
Benton County CCO meeting
Friday, March 15, 2013
10-11:30am
Location: Benton County Health Department

Present: Joe Zaerr, Karen Stephenson, Rocio Muñoz, Zeth Owens, Richard “Stretch” McClair, and 
Mitch Anderson

• Committee had a conversation about selecting a Vice-Chair of the CAC from Benton 
County and the need to a Chair for the Benton Local CAC.

• Committee decided that Vice-Chair for Regional CAC will be the same person to staff the 
Benton local CAC

• Benton CAC Chair will serve as a temporary position until there is further recruitment for 
the Benton CAC.

• Need to select a Vice-Chair and secretary for the Benton CAC as well.  
• Elections were conducted by Mitch Anderson to select 1) Permanent Vice-Chair  for 

Regional CAC and same person to be temporary Chair for Benton CAC; 2) temporary 
Vice-Chair for local Benton CAC.

Outcomes:
• Joe Zaerrwas elected the Vice Chair of the CAC from Benton County
• Joe Zaerr was elected temporary Chair for the Benton Local Advisory Committee (BLAC)
• Rocio Muñoz was elected temporary Vice Chair for the Benton Local Advisory Committee
• Agreed to elect a permanent Chair and Vice Chair for the BLAC in May
• Agreed to expand the membership of the BLAC to a maximum of 15 members (including R-CAC 

members)
o Agreed to commence recruiting new members forthwith
o Five new members selected from the list of applicants for the CAC last Fall 2012
o Three new members drawn from the general public

• Agreed to hold our next meeting on Friday, March 1st.  Location TBA (Confirmed by Rocio to hold 
at Parks and Recreation Office at Avery Park – 1310 SW Avery Park Drive, Corvallis)

• Our meetings are open to the public.  People associated with the CCO and CAC are especially 
welcome.



Benton Local Advisory Committee (BLAC) Minutes– November 22, 2013
Benton County Sunset Building, 10:00 – 1:00

I. Call to order and Introductions: A regular meeting of the Benton Local Advisory 
committee. Tara Gaitaud, Chair, presiding, and Amy Roy, secretary. 10:00 AM.
Present: Tara Gaitaud, Amy Roy, Joe Zaerr, Richard (Stretch) McCain, Michael Volpe, 
Karen Stephenson, Donald Grasso, Anne Schuster, Emily McNulty, Hilary Harrison, Melissa 
Marshall, Rocio Munoz, Sam Sappington, Verity Bishop, 
Absent: Tammy Knight (with prior notice and apology for absence for medical reasons). 
Ex-Officio: Rebekah Fowler (Coordinator, ex officio to the committee).
Guests: Rick Kleinosky, Elaine Pyle.
 
Rebekah asked members to let her know what other groups they are affiliated with for listing 
in the CHIP..

II. Approval of Minutes from October 11 and October 25: postponed to November meeting.

III. Public Comments. No public comments.

IV. Communication Coordination Workgroup Update.  IHN-CCO CHIP update. 
It was reported by Kelley Kaiser (CEO of IHN-CCO) to the workgroup that all 4 Health 
Impact Areas (3 from each county: Maternal & Perinatal Health, Behavioral Health, Access 
to Healthcare, and Chronic Disease) were accepted by the CCO. The CCO is creating a 
document to see which community partners are already working on these four areas.  BLAC 
will receive this update of the CCO’s initial response at the Dec. 9 CAC meeting in Newport 
from  2-5 PM at the Western Title Building. 
Discussion: 
--What are Kelley’s plans for addressing the need of new members for a primary care 
provider? 
--Members expressed concern because fast track letters are not being returned or possibly 
received. 
--There was also concern that there is a lack of communication between the CCO and its 
Citizen     Advisory Council.
 --the need to collect data around new members and their access to service.

V. Change to December Meeting.  Group decided to meet a week early next month to avoid 
the holiday. Next meeting December 13 10–1.  At the Dec. 13 meeting BLAC will decide 
which Friday to meet in January.

VI. Cover Oregon. Hilary Harrison 
Slide presentation about Cover Oregon. Information and questions about who now qualifies 
for OHP and what levels of income are applied to adults and children. (see attachment). 

