Benton Local Advisory Committee (BLAC) Minutes
Friday, December 12, 2014
Benton County Sunset Building, 10:30 AM – 1:30 PM
Call To Order: Meeting was called to order by co-Chair, Sam Sappington at
10:35 AM.
Introductions:
Present:, Sam Sappington (Co-Chair), Amy Roy (Secretary), Richard McCain, Sr.
(Stretch), Melissa Marshall, Karen Caul, Anne Schuster, Michael Volpe, Joe
Zaerr, Marisabel Gouverneur, Judy Ball, Lauren Zimbelman (Project Coordinator
for the Regional Health Assessment), Marisabel Gouverneur, Judy Ball,
Ex-Officio: Lawrence Eby (CAC Chair), Rebekah Fowler (CAC Coordinator),
Mitch Anderson (Director, Benton County Health Department).
Absent (with apology): Hilary Harrison (Chair).
Guests: Deborah Morera (Caregiver to Michael Volpe), Jessica Deas (Benton
County Public Health Planner), Kaylee Wake (Samaritan Health), and Zoe Kellett
(Benton County Public Health Planner).
Approval of Minutes from December 12, 2014 meeting. Karen Caul moved to
approve Mike Volpe seconded. Motion approved.
BLAC Recruitment Update Rebekah Fowler and Sam Sappington held a 90
minute orientation last week for new members. They also invited prospective
members. A total of 7 people attended. Lauren Zimbelman learned about how
CAC regional and local work together. Judy Ball was interested in how some of
the prospective members responded.
Sam Sappington reported that he met with Amy Roy and Karen Caul and they
recommended 2 more people to the BLAC. That includes Deborah Morera (Mike
Volpe's assistant) and Angel Kent. Angel was not able to attend today, but they
both attended the orientation. Amy asked about Angel's ability to attend meetings
and Sam Sappington replied that her part time work is flexible. Karen Caul said
she thought both applicants would bring more perspective and skills. Amy Roy
said that Deborah Morera is already very familiar with BLAC and is bilingual so
can reach out to the Latino community.
Angel Kent is an OHP member. Sam Sappington said that we need to continue to
reach out to the OHP members. Sam Sappington he is no longer an OHP
member. At the moment BLAC has 11 members and 5 are on OHP.
Deborah Morera left the room while the committee discussed the two candidates.
Marisabel Gouverneur and Judy Ball vouched for Angel Kent because they both
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met her at the orientation and felt she would be a good addition to the committee.
Angel Kent was approved with one abstention because she hasn't been to a
meeting. Deborah Morera was approved unanimously and invited to rejoin the
meeting as a member.
Taking up our charge for evaluating Access to Health Care in Benton
County Lauren Zimbelman is Project Coordinator for the Regional Health
Assessment (see attachment)
The Regional Health Assessment (RHA) is charged with gathering and analyzing
data for all three counties and reporting on that data. CHA is not only happening
by county, so is the CHIP. The priorities of each county will not necessarily be the
same. Lauren Zimbelman's group is starting to bring together assessments from
a variety of sources. This is a large undertaking and a long term plan. As a first
step they are looking for data that they would like but is not now available. The
RHA is funded by IHN-CCO with some additional money from the Federal
government. Funding is for a year so they are working on creating a template for
future years so funders will see the value of an assessment and it will be a
smoother process in the future. The goal is to be able to pull out different
communities (OHP members, zip codes, etc.) Anne Schuster asked if they have
had trouble with privacy issues. They are looking at issues of access, behavioral
and mental health. Jessica Deas said they are focusing on population data not
individual visits so they don't anticipate privacy issues.
Zoe Kellett asked where the information will be housed and accessed when it is
completed. Lauren Zimbelman said that is something they are working on and
looking for input.
Lauren Zimbelman gave her presentation. (see attachment)
Logic models and outcomes. They help us clarify goals and use the time and
funding for being efficient and focusing on the end result. There is some data
available in the OHA quality metrics and the CHAs
Amy asked about how “Outcomes vs Activities” fits into the BLAC report.
Activities mean “did it happen?” Outcomes “did it work?” Rebekah Fowler noted
that this year we may be more identifying what we want the activities to
accomplish. Sam Sappington said we can spell out the activities that have
launched and that can help us establish the questions of what do we need to
know to measure the success of those activities. The first year would more
establish baselines. Judy Ball agreed that it may be easier to focus on activities
but that may be a slippery slope that we may continue to focus on activities. She
would like to moderate that perspective to keep a focus on outcomes. Rebekah
Fowler said that for now BLAC needs to identify the outcomes it wants from
those goals and to hear from the CCO about what they are doing towards those
goals. Sam Sappington wants to know what sort of homework the BLAC needs to
do to work towards a completed report.
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Lauren Zimbelman said sometimes the activity does not always lead to the
desired outcome. Outcomes can be short intermediate and long term. Something
like chronic disease is a more long term problem, but things like knowledge
attitudes and education can be shorter term. Indicators are measurements to
show evidence of what has or has not been achieved. You can use more than
one indicator for an outcome. You can use one indicator for multiple outcomes.
Questions to ask;
What would success look like? Outcome.
How can we measure that? Indicator.
How long would it take to see change?
Joe Zaerr said it's important that goals need to be realistic. You can maybe be
headed for that goal. Not no doctor visits for 1 year, but maybe fewer visits.
SMART goals can be helpful.
How would we know if the CCO satisfied this goal?
From whose perspective? The member.
How would results be measured?
How long will it take?
Data available now may not be exactly what we want so we are looking for the
best fit.
