. ICT team meets regularly to evaluate processes, documentation, care plans, and successful care 
coordination and reports progress quarterly 

b. Clinic meets requirements and obtains 3 Star PCPCH Designation 

 

a. Please describe the actions taken or being taken to achieve milestones and/or benchmarks in this transformation area. For each activity, 

describe the outcome and any associated process improvements, as well as the associated benchmark number (e.g. 2.1 or 2.2).  

Associated 
Benchmark # 

Activity 
(Action taken or being taken to achieve 

Outcome to Date Process Improvements 
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milestones or benchmarks.) 
2.1  Consultants visit practice on a monthly 

basis 
 Complete  

2.1  At least one (1) routine phone check-in 
between visits 

 Complete  

2.1  Numerous phone calls and emails to 
clarify instructions and provide 
assistance 

 Complete  

2.2  A report was created to pull a patient list 
of all IHN-CCO members who have a high 
Body Mass Index (BMI) 

 The nutritionist has also been 
communicating with Medical Doctors to 
find patients who could benefit from a 
consult 

 A letter was created to send to patients 
who miss their appointments 

 The nutritionist has seen forty (40) IHN-
CCO members in quarter four (4)2015. 
There was a higher number of no-shows 
and strategies have been implemented 
to increase the numbers to have a 
sustainable schedule.  

  The Nutritionist reviews the Body Mass 
Index report to pull out patients who 
have not been seen and communicates 
with Primary Care Providers  to initiate a 
referral 

 Calls are being made to patients who no-
show to try and reschedule 
appointments. If unable to reach via 
telephone a letter is sent to patients. 

 

2.2  The pharmacist reviews the patient 
charts and sends Epic message to staff 
notifying of appointments needed 

 Staff reaches out to patients via 
telephone and if not able to reach then a 
letter is sent 

 Targeting IHN-CCO members who do not 
frequently contact  the office or come 
across the radar who are due for yearly 
Well Child Check 

 

2.2  Working with patients who have 
complex needs and coordinating their 
care by facilitating care through 
Interdisciplinary Care Team meetings 

 Working with Benton County Health 
Department  for training of the newly 
hired Registered Nurse 

 

2.2  Warm hand-offs 

 Mental health intakes 

 Telephone for follow up care 

 In Quarter four (4) 2015 there were 
thirty (30) IHN-CCO patients for new 
intakes, thirteen (13) follow-up 
medication checks  and ten (10) phone 
follow-up calls with the mental health 
team 

 



Page 7 of 19 
 

2.2  Contact patients via telephone  Continuing to receive monthly reports 
from IHN-CCO and reaching out to 
patients to reconcile the list. Also 
capturing patients who need care and/or 
who may not have an active Primary 
Care Provider. 

 

b. Please describe any barriers to achieving your milestones and/or benchmarks in this Transformation Area. 

1. It is hard for the physician to find time to work on the project. 
2. Patients missing their appointments. 

c. Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA 

(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies. 

1. Currently the physician is still able to complete the work on schedule. 
2. Reaching out and making contact with parents of the patients to determine barriers in making appointments and what assistance they need. 

 

Transformation Area 3: Alternative Payment Methodologies 

Benchmark 3.1 

How Benchmark will be measured 
(Baseline to July 31, 2017) 

Alternative Payment Methodologies – Development of a Patient Centered Primary Care Home (PCPCH) risk-based Per 
Member Per Month (PMPM) Capitation Model 
Monthly reporting on financial performance, three access to care metrics, three quality of care metrics, and six 
utilization metrics identified from a specific PCPCH baseline established from previous year. 

Milestone(s) to be achieved as of 
July 31, 2016 

Development of a unified CCO risk-stratification model that incorporates health status information and shared risk to 
improve precision and accuracy of the PMPM calculation and incentives PCPCH transformational efforts. 