VII.Transformation Plan Overview  Rebekah Fowler, CAC Coordinator. (see attachment)
Rebekah reported that Delivery System Transformation (DST) subcommittees working hard 
to help the CCO meet the required benchmarks. Work from DST subcommittees is sent up 
to regional planning council and it looks at the overall plan and makes suggestions.  That 
information gets sent to the governing board which considers the finances as well as the 
overall transformation.  The committees are relied on by the regional council and governing 
board.
Discussion:



--Questions about how much info the committee can get from the sub committees, regional 
planning council.  
--Subcommittee meetings open to the public? 
--Jenna Bates wants to know if members are interested in those sub committees. 
--Can BLAC take a project direct to a subcommittee?  Or take it to regional CAC, then to 
Kelley Kaiser who may send it to subcommittee? 
--Concern was expressed about the alternative payment methodologies and how they affect 
members and providers. 
--There was also concern that there is a lack of communication between the CCO and its 
Citizen Advisory Council.
--The committee also discussed need to collect data around new members and their access 
to service, length of the wait lists to see the new PCP or even the availability of a PCP.

Next step.  Find out if those sub committees are looking for members. 

Adjourn 1:00 PM

NEXT MEETING:  Dec 13, Sunset Building, 10:00 – 1:00

Amy Roy (Secretary)



The 8 Elements of the IHN-CCO Transformation Plan: 

(1) Area of Transformation: Developing and implementing a health care delivery model that integrates 
mental health and physical health care and addictions and dental health, when dental services are 
included. This area of transformation must specifically address the needs of individuals with severe and 
persistent mental illness.  
 
(2) Area of Transformation: Continuing implementation and development of Patient-Centered Primary 
Care Home (PCPCH).  
 
(3) Area of Transformation: Implementing consistent alternative payment methodologies that align 
payment with health outcomes.  
 
(4) Area of Transformation: Preparing a strategy for developing Contractor’s Community Health 
Assessment and adopting an annual Community Health Improvement Plan consistent with SB 1580 
(2012), Section 13.  
 
(5) Area of Transformation: Developing a plan for encouraging Electronic Health Records; health 
information exchange; and meaningful use.  
 
(6) Area of Transformation: Assuring communications, Outreach, Member engagement, and services are 
tailored to cultural, health literacy, and linguistic needs.  
 
(7) Area of Transformation: Assuring that the culturally diverse needs of Members are met (Cultural 
Competence training, provider composition reflects Member diversity; non-traditional health care 
workers composition reflects Member diversity).  
 
(8) Area of Transformation: Developing a Quality Improvement plan focused on eliminating racial, ethnic 
and linguistic disparities in access, quality of care, experience of care, and outcomes.  
 
Transformation Plan Upcoming Deliverable Date: 

 Initial Progress Report Due – January 1, 2014 
 

The Delivery System Transformation (DST) Committee is focusing on the Transformation Plan: 

 Pilots  

 Sub-Committees 
 

 



11/24/2013 

1 

Oregon Insurance Exchange 
Marketplace 

• Health Insurance Exchange online marketplace 

– Shop for health insurance plans 

– Access financial assistance 

•  One-stop resource center 

– Compare and enroll in public and private        
health coverage 

• A key part of Health Reform               
(Affordable Care Act) 

What is Cover Oregon?  

• Created in 2011 by the Oregon Legislature  

• Formed as a Public Corporation 

• Key part of the Health Reform 

• Build for Oregonians  

– “For Oregonians, by Oregonians” 

 

Background Who qualifies? 

• Oregon residents  

• US citizens or permanent legal residents (with 
over 5 years, except kids) 

• Individuals and families with an income under 
400% FPL 

• Employers with up to 50 employees 
o Less than 25 employees  might qualify for a        

tax credit 

Timeline  
• July 2013: marketing efforts starts           

(in progress) 

• October 2013: Enrollment starts – 

o 6 month Open Enrollment Period          
October 2013 - March 31st , 2014 

• January 2014: Coverage begins 

• January 2016: Groups to 100 Employees  

Importance 
The US  

• 50 million uninsured people in the US        
(16.3 %) according to the 2010 census  

• Oregon:  
– Approximately one in five Oregonians of working 

age (19-64) lack health insurance. 