Do the goals and outcomes match up?
Ideas for A-G1 (see attached spreadsheet)
Ensure PCP capacity – what are we building capacity for?
Joe Zaerr would like to see a measurement that a patient can get treatment in a
certain number of days.
Anne Schuster would like follow up to see if they received the treatment they
need.
Larry Eby says capacity is primary but there are the 4 areas. What would
capacity for those 4 areas look like?
Judy Ball said that outcomes for dental may focus more on annual exams and
children primary care may be keeping people out of ER or hospital. So each area
can be looked at separately.
Karen Caul this is more about capacity.
Marisabel Gouverneur said we need to know if it looks like are there enough
providers. The outcome would be the OHP member got an appointment in a
timely manner.
Lauren Zimbelman said that we don't need to say how many providers there
should be, but do members get seen in a timely manner?
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Jessica Deas reminded the committee that there are other goals that deal with
actual health outcomes.
Sam Sappington heard that Lane county had to stop accepting OHP members.
They concluded that they were at their max capacity. Larry Eby that's in the
weeds of the administrative level. The CAC determines the outcomes it would
like to see and then report if they were achieved.
The provider needs to meet the goals and they may stop enrollment to be able to
meet quality goals.
Deborah Morera said capacity could be a strategy for different goal.
Karen Caul like the A-G1 goal because it is the starting point for a member.
Rebekah Fowler reminded the committee that when the CHIP was written the
concerns were about timeliness of appointments and getting the care in your
area. Convenient time and location
The committee broke into groups of 3 to come up with an idea of outcomes.
Karen Caul Joe Zaerr and Kaylee Wake said they were interpreting the goals
differently. Karen Caul thinks the focus should be is there capacity for the
additional people. Joe Zaerr wants to look at being seen and treated not just
getting an appointment.
Deborah Morera, Mike Volpe, and group came up with “Seen in a timely manner
appropriate to their need” that deals with triaging the calls to get the appropriate
timing for the individual member.
Sam Sappington, Judy Ball, and Amy Roy came up with, “Increase the
percentage4 of members who thought they received appointments and care
when they needed it.“They thought using CAHPS would be a good way to
measure. Also reduce the wait time for appointments for primary care in all 4
areas. If data is not available, it should be. What day did they call for an
appointment? What day is their appointment?
Mike Volpe Member needs to understand what PCP recommends A-G2 deals
with that problem. Culturally sensitive care in language and health literacy.
Sam Sappington asked about Sherlyn Dahl project to match up new members
with PCP. He heard it was abandoned. Rebekah Fowler said some parts worked
some not and it will be updated.
NOTE: Ask S. D to report on this project
CCO CHIP Tracking Report Rebekah Fowler (check email for attachment of the
spreadsheet) this chart is keeping track of what IHN has been doing towards the
CHIP.
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Sam Sappington wants to know what pieces are being taken care of as opposed
to what BLAC needs to do. We are not doing an evaluation but a report. CAC has
been asked to look at the sheet and think about what would success would look
like. CCO asked that we match quality outcomes with the chart, but this group
may want to ask for other data as well.
Amy Roy noticed that in the chart the CCO seems to be focusing only on seeing
a PCP in a timely manner for new members.
Mitch Anderson said that we need to say our desired outcomes.
Judy Ball said the committee can be looking at quality metrics and assigning
them to the goals.
Joe Zaerr said we need to figure out the outcomes that we want and then look at
available metrics.
Rebekah Fowler agrees we need to focus on outcomes but with Judy Ball's
background she can make good use of the metrics.
CAC chose outcomes by basically choosing the Health Impact Areas.
Larry Eby asked Sam Sappington if he feels clear about what the assignment is.
He replied no. Amy Roy expressed that she is feeling her way along and it is not
clear because it is so new.
Anne Schuster asked for expert advice on what an outcome might look like.
Rebekah Fowler offered to through and make a straw model of what could be
done.
Karen Caul clarified that we may want experts from the field of mental health.
Need more information about what is currently happening.
Deborah Morera suggested next steps might be to find out what we need to
know. Form groups to find out what we still need to know?
Karen Caul liked breaking into small groups to discuss the outcomes that we
want.
Larry Eby suggested a template.
Joe Zaerr thinks we have what we need with Lauren Zimbelman as a resource to
help us come up with the outcomes.
Lauren Zimbelman said that it's important to keep a balance for each county. She
needs to make sure she is a tool to all counties equally.
Larry Eby said he and Rebekah Fowler need to bring the 3 counties an idea of an
approach with Lauren Zimbelman’s help.
Rebekah Fowler asked about clarification that she will attend BLAC meetings,.
Lauren Zimbelman said it's more meetings outside of BLAC meeting would need
to be balanced with help for Linn and Lincoln counties.
Mitch Anderson said there is a tendency to make it harder than it is. Take the
goal, then ask the question “How will we know it is successful?”
Sam Sappington asked members to raise their hands to work on either Access to
Care of Behavioral Health.
Access subgroup leader – Karen Caul. Members – Deborah Morera, Mike Volpe,
Joe Zaerr, Marisabel Gouverneur, Stretch McCain, and Judy Ball.
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Behavior leader – Sam Sappington. Members – Amy Roy, Deborah Morera,
Karen Caul, Joe Zaerr.
Joe Zaerr, Larry Eby, Anne remarked on the impressiveness of the
transformation in health care and education with the Early Learning Hubs.
Adjourn 1:35 PM
Next meeting: February 27, 2015, Sunset Building 10:30 – 1:30pm