Benchmark to be achieved as of 
July 31, 2017 

1. Comparison of risk stratified model against baseline and first iteration of PMPM capitation 
2. Evaluate the APM pilot from 2015 to determine whether pilot should spread to additional clinics 

Benchmark 3.2 

How Benchmark will be measured 
(Baseline to July 31, 2017) 

Alternative Payment Methodologies for Community Partners: Pilots Providing Wraparound Services 
1. Pilots have established metrics for their own success based on the goals of the pilot 
2. Quarterly reports on metrics 
3. Final Evaluation Reports 

Milestone(s) to be achieved as of 
July 31, 2016 

1. Assessment of types of services provided by pilot community service partners that support healthcare 
outcomes but haven’t been part of traditional IHN-CCO pay per service model for which could be included in 
the PCPCH PMPM capitation models 

2. Analyze cost reports from pilots to determine amounts to integrate into risk based PMPM capitation models 
3. Development of protocols, policies, and methods of payment for services 

Benchmark to be achieved as of 1. Development, evaluation, and dissemination of a study of IHN-CCO member service utilization, service 
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July 31, 2017 sustainability and cost-effectiveness of services not traditionally part of the fee-for-service model 
2. Proposal, if applicable for moving services into the risk based PMPM capitation model 

 

a. Please describe the actions taken or being taken to achieve milestones and/or benchmarks in this transformation area. For each activity, 

describe the outcome and any associated process improvements, as well as the associated benchmark number (e.g. 3.1 or 3.2).  

Associated 
Benchmark # 

Activity 
(Action taken or being taken to achieve 

milestones or benchmarks.) 

Outcome to Date Process Improvements 

3.1  Based on findings from the original three 
(3) Alternative Payment Methodologies 
pilot sites, IHN-CCO has set a goal of 
greater than 80% of IHN-CCO members 
assigned to Patient Centered Primary 
Care Homes receiving an Alternative 
Payment Methodologies reimbursement 
model by December 2016. At this point 
the Alternative Payment Methodology is 
only a Per Member Per Month capitation 
based on historical costs with no risk 
sharing or incentive structure. 

 The Alternative Payment Methodologies 
Workgroup has reviewed the model 
developed by AllCare-CCO and sees that 
as a potential model for moving forward. 

 As of January 2016, six (6) Patient 
Centered Primary Care clinics are 
working under a capitated model with 
increased data sharing between  IHN-
CCO and each clinic around utilization 
and metrics. 

 To expand the Alternative Payment 
Methodologies pilot, incentive funds are 
being offered to participating clinics to 
help them build capacity as they transfer 
to an Alternative Payment Methodology. 

 
 

3.2  Assessment of types of services provided 
by pilot community service partners that 
support healthcare outcomes but 
haven’t been part of traditional IHN-CCO 
pay per service model for which could be 
included in the Patient Centered Primary 
Care Home Per Member Per Month 
capitation models. 

 The Traditional Health Workers 
Workgroup has been working to align 
reporting of agencies and pilots using 
Traditional Health Workers / Community 
Health Workers /Health Navigators. The 
group is trialing a universal tracking 
spreadsheet modeled after OHA’s 
Touches Report to quantify the types, 
numbers, and duration of services 
provided across agencies.   

 

3.2  Analyze cost reports from pilots to 
determine amounts to integrate into risk 
based Per Member Per Month capitation 
models 

 

 New pilots using Community Health 
Workers / Traditional Health Workers 
/Health Navigators are being asked to 
provide an estimate of expected cost per 
member which will be tracked against 
actual costs.  

 

3.2  Development of protocols, policies, and 
methods of payment for services 

 A subgroup of the Traditional Health 
Workers Workgroup is meeting monthly 
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with IHN-CCO Reimbursement Manager 
to identify all the questions that need to 
be answered to have shared 
understanding and generate ideas for 
potential payment strategies and 
models. 

b. Please describe any barriers to achieving your milestones and/or benchmarks in this Transformation Area. 

1. One of the challenges moving forward with Alternative Payment Methodologies is developing the capacity to generate detailed monthly reports for 
each clinic to create an incentive structure or risk sharing model.  Reporting capacity will be necessary to move beyond Per Member Per Month 
capitation.  

c. Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA 

(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies. 

1. The Alternative Payment Methodologies workgroup has been meeting monthly to advise the IHN-CCO Reimbursement Manager on current issues and 
future direction. 