 

 

 

 

 

 

  2011 

Age Number Rate 

0-18 52,000 5.6% 

19-64 503,000 21.0% 

65+ 4,000 0.9% 

Overall 560,000 14.6% 

2011 Oregon Health Insurance Survey, OHA 
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• Benton and Linn Counties 
– 13% of Linn and Benton counties are currently uninsured 

Linn and Benton Counties 

Uninsured Population 

Uninsured 22,740 

Uninsured percentage 13.4% 

Age breakdown 

0-18  10.6% 

19-64 89.5% 

FPL percentages 

138% FPL or less 49.0% 

138-400% FPL 43.1% 

Above 400% FPL 7.8% 

Social Services 

Food Stamps 35.3.0% 

The Percent of Estimated Eligible Uninsured People for Outreach Targeting. 

Data. CMS.gov 

Health Insurance Programs in the State 

Programs transitioning into 
Cover Oregon  

• FHIAP (Family Health Insurance 

Assistance Program) 

o Helps Oregon families pay    
the monthly premium for  
high-quality, private health 
insurance plans 

• (OMIP) Oregon Medical 

Insurance Pool 

 

Programs going into the 
big Cover Oregon umbrella  
• OHP Healthy Kids 

o No cost 

o Healthy kids connect  

• Oregon Health Plan Standard 

o (Reservation list only) 

• Oregon MothersCare 

o CAWEM 

o CAWEM Plus 

o OHP Plus 

Qualified Health Plans 

(With or without  

financial assistance) 

Important changes 

• Medicaid expansion (no more reservation list)  

• No Pre-existing conditions can disqualify individuals 

• CWMX expansion  

• 10 essential health benefits 

• Most taxpayers must have basic insurance or pay an 
annual tax penalty ($95.00)  

• Private insurance market with: 

o Cost sharing options  

o Tax credits 

 

 

 

 
Fast-Track Enrollment 

 
• Approx. 260,000 Oregonians have already 

been screened for OHP  

• SNAP recipients (up to 185% FPL) and parents 
with children in Healthy Kids (up to 300% FPL). 

• Contact: 

– 1-800-699-9075 

 

 

Eligibility Levels for Financial Assistance 

• Financial assistance available up to 400% FPL  

o 2013 Federal Poverty Level Guidelines  

 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&docid=TY2tEr3r9M6ouM&tbnid=XNS_-E9P-opX6M:&ved=0CAUQjRw&url=http://www.oregon.gov/oha/OPHP/FHIAP/pages/member.aspx&ei=pSr4UZuQNaariALh4YDoAg&psig=AFQjCNHvwGssXVqU6kNE4uz5j5Ha7rCHhA&ust=1375304738230717
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&docid=TWToj5U6u6yKfM&tbnid=wkzRqlrQ3W2VWM:&ved=0CAUQjRw&url=http://www.angelsmakingadifference.com/resources/local-resources-2/local-financial-assistance/&ei=0ir4UavmA4v-iQLyxYGgCA&psig=AFQjCNEQGJx5TfaScTnSA_ObPVHOE8c8ZA&ust=1375304775939776
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Private Plans Through Cover Oregon  
Plans can be searched by: 

• Geography 

• Price 

• Provider 

• Quality rating  (11 metrics 
first year) 

• Carrier 

• Plan type (e.g. HMO, PPO) 

• Deductible 

• Out-of-pocket maximum 

• Metal tier (bronze, silver,            
gold, platinum) 

Plans will offer: 

• Informed decisions 
about premiums vs. 
copays  

• One-stop Shopping  

• Choice 

• Clear Information 

•  Flexibility  

• HSA qualified plans  

•  Help enrolling 
 

What is the cost? 
• Determinants of cost: 

o Tobacco use 

o Age  

o Geographic location 

o Family size 

 

 

Samples of rates for areas: 
oregonhealthrates.org  

How will the portal look like? 
Statewide Outreach Efforts  

Outreach  
• Insurance agents  
• Navigators  
• Community partners 
• Health Care Centers 
• Multicultural Organizations 
• Pharmacies 
• Faith base institutions 
• Advocacy Organizations 
• Private companies 
• State agencies 
• Trade associations 
• Unions 