6

Access to Healthcare: Potential Indicators, by county
Potential Indicators
Percent of population under age 65 without
health insurance, 2010
Percent of population under age 65 without
health insurance, 2011

Source

Benton

Lincoln

Linn

Special
populations?

Oregon

County Health Rankings

18%

23%

19%

20%

County Health Rankings
Census Bureau,
American Community
Percent uninsured residents, by income level Survey
Census Bureau,
American Community
Percent uninsured by age
Survey
Oregon Health
Authority, Office of
Unduplicated count of OHP enrolled/eligible Health Analytics,
persons, by age group, 2011-2012
DSSURS, 5/10/2013

15%

20%

18%

18%

Uninsured Trends by US, State, and County ,
2006-2011
CAHPS access to care composite (routine and
emergency care, patient surveys)
Percentage of adults insured with Oregon
Health Plan (OHP), 2004-2009
Adults with a Regular Primary Care Provider,
2004—2009
Population to provider ratios

BC CHA p 39
(2008-2010)

LC CHA p 50
(2009-2011)

BC CHA p 39
(2009-2011)

LC CHA p 49
(2009-2011)

LC CHA p 51
(2011-2012)

see uninsured
County Health Rankings trends sheet

see uninsured
trends sheet

see uninsured
trends sheet

see uninsured
trends sheet
CCO/OHP
members

CAHPS
Benton County Health
Status Report, 2012
Benton County Health
Status Report, 2012

Mental Health Providers, 2013 County Health Rankings 217:1

599:1

1287:1

410:1

Primary Care Physicians, 2013 County Health Rankings 811:1

1640:1

1596:1

1115:1

1846:1

1849:1

1399:1

Dentists, 2013
Percent of adults who could not see a doctor
in the past 12 months because of cost, 20062012
Average number of mentally unhealthy days
reported in past 30 days (age-adjusted), 20062012
Average number of physically unhealthy days
reported in past 30 days (age-adjusted), 20062012