 

Transformation Area 4: Community Health Assessment and Community Health Improvement Plan 

Benchmark 4.1 

How Benchmark will be measured 
(Baseline to July 31, 2017) 

IHN-CCO Community Health Improvement Plan (CHIP) 
1. Assessment of pilot projects to determine focus on CHIP Health Impact Areas 
2. Pre/Post survey of Community Advisory Council (CAC) members to determine their knowledge of how the 

CHIP is used to influence the work of the CCO and transform health care 

Milestone(s) to be achieved as of 
July 31, 2016 

1. Gap areas in current transformation pilot projects are identified and inform future focus areas and projects 
2. Process created and implemented to use the CHIP when evaluating potential grants and other new external 

funding opportunities 
3. Survey tool developed and baseline data collected from CAC members 
4. Final survey scheduled for completion 

Benchmark to be achieved as of 
July 31, 2017 

1. Transformation pilots each address one or more of the four CHIP Health Impact Areas 
2. External funding pursued aligns with one or more CHIP Health Impact Areas 
3. CAC members report an increased knowledge of how the CHIP is being used to transform health care 

 

a. Please describe the actions taken or being taken to achieve milestones and/or benchmarks in this transformation area. For each activity, 

describe the outcome and any associated process improvements, as well as the associated benchmark number (e.g. 4.1 or 4.2).  

Associated 
Benchmark # 

Activity 
(Action taken or being taken to achieve 

milestones or benchmarks.) 

Outcome to Date Process Improvements 



Page 10 of 19 
 

4.1  IHN-CCO developed a pilot project 
crosswalk document to clearly indicate 
pilot alignment to the Community Health 
Improvement Plan Health Impact Areas.   

 The IHN-CCO Delivery System 
Transformation Steering Committee, the 
Regional Planning Council, the Board of 
Directors, and the Community Advisory 
Council have all seen the crosswalk 
document and receive regular updates. 

 All pilot project proposals must be 
aligned with at least one Health Impact 
Area  

The IHN-CCO Board of Directors approved 

the Community Health Improvement Plan 
(CHIP) Addendum 2016.  This document 
serves as a refinement of the 2014 CHIP 
by: 
 Identifying priority outcomes and 

potential indicators. 
 Dividing the Maternal & Child, Health 

Impact Areas into two separate Health 
Impact Areas: Child Health and Maternal 
Health creating a total of five Health 
Impact Areas.   

4.1  IHN-CCO’s Delivery System 
Transformation Steering Committee 
(DST) intends to use gaps identified in 
the crosswalk document for 
prioritization of funding of future pilot 
projects.   

  

4.1  IHN-CCO’s Pilot Prioritization Workgroup 
recommended to the DST that the 
Community Advisory Council’s 
Community Health Improvement Plan 
Addendum be used to further prioritize 
pilot project proposals. 

  Changes to the pilot proposal approval 
process that are currently underway will 
assist the Delivery System 
Transformation Steering Committee in 
aligning their projects with the 
Community Health Improvement Plan’s 
Health Impact Areas (see b & c). 

 

b. Please describe any barriers to achieving your milestones and/or benchmarks in this Transformation Area. 

1. From the Community Health Improvement Plan, the combination of the two distinct areas of focus for one Health Impact Area (Maternal & Child 

Health) had the potential to make gaps less obvious.  

2. The process the Delivery System Transformation Steering Committee used for evaluating pilot project proposals had the potential to make gaps in 

alignment with the Health Impact Area’s difficult to assess and address.   

c. Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA 

(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies. 

1. The Community Advisory Council separated the Maternal & Child Health, Health Impact Area and developed a recommendation for separate 
outcomes and indicators for the two (2) different Health Impact Areas (Child Health and Maternal Health).    
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2. The Delivery System Transformation Steering Committee (DST) is currently working to update the process for evaluating and approving pilot project 
proposals.  This will assist the Delivery System Transformation Steering to strategically align projects with the Health Impact Areas and address 
potential gaps.   

 

Transformation Area 5: Electronic Health Records, Health Information Exchange and Meaningful Use 

Benchmark 5.1 

How Benchmark will be measured 
(Baseline to July 31, 2017) 

Regional Health Information Collaborative (RHIC) 
The following metrics are proposed for evaluating the milestones and aims of the RHIC project. Metrics support the 
objectives of adoption and exchange of health information. 