Media Strategies 
• Spot TV 
• Cable TV 
• Out of Home 

(billboards, buses, etc) 
• Digital 
• Radio 
• Print 

Challenges Ahead 

• Access to internet 

• Computer literacy  

• Online application (only English first year) 

o Paper application also available when needed 

• English 

• Spanish 

• Vietnamese 

• Special formats 

• Application assistance  

Enrollment Assistance   

• Internal BCHS:  
o Referral to Outreach and Enrollment Workers  
o Distribute information/materials- 

www.CoverOregonStore.com  
o Refer to the Health Navigation team  

• Deborah Rich- East Linn, Linn County 
• Fabiola Herrera 
• Luis Acosta 
• Chris Gray 
• Lizdaly Cancel-OMC 
• Rocio Muñoz 
• Kristty Polanco 
• Monica Juarez 
• Norma O’Mara-Linn County 

 
 

 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&docid=HRNJB0VPx3jXIM&tbnid=MdtGlkmkrxyQ9M:&ved=0CAUQjRw&url=http://www.statesmanjournal.com/article/20130715/NEWS/307150022/Cover-Oregon-health-insurance-exchange-ads-target-young&ei=fyj4UYiHHoyUjAKsv4DwDA&bvm=bv.49967636,d.cGE&psig=AFQjCNFJEwWizwy1sUL7-DMmEXgScPoSiw&ust=1375304172074672
http://www.coveroregonstore.com/
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Enrollment Assistance   

• External:  

o Agents and Community Partners 

o 1-855-COVER-OR (service center) 

• 50 full time and 100 temporary staff at Salem service 
center 

• Multiple languages 

 

 

 

Questions?  
 

Analuz Torres 
Health Navigator/Outreach and Enrollment Worker 

Work Cell: 541-237-3397 

Work: 541-766-2134 

analuz.torresgiron@co.benton.or.us  

Cover Oregon Phone Line  
541-766-2130 

mailto:Leticia.rodriguezgarcia@co.benton.or.us


IHN-CCO Delivery System 

Transformation Steering Committee

Linn County Pilot

H2H Care Transitions

Linn County Pilot

MH Wellness Literacy Campaign

Benton County Pilot

Patient Assignment & Engagement

Lincoln County Pilot

 Integration of MH/Addictions/PC

Health Information Technology (HIT) 

& Community Care Plan Development Project

Traditional Health Workers (THW’s) Project

Training/Education Project

Screening, Brief Intervention & Referral to Treatment 

(SBIRT) Project

Quality Initiative - Race & Ethnicity Project

Alternative Payment Methodologies Project

Community Health Improvement Plan (CHIP) Project

Delivery System Transformation (DST)

Sub-Committees

Dental Integration Project
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Sub-Committee Name Scope Transformation Plan 
Element Primary Focus 

Health Information 
Technology 
(HIT) 

This group is working on ways to share information between those involved in the care of patients.   
For instance, doctors, hospitals, insurance company, clinics, specialists, transportation… 

Element #5 
 

Traditional Health 
Workers 
(THW)  

This group is looking at how THWs are being used right now in Benton, Lincoln, and Linn county.  
Gathering information on the different types of THWs, and how they can be used to help improve 
patient care.  

Element #6 
 

Training & Education This group is working on trainings for CCO staff, providers, and partners so they will understand the 
needs of different cultures, and how health equity (where you live, availability to good food, 
transportation, sidewalks, parks, safe housing) affects your health. 
 

Element #7 

Screening, Brief 
Intervention & Referral 
to Treatment (SBIRT) 

This group is working on getting providers, doctors, nurses trained on a way to identify patients who 
are having problems with alcohol or drugs, so they can get the help they need.   

Element #1 

Quality Initiative – Race 
& Ethnicity 

This project is finding out if we (IHN-CCO) get information that tells us the ethnicity and race of our 
members.  Once we get this information, we will look to see if different members seem to have more 
illnesses than others and is this connected to ethnicity and/or race.   
 

Element #8 

Alternative Payment 
Methodologies 
(APMs) 

This group is helping look at different ways providers can be paid other than how they are paid right 
now.  
It’s important to find ways to pay providers because they are helping people with health needs, 
instead of paying them for the amount of people they see.  
 

Element #3 

Community Health 
Improvement Plan 
(CHIP) 

This group will get Health Impact Area suggestions from the three local CACs and use this information 
to make suggestions to the Regional CAC.  The Regional CAC will approve final suggestions and give to 
the IHN-CCO.   
As IHN-CCO comes up with improvement projects, the CAC members will give feedback.   
 
*Important to note that this group does not report to the DST.  The work does impact the 
Transformation Plan reporting. 