County Health Rankings 1631:1

County Health Rankings

10%

19%

17%

14%

County Health Rankings

2.9

3.6

3.3

3.3

County Health Rankings

3.3

4.6

4.3

3.7

Uninsured Children, 2010

County Health Rankings

8%

11%

10%

9%

Uninsured Children, 2011

County Health Rankings

7%

10%

8%

8%

Uninsured Adults, 2010

County Health Rankings

20%

27%

23%

24%

County Health Rankings
17%
Benton County Public
The issue that has the greatest impact on the
Health Assessment
ability to receive health care services, 2012
BC CHA, p 40
Survey, 2012
Census Bureau,
American Community
Insurance by Type (can be stratified by age
Survey 3-Year Estimates see sheet
and by income) (2011-2013)
(2011-2013)
"B27016"
Preventable Hospital Stays (per 1,000
Medicare enrollees) (2011)
County Health Rankings
35
Diabetic Screening (% of Medicare enrollees
that receive) (2011)
County Health Rankings
88%
Mammography Screening (% of female
Medicare enrollees that receive) (2011)
County Health Rankings
70.9%
Health Care Costs (Medicare spending per
enrollee)
County Health Rankings
$6,764
Could Not See a Doctor Due to Cost (20062012)
County Health Rankings
10%
Annie E. Casey
Percent children ages 0-17 estimated to be
Foundation, Kids Count
without health insurance, 2007-2011
Data Center

23%

22%

22%

Uninsured Adults, 2011

see sheet
"B27016"

see sheet
"B27016"

see sheet
"B27016"

48

56

42 Medicare

87%

87%

86% Medicare

52.8%

61.5%

63.0% Medicare

$6,430

$7,562

$7,285 Medicare

19%

17%

LC CHA p (2007- LC CHA (20092013)
2011)

14%

Benchmarks?
HP-2020 (100%
insured)

From Goals to
Outcomes
BLAC Presentation 1.23
Lauren Zimbelman

What we will cover

• Why are we talking about logic models & outcomes?
• What is a health outcome?
• Relationship between outcomes & activities
• Examples outside of health care
• Apply principles to IHN-CCO Improvement area
• Set the stage for doing this for other health
improvement goals

What we want to accomplish

• CCO partners have agreed collectively to work on
improving health outcomes.
• CCO partners have identified activities that may lead
to improvement.
• We want to pause before we move forward to
identify the health outcomes we hope to achieve.
• We want to identify which health outcomes we are
already tracking in the CHA.

Logic Models

• Used in many fields
• Help us to:

• Clarify our goals and how we
can achieve them
• Use our time and funding for
positive change
• Ensure our actions are having
the effect we want
• Focus on the end result

From Goal to Health Outcome

Components of a logic model
• Goal: Desired long-term

result of the program (big
picture).
• Strategy: A more focused
statement of how the goal
will be addressed.
• Activity: The process, tool,
event, or action that is part
of program implementation.
• Outcomes: Results or
changes from the program

Goal

Strategy

Activity

Outcome

Outcomes

Outcomes are changes in:
• Knowledge
• Awareness
• Skills
• Opinions
• Motivation
• Behavior
• Decision-making
• Condition
• Status

Outcomes are not:
• Activities
• Processes
• Immeasurable long-term
change.

Activities and Outcomes

An activity does not always create the intended outcome!
Measuring outcomes tell us if our activities are working
(having the intended effect)
Action/Reaction

Example: “butts in seats”

• Middle school wanted to increase student learning
• School focused on increasing attendance and getting
student “butts in seats” to increase learning

Result?

No change or improvement in student learning
Activities do not always have
the intended effect!
Measuring outcomes helps us
evaluate whether our strategies
and activities are working.

Measuring Outcomes

Outcomes
Changes or benefits resulting from program/activities.
Short-term
Intermediate
Long-term
Indicators
Measurements or data that provide evidence that a
certain condition exists or certain results have or have not
been achieved.

Indicators

Indicators
Measurements or data that provide evidence that a
certain condition exists or certain results have or
have not been achieved. Help measure progress.
• Can use more than one indicator for an outcome
• Can use one indicator for multiple outcomes

What could have been different
about the “butts in seats” program?

• Choose clear outcomes:

• “increase student
performance in subjects of
math and science”

• Choose indicators:
• Student grades in math and
science classes
• Student scores on
standardized tests in those
fields

• Use indicators to evaluate
activities
• Did the activity work?

Another example:
New Year’s Resolution

• Goal: Decrease stress in 2015
• Strategy: Improve work-life
balance
• Activity: Take vacation time
• Outcome: Experience less
stress, feel more relaxed
• Indicators:
• Daily report of stress
• Check in every 3 months and
report less stress overall

• Did the activity work?