1. Increase site visits (use) month over month 
a. Clinics 
b. Individual Health Care Providers 
c. Care Coordinators 

2. Increase frequency of repeat users month over month 
a. Clinics 
b. Individual Health Care Providers 
c. Care Coordinators 

3. Increase individual members/patients inquired upon month over month 
4. Decrease duplicate lab or test results 
5. Count page visits on existing labs, count if new labs are ordered 

Milestone(s) to be achieved as of 
July 31, 2016 

1. Evaluation of opportunities to expand RHIC to include and provide training to additional traditional and non-
traditional providers who contribute to the data repository as well as inquire upon the data to promote the 
health and well-being of their patients/clients through the services they provide 

2. Increase the value of RHIC by enhancing the dataset and adoptability 
3. The RHIC data is used to improve care coordination at a collaborative level 

Benchmark to be achieved as of 
July 31, 2017 

1. RHIC to be expanded to a minimum of 10 partner sites utilizing the Care Team Link viewer for patient care 
2. RHIC to be expanded to include 3 new data sources 
3. Care Team Link use will be 20% greater in Quarter 2 2017 as compared to Quarter 2 2016 
4. New labs ordered will be less than 50% of labs inquired upon when the last lab was no older than 30 days of 

the date of inquiry 

 

a. Please describe the actions taken or being taken to achieve milestones and/or benchmarks in this transformation area. For each activity, 

describe the outcome and any associated process improvements, as well as the associated benchmark number (e.g. 5.1 or 5.2).  

Associated 
Benchmark # 

Activity 
(Action taken or being taken to achieve 

milestones or benchmarks.) 

Outcome to Date Process Improvements 

5.1  January 2016 – Made Care Team Link  Discovered that patient look-up took  Working with application vendor to 
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available to six (6) Urgent Care 
Physicians (Pilot Group) 

 January 2016 – First physician used Care 
Team Link to look up a patient. 

more clicks than anticipated.   
 

correct.  
 

5.1  Creating tutorial video for physician/ 
clinician training and review 

 Concept and rough draft approved  Adoptability will be enhanced. 

b. Please describe any barriers to achieving your milestones and/or benchmarks in this Transformation Area. 

1. None Identified. 

c. Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA 

(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies. 

1. IHN-CCO has a representative on the Oregon Health Authority Health Information Technology Community and Organizational Panel that is under the 
Health Information Technology Oversight Committee Board. Continuing to collaborate with other health information sharing entities within the state 
and Portland metro area. 

 

Transformation Area 6: Communications, Outreach and Member Engagement 

Benchmark 6.1  

How Benchmark will be measured 
(Baseline to July 31, 2017) 

Communication and Engagement Strategies 
1. Measurements are developed based on input from workgroup, IHN-CCO members, community partners and 

consultants 

Milestone(s) to be achieved as of 
July 31, 2016 

1. Evaluation of current web-based communications, gaps and needs identified 
2. Workgroup formed to provide input and oversight 
3. IHN-CCO launches a stand-alone website 

Benchmark to be achieved as of 
July 31, 2017 

1. Website improves communication and engagement and is considered a valuable tool 

Benchmark 6.2 

How Benchmark will be measured 
(Baseline to July 31, 2017) 

Cultural Health Literacy and Linguistic Needs of Members 
Establish baseline measurement by assessment of IHN-CCO website pages and linked documents: 

1. Plain language/reading level 
2. Federal Section 508 requirements for accessibility 
3. Available in both English and Spanish versions 

Milestone(s) to be achieved as of 
July 31, 2016 

1. Evaluation of current web-based communications, gaps and needs identified 
2. Workgroup formed to provide input and oversight 
3. IHN-CCO launches a stand-alone website 
4. 100% of all IHN-CCO website pages will be at a maximum of a 6th grade reading level 
5. Transformation reports will be available in both English and Spanish versions 
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6. 100% of all IHN-CCO linked documents will meet Federal Section 508 requirements for accessibility 
7. 100% of IHN-CCO website pages will meet Federal Section 508 requirements for accessibility 

Benchmark to be achieved as of 
July 31, 2017 

1. 100% of all linked documents for the website will be at a maximum of a 6th grade reading level, or a 
summary document at a maximum of a 6th grade reading level will be provided 

2. 30% increase from baseline of Spanish version documents 

 

a. Please describe the actions taken or being taken to achieve milestones and/or benchmarks in this transformation area. For each activity, 

describe the outcome and any associated process improvements, as well as the associated benchmark number (e.g. 6.1 or 6.2).  