Element #4 

Dental Integration In Development 
 

 

  



Delivery System Transformation (DST) Sub-Committee & Pilot Summary  
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Pilot County & Name Brief Description Transformation Plan 
Element Primary Focus 

Linn County Pilot 
Hospital To Home (H2H) 

This pilot is focused on contacting patients at the Albany Hospital before discharge, and setting up a 
home visit as well as follow up phone calls.  The contact is intended to help connect the patient to 
their appointments after being discharged from the hospital so that they will get the care they need 
and be able to stay out of the hospital.   
This project also works with Linn County Mental Health and Addictions staff in an assessment of 
patient needs in those areas also. 
It is for a 30 day time frame after leaving the hospital. 
 

Element #1 

Linn County Pilot 
Mental Health Wellness 
Literacy Campaign 

It is the aim of this pilot to develop an effective communications campaign to: 

 Increase awareness among primary care providers, community and faith based organizations, 
and local schools in Linn County, and within IHN-CCO, of the ways they can take action to 
improve the wellness of people with mental health problems. 

 Increase awareness among community members and IHN-CCO members of the ways they can 
improve their own wellness. 

It looks at a bigger meaning of wellness – emotional, physical, intellectual, environmental, financial, 
social, spiritual, and occupational.   

Element #6 

Benton County Pilot 
Patient Assignment & 
Engagement  

Phase 1:  Involves Benton County Health Department, Samaritan Family Medicine, and The Corvallis 
Clinic.  Looking at which patients IHN-CCO shows assigned to a PCP at one of these clinics and 
whether the clinic shows the same information – that that patient is assigned to them for care.   
It’s important that this matches up, so that when a patient hasn’t come in for a long time, or when 
the patient goes to the ER – that the correct primary care doctor is notified and can contact the 
patient to check in on their health. 
 
Phase 2:  Will focus on engaging patients in their own care.   
  

Element #2 

Lincoln County Pilot 
Integration of Mental 
Health, Addictions, and 
Primary Care 

The work of this pilot is focused on several of the gaps in the availability of comprehensive (full or 
broad) healthcare in Lincoln County.  One goal is for patients to have coordinated (organized) care 
between physical health and mental health and to engage or involve the patient in their own health 
and well-being.   
 

Element #2 

 



Benton Local Advisory Committee (BLAC) Minutes– October 25, 2013
Benton County Sunset Building, 11:00 – 1:00

11:00   Call to order: A regular meeting of the Benton Local Advisory committee. Tara 
Gaitaud, Chair, presiding, and Amy Roy, secretary.

Present: Tara Gaitaud, Amy Roy, Joe Zaerr, Richard (Stretch) McCain, Michael Volpe, 
Karen Stephenson.

Absent: Donald Grasso, Emily McNulty, Hilary Harrison, Rocio Munoz.

Ex-Officio: Rebekah Fowler (Coordinator, ex officio to the committee), Mitch Anderson 
(Benton County Health Department Director), Kristty Polanco (not a voting member, 
standing in for Rocio Munoz).

Guests: Rick Kleinosky, Miyuki Blatt, Melissa Marshall, Elaine Pyle, Ann Schuster, Ruth 
McNeil, Leticia Rodriguez BC Health Navigator, Tammy Knight, Verity Bishop, Sherlyn 
Dahl (Federally Qualified Health Centers Executive Director), Sam Sappington.

Approval of minutes: Minutes from Oct 11, 2013 will be voted on in November 
meeting.

Report: Sheryln Dahl, Federally Qualified Health Centers (FQHC ) Executive Director

Transformation Plan Project: Primary Care Provider (PCP) assignments and 
engagement for OHP members (see attachment)

Ms. Dahl requested input about the program to assign a PCP to members who do not 
choose one. First it will look for past OHP PCP or child's PCP, then look at geography. 
Members approved this plan and suggested considering language and gender choice.

Ms. Dahl explained the pilot plan for OHP members to change PCP where members 
can change PCP via the OHP website, a paper form, or in the PCP office at time of visit. 
This new plan will be available in 3 locations, Benton County Health Department, 
Samaritan Family Medicine, and Corvallis Clinic in Philomath.