Moving from Goal to Outcome

Questions to ask:

• What would success look like?
(Outcome)
• How can we measure that?
(Indicators)
• How long would it take to
see change?

Goal

Strategy

Activity

Outcome

Activity:
Plan your New Year’s Resolution

• Identify a goal
• Identify the outcome (what would success look like?)
• Choose 1 indicator (how can I measure that?)
• How long would it take to see change in my indicator?

CAC CHIP Questions to ask

• How would we know if the CCO satisfied this goal?
• What would success look like, from a member’s
perspective?
• How would results be measured?
• How long to see results?
• benchmarks / a time period?

Double check that the goal and outcome match up:
• What was the original intent of this goal?
• Does our outcome capture this?

Handout includes

• Space to brainstorm outcomes and indicators
• Some measurements/data from the County
CHAs (potential indicators)
• IHN-CCO Quality Metrics
• Definitions/components of a logic model
• Sources for indicators

Goal from the CAC CHIP

Access section (A-G3)
• Goal: Ensure adequate provider capacity for primary
care, dental health, mental health, and substance use
for IHN-CCO members.

1. What was intended by this goal?
2. What would success look like?

From Goals to Outcomes
What are we hoping to accomplish?


CCO partners have agreed collec vely to work on improving health outcomes.



To that end, CCO partners have iden fied ac vi es that may lead to improvement that is
hoped for.



We want to pause before we move forward and iden fy the health outcomes we hope to
achieve.
‐We also want to iden fy which health outcomes we are already tracking.

Why are outcomes so important?
They help us to:


Clarify our goals and how we can achieve them



Use our me and funding eﬀec vely to make
posi ve change



Make sure our ac vi es are having the eﬀect we
want



Stay focused on the end result
Outcomes are changes in:

Outcomes are not:



Knowledge



Ac vi es



Awareness



Processes



Skills





Opinions

Immeasurable, long‐term
change



Behavior



Decision‐making



Condi on



Status
Handout for Regional CAC, LZ 1/12/15

CAC CHIP: Ques ons to ask
How would we know if the CCO sa sfied this goal?
What would success look like, from a member’s perspec ve?
How would results be measured?
‐How long would it take to see results?

Goal

Outcome

Indicator

What do we want to impact?

What would success look like?

How will we measure this?

Example: Ensure that IHN‐CCO
members get the care they need,
when they need it.

IHN‐CCO Quality Metric:
Percentage of pa ents (adults and
Increase in IHN‐CCO members
children) who thought they
receiving care in a mely manner.
received appointments and care
when they needed them (CAHPS).
County CHA: Percentage of
Decrease the propor on of
region’s popula on that does not
persons without health insurance.
have medical insurance coverage.

Handout for Regional CAC, LZ 1/12/15

Defini ons


Goal: The desired, measurable long‐term result of the program (big picture).



Strategy: A more focused statement of how the goal will be addressed.



Ac vity: The process, tool, technology, or ac on that is part of the program implementa on. An
ac vity is what is intended to bring about results or improvements.



Outcome: Results or changes from the program—such as changes in knowledge, awareness,
skills, a tudes, opinions, aspira ons, mo va on, behavior, prac ce, decision‐making, policies,
social ac on, condi on or status.



Indicator: Measurements or data that provide evidence that a certain condi on exists, or cer‐
tain results have or have not been achieved.



Baseline: A star ng point used for comparison. It is the point that the indicator is currently at,
and will be used to see if changes are occurring.



Benchmarking: Iden fying a standard or point of reference to which an indicator can be com‐
pared and evaluated. For example, comparing an indicator at the county level, to the same indi‐
cator at the state‐wide level.



Target: Se ng a clear aim for improvement. Using an indicator, this would involve
se ng a specific, measurable, achievable, reasonable, and me‐bound aim.