Associated 
Benchmark # 

Activity 
(Action taken or being taken to achieve 

milestones or benchmarks.) 

Outcome to Date Process Improvements 

6.1 
6.2 
 

 Vendor Selection (April 2015-October 
2015) 

 Request for proposal created  

 Six (6) potential vendors contacted  

 Selection narrowed to two (2) 
vendors  

 Vendor demo/discussions 
scheduled  

 Vendor Selected  

 Statement of Work for Phase I finalized – 
November 2015 

 Selection workgroup included members 
from the Community Advisory Council, 
IHN-CCO partner organizations and from 
IHN-CCO. 

 Website vendor has been selected and is 
currently planning Phase I.  

 

6.1 
6.2 
 

 Assess and Plan Phase  (December 2015 
– February 2016) 

 Existing Documentation & Research 
Review 

 Stakeholder Interviews 

 Business Objectives Key 
Performance Indicators 

 Customer Research and Insights 

 Create Digital Profiles and Journey 
Maps 

 Content Audit 

 Design and Build Planning 

 Deliverable – Digital Experience Brief 

 Preliminary kick-off meeting with vendor 
and IHN-CCO marketing team complete.  

 Stakeholder and member interviews are 
in process. 

 

6.1 
6.2 

 Design, Build, Deploy (February 2016 – 
July 2016) 
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  Detailed Design Plan 

 Content Strategy Aligned 

 Technical Design Finalized 

 Code and Optimize Configuration 

 QA Testing 

 Training 

 Launch 

 Final Review and User Acceptance 

6.1 
6.2 
 

 Continued Development of website 
content (August 2016 – July 2017) 

 Analytics and Optimization 

 On-going content review 

  

b. Please describe any barriers to achieving your milestones and/or benchmarks in this Transformation Area. 

1. Challenges are expected to arise in achieving IHN-CCO member participation in “customer research and insights” aspect of the project. 

c. Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA 

(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies. 

1. IHN-CCO is currently exploring ways to incentivize members to participate and exploring options through conversations with Oregon Health Authority 
and reviewing contracts.   

 

Transformation Area 7: Meeting the culturally diverse needs of Members 

Benchmark 7.1  

How Benchmark will be measured 
(Baseline to July 31, 2017) 

Trauma Informed 
1. Establish a baseline by collecting data on how many IHN-CCO staff have attended an Adverse Childhood 

Experiences (ACEs) or Trauma-Informed training 
2. 100% of IHN-CCO staff participate in ACE’s or Trauma-Informed training 
3. IHN-CCO staff that receive ACE’s or Trauma-Informed training report an increased knowledge of how adverse 

childhood experiences impact the lives and health of IHN-CCO members (pre and post training survey) 
4. A Trauma-Informed Organizational Self-Assessment tool is used 

Milestone(s) to be achieved as of 
July 31, 2016 

1. ACE’s or Trauma-Informed trainings identified 
2. Training platform and schedule developed 
3. Pre and post training survey created 
4. Trauma-Informed Organizational Self-Assessment tool identified 

Benchmark to be achieved as of 
July 31, 2017 

1. ACE’s or Trauma-Informed trainings provided to IHN-CCO staff 
2. Trauma-Informed Organizational Self-Assessment completed 
3. IHN-CCO staff recognizes trauma response behaviors, triggers, early warning signs and crisis responses. IHN-
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CCO staff is trauma informed 
4. IHN-CCO identifies organizational actions and opportunities to promote safety, sensitivity, resilience, and 

respect in our relationships with our community partners and CCO members 

 

a. Please describe the actions taken or being taken to achieve milestones and/or benchmarks in this transformation area. For each activity, 

describe the outcome and any associated process improvements, as well as the associated benchmark number (e.g. 7.1 or 7.2).  

Associated 
Benchmark # 

Activity 
(Action taken or being taken to achieve milestones or benchmarks.) 

Outcome to Date Process 
Improvements 

7.1  Establishing a baseline by collecting data on how many IHN-CCO staff 
have attended an Adverse Childhood Experience Study (ACE’s) or 
Trauma-Informed training 

 

 Working internally to collect 
baseline data. 

 

7.1  100% of IHN-CCO staff participate in Adverse Childhood Experience 
Study or Trauma-Informed training 

 

 Developing a plan to have an 
in person training for IHN-CCO 
employees. 

 

7.1  IHN-CCO staff that receive Adverse Childhood Experience Study or 
Trauma-Informed training report an increased knowledge of how 
adverse childhood experiences impact the lives and health of IHN-CCO 
members 

 Creating a pre and post 
training survey and working 
with trainers to provide 
Trauma Informed/ACE’s 
training. 

 

7.1  A Trauma-Informed Organizational Self-Assessment tool  identified 
 

 Working with Trauma 
Informed Oregon to identify 
non-cumbersome self-
assessment tools. 

 

7.1  Adverse Childhood Experience Study or Trauma-Informed trainings 
identified 

 Researching and reaching out 
to trainers.  

 

7.1  Training platform and schedule developed 
 

 Working towards a platform 
and schedule for trainings and 
will finalize after a trainer is 
selected. 

 

7.1  Trauma-Informed Organizational Self-Assessment tool is used  Working with Trauma 
Informed Oregon to identify 
non-cumbersome tools for 
IHN-CCO leadership to 
complete. 

 

7.1  IHN-CCO identifies organizational actions and opportunities to 
promote safety, sensitivity, resilience, and respect in our relationships 
with our community partners and IHN-CCO members 

 Leadership is to complete the 
organizational assessment tool 
to help identify areas of need 
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b. Please describe any barriers to achieving your milestones and/or benchmarks in this Transformation Area. 

1. Determining how to best train two hundred and fifty (250) people while keeping an organization running has been a challenge. 

c. Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA 

(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies. 

1. IHN-CCO is working with the appointed Innovator Agent as part of the workgroup to help identify tools, assessments, and trainings. 

 

Transformation Area 8: Eliminating racial, ethnic and linguistic disparities 

Benchmark 8.1  

How Benchmark will be measured 
(Baseline to July 31, 2017) 

Pilots Utilizing Community Health Workers (CHW) / Traditional Health Workers(THW) 
1. Community Health Worker Pilot 
2. School Neighborhood Navigator Pilot 
3. Child Abuse Prevention and Early Intervention Pilot 

Pilots will provide data, successes, barriers, lessons learned, cost-effectiveness, and best practices for using 
CHWs/THWs to provide support services for better health outcomes. 

1. Community partner participation in Alternative Payment Methodology and THW Workgroups 
2. Quarterly Reports and Final Evaluation Reports 

Milestone(s) to be achieved as of 
July 31, 2016 

1. Development of “Hub” model for hiring, training, and supervising CHWs for placement in IHN-CCO Patient 
Centered Primary Care Home settings (CHW pilot) 

2. Increase number of OHA registered CHWs/THWs providing care coordination and self-management services 
(CHW and Child Abuse Prevention pilots) 

3. Develop targeted outreach, coordination, and support services offered by school based bilingual and 
bicultural Traditional Health Workers (School Neighborhood and Child Abuse Prevention pilots) 

Benchmark to be achieved as of 
July 31, 2017 

Completed pilot evaluation provides important information for program replication and expansion as well as best 
practices for reducing/eliminating disparities in healthcare access, quality, experience and outcomes. 

 

a. Please describe the actions taken or being taken to achieve milestones and/or benchmarks in this transformation area. For each activity, 

describe the outcome and any associated process improvements, as well as the associated benchmark number (e.g. 8.1 or 8.2).  

Associated 
Benchmark # 

Activity 
(Action taken or being taken to achieve 

milestones or benchmarks.) 

Outcome to Date Process Improvements 

8.1  Benton County Health Services is the 
agency developing and piloting the 
“Hub” model concept for hiring, training, 
supervising Community Health Workers 
for placement in IHN-CCO Patient 

 Four (4) Community Health Workers 
have been placed in four (4) clinics.  

 Education materials were created and 
shared with clinics to communicate to 
providers and clinic staff the skills and 
services Community Health Workers can 
provide. 
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Centered Primary Care Home settings.   Hub model has allowed Community 
Health Workers at different agencies to 
make connections across agencies, for 
example, a clinic based Community 
Health Worker making connections with 
a Benton County Navigator stationed at 
Department of Human Services to 
ensure smooth communication and 
referral.  