Sources for indicators
County CHAs (related indicators a ached)
Linn County: h p://www.co.linn.or.us/health/pdf/ph/Community_Health_Assessment_2012.pdf
Benton County: h p://www.co.benton.or.us/health/public_health/documents/
community_health_assessment.pdf
Lincoln County: h p://www.lincolncountyhealth.com/Media%20Release%202013/2013%
20Community%20Health%20Assessment.pdf
CCO Quality Measures: h p://www.oregon.gov/oha/analy cs/Pages/CCO‐Baseline‐Data.aspx
Other outcome indicators:
Na onal Quality Forum: h p://www.qualityforum.org/Measuring_Performance/Measuring_Performance.aspx
County Health Rankings: h p://www.countyhealthrankings.org/
Community Commons: h p://www.communitycommons.org/
Handout for Regional CAC, LZ 1/12/15

Behavioral Health Potential Indicators

Mortality - Suicide
Report Area
Benton County, OR
Lincoln County, OR
Linn County, OR
Oregon
United States

Total
Average Annual Deaths,
Population
2007-2011
246,626
40
84,953
11
45,934
11
115,739
18
3,800,540
630
306,486,831
37,085

Crude Death
Rate (Per
100,000 Pop.)
16.22
12.95
23.08
15.9
16.58
12.1

HP 2020 Target
Data Source: Centers for Disease Control and Prevention, National Vital Statistics Sy
WONDER . Centers for Disease Control and Prevention, Wide-Ranging Online Data f
Source geography: County

Behavioral Health Indicators
Mental Health Providers
(population to provider
ratio), 2013
Average number of mentally
unhealthy days reported in
past 30 days (age-adjusted),
2006-2012

Source

Benton

Lincoln

County Health
Rankings
217:1

County Health
Rankings

Oregon Health Authority, Oregon Student Wellness Survey 2013-14
Mental Health Measures
Grade 6
Grade 8
Psychological Distress
Depression
Considered Suicide
Attempted Suicide

599:1

2.9

3.6

Grade 11

Adverse Childhood Experiences (Grade 11)
Parents separated or divorced
Lived with problem drinker
Lived with street drug user
Lived with depressed or mentally ill
Felt did not have enough to eat
Felt had to wear dirty clothes
Felt had no one to protect you
see https://oregon.pridesurveys.com/ for county, state, and district level reports

Age-Adjusted Death
Rate (Per 100,000
Pop.)
15.38
12.38
20.4
15.59
15.95
11.82
<= 10.2
ystem . Accessed via CDC
for Epidemiologic Research .

Linn

Oregon

1287:1

410:1

3.3

3.3

Quality Metrics corresponding to HIAs

Access to Healthcare
Mental and physical health assessment within 60 days for children in DHS custody: Percentage of children
age 4+ who receive a mental health assessment and aphysical health assessment within 60 days of the state
notifying CCOs that the children were placed into custody with the Department of Human Services (foster care).
Access to care (CAHPS): Percentage of patients (adults and children) who thought they received appointments
and care when they needed them.

Comprehensive diabetes care: LDL-C screening: Percentage of adult patients (ages 18 – 75) with
diabetes who got an LDL-C cholesterol test.
Ambulatory care: outpatient utilization: Rate of patient visits to a clinic or urgent care.
EHR adoption: Percentage of eligible providers within a CCO’s network and service area who qualified for a
“meaningful use” incentive payment during the measurement year through Medicaid, Medicare, or Medicare
Advantage EHR Incentive Programs.
Patient-centered primary care home enrollment: Percentage of patients who were enrolled in a recognized
patient-centered primary care home.
Satisfaction with care (CAHPS): Percentage of patients (adults and children) who received needed information
or help and thought they were treated with courtesy and respect by customer service staff.
Plan all-cause readmission: Percentage of adult patients (ages 18 and older) who had a hospital stay and had to
go back into the hospital again for any reason within 30 days of discharge.) (Lower scores are better.)
Child and adolescent access to primary care practioners all ages (12 months – 19 years): Percentage of
children and adolescents who had a visit with a primary care provider.
Child and adolescent access to primary care practioners (12 – 24 months): Percentage of toddlers who had a
visit with a primary care provider.
Child and adolescent access to primary care practiotioners (25 months – 6 years): Percentage of children who
had a visit with a primary care provider.
Child and adolescent access to primary care practitioners (7 – 11 years): Percentage of children and
adolescents who had a visit with a primary care provider.
Child and adolescent access to primary care practitioners (12 – 19 years): Percentage of adolescents who had a
visit with a primary care provider.
Extent to which primary care providers are accepting new Medicaid patients: Percentage of primary care
clinics that are accepting new Medicaid/Oregon Health Plan patients.
Extent to which primary care providers currently see Medicaid patients: Percentage of primary care clinics
that currently care for Medicaid/Oregon Health Plan patients.

* Rates are reported per 1,000 member months.
FR = Future Report
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