8.1  Two (2) new pilots using Traditional 
Health Workers / Community Health 
Workers /Health Navigators have been 
funded for a total of five (5) pilots. The 
new pilots include:  

 The Maternal Health Connections 
Pilot working to seamlessly 
transition moms identified from 
the Universal Prenatal Screening 
pilot to post birth supportive care 
from a Relief Nursery.  

 The Health Navigation and Housing 
Planning Pilot is working to connect 
people where they live with 
positive health support and 
preventative services.  

 There are currently two (2) Community 
Health Workers that have received 
certification and are working within the 
IHN-CCO health care delivery system as a 
result of Community Health Workers / 
Traditional Health Workers pilots. Two 
(2) additional Traditional Health Workers 
pilots have been approved and will 
include funding for four (4) additional 
certified Traditional Health Worker 
positions.   

 Community Health Workers / Traditional 
Health Workers /Peer Support 
Specialist/Health Navigators meet 
monthly as part of the Traditional Health 
Workers Workgroup to align, coordinate, 
and shape the future direction for Health 
Navigators working within the IHN-CCO 
health care delivery system. 

 
 

8.1  Develop targeted outreach, 
coordination, and support services 
offered by school based bilingual and 
bicultural Traditional Health Workers. 

 There are School Navigators placed at 
three (3) schools in Benton County. 

 School Navigators are working closely 
with the Lion’s Club and the school 
nurses to ensure that all students with a 
positive vision screening are seen by a 
specialist and follow up is conducted on 
dental referrals. 

 School Navigators have been working 
with the Homeless Liaison for the school 
district to ensure that children who 
qualify for the McKinney-Vento program 
are enrolled and receiving assistance. 

 School Navigators connect families to 
Oregon Health Plan, IHN-CCO, and 
primary care providers to establish 
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families in a primary care home.  

b. Please describe any barriers to achieving your milestones and/or benchmarks in this Transformation Area. 

1. School Navigator Challenges: 
a. Communication. Getting timely information about key school staffing changes and helping staff understand the Navigator is there to assist 

with services and connections for the family and the student outside of the school and not inside the school system. 
b. Scope Creep. As the school and community see the value of a well-trained skilled Navigator, referrals come in that are sometimes beyond the 

scope of services that a School Navigator should provide.  
2. Community Health Workers Challenges: 

a. Communication has been somewhat challenging. After the initial roll-out, communication had been exclusively with office managers, the 
socials workers, and the Navigators. It became apparent that there was a need for communication “upward” to providers.  

3. Initial referral process flow was not working because:  1) Providers wanted to use the Navigators for warm hand-offs requiring more spontaneity.   2)           
Providers remained uncertain about what the Navigators can and cannot do. 3) Providers referring directly to the Navigator when others needed to be 
part of the workflow. 

c. Describe any strategies you have developed to overcome these barriers and identify any ways in which you have worked with OHA 

(including through your Innovator Agent or the learning collaborative) to develop these alternate strategies. 

1. School Navigator Strategies: 
a. Continuous communication to expand understanding of key staff roles on both sides and help establish what needs to be communicated and 

to whom. 
b. The program manager is available to assist Navigators in determining if referrals are appropriate for their position or if it should be directed to 

another staff position.   
2. Community Health Workers Strategies: 

a. To assist with communication, a Communication Template for Placement Agencies was created to make apparent who needs what level and 
type of communication.  

b. Referral process issues were addressed by clinic staff, Navigator, and Community Health Workers program manager meeting (2 sites) to look 
for improvements to the system. Some hiccups still exist, but overall the referral system has greatly improved.  

3. Overall Strategies: 
a.  The Traditional Health Workers Workgroup is meeting monthly to coordinate efforts around reporting, requirements, training, and 

sustainability. 

All Transformation Areas 

a. How was the Community Advisory Council involved in the activities of applicable transformation areas, especially area four? 

1. Reported through the IHN-CCO information sharing network.   
2. The Delivery Systems Transformation Steering Committee uses the Community Health Improvement Plan Health Impact Areas as one of the tools for 

identifying gaps and priorities when making pilot funding decisions. 
 

b. How was the CAC informed of the outcomes for activities in applicable transformation areas, especially area four? 
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1. The Community Advisory Council’s Coordinator and the Community Advisory Council’s Chairperson regularly attends the IHN-CCO Stakeholders 
meetings where information is shared.  

 