Ms. Dahl explained the pilot plan for patient engagement. To avoid the long wait for an 
initial visit with a new PCP,  new member can get an immediate appointment with a 
nurse practitioner who can get the member into the system, get history, assess risks 
and find any urgent need since new patient appointments with physicians can be many 
weeks in the future. If member needs to get in sooner, nurse will facilitate a sooner visit. 
Concern was expressed  about  the  proposed nurse visit  before returning to meet with 
a physician was that it would cause people to have to miss more work, obtain more 
childcare, and there's a concern about the capacity of the network to support such an 
increase in appointments. Support was expressed at the benefits of a new patient being 
seen sooner.

Cover Oregon Update  Leticia Rodriguez  reported that online sign-up not working 
yet.  The navigators at the Benton County Health Department are using paper 
application forms with clients who come in. From the clients' family income they 



determine whether to help them apply for OHP, or refer them to a list of agents for 
purchasing insurance. People can apply for Cover Oregon insurance over the phone at 
855-268-3767 (866-COVEROR).

The Navigators will be doing outreach events in the community. (attached) 

Regional CAC Vice-Chair Update

Joe Zarr announced:

Statewide conference call monthly  3-4 PM 3rd Monday every month.  More information 
at  thomas.cogswell@state.or.us

CAC  Regional members to meet Nov. 25 to workshop about  learning and asking 
questions presented by Liz Baxter of Cover Oregon Board.

CCO sponsored CAC summit conference in Portland for  regional members only 
December 5. 

Next meeting Regional CAC  meeting Dec. 9  in Newport.

Joe reported on the Oct. 14 Region CAC meeting. Copies of HIA report were handed 
out. Kelly Kaiser announced that IHN-CCO will only hold 3 of the CCO info sessions 
yearly, instead of 4. Jenna Bates talked about benchmarks and pilot projects. Vice-Chair 
reports from 3 counties. Benton talked of recruiting, HIA process, and handbook. 
Lincoln meeting monthly, and anyone who attends is on the committee. Linn talked 
about difficulty recruiting OHP members  with lack of child care  and transportation. 

Coordinator Updates 

Rebekah Fowler reported that the Strategic Planning Meeting and Communication 
Coordination Work group (CCW) will meet Nov. 25,  1-5 PM  in Sunset Building Sequoia 
Room. They will discuss “What would success look like a year from now?”

Linn County has offered to host a meeting for getting to know each other. Must find a 
time for everyone to meet.  

Next set of data about the Oregon Health Authority CCO Quality Incentive Metrics will 
come out Nov. 1.

Recommended that BLAC put an hour on an agenda soon to go over the 
Transformation Plan that IHN-CCO Transformation Manager, Jenna Bates, presented at 
the regional CAC.

Regional CAC Communication & Coordination work group will meet Nov. 14 3-5 PM. 
BLAC meets on the 22nd. The CCW will meet with Kelly Kaiser who will present her first 
set of improvement projects based on the HIAs so that the Dec. 9 CAC meeting can 
take it up. 

NEXT STEP:  Tara to distribute the information from that meeting so it can be discussed 
at 11/22 meeting. 

Recruitment/Membership Work Group 

Tara reported that Hilary, Emily (with intern Elaine), and Mike met on



10-23 and reviewed the applications.  The applications were divided into
two groups, those who receive OHP benefits (either personally or for a
family member) and community members. The group used the diversity matrix
to structure the conversation and recommendation process.

The group recommended that Verity Bishop, Ann Schuster, and Melissa
Marshall be chosen from the OHP population applicants. Tammy Knight and Sam
Sappington were recommended as the community members.

Action: New members elected by unanimous vote.

New member handbook.  Elaine (Emily's intern) reported on the member handbook.   It 
is getting thick, costs a lot for printing, getting complicated, so instead of printing 
material from websites, there will be a section with a  list of websites for documents not 
in the handbook. If a member can't use internet the chairs will facilitate access to printed 
documents. 

1:00 Adjourn

NEXT MEETING:  Nov 22, Sunset Building, 10:00 – 1:00

Amy Roy (Secretary)



Cover Oregon Information Sessions 

Philomath Library Oct. 29th
11-12:30 (English)
1:30-3pm (Español)
  
Alsea Library Nov. 4th
11:30am-1pm (English)
2-3:30 (Español)
  
Monroe Library Nov. 5th (tentative times)
1:00pm-2:30pm (English)
3:00pm-4:30 (Español)
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webform 
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member within X 

days to schedule 

appt.  (Care 

Coordinator)

Appt. with PCP/CC 

for initial screening 

scheduled within X 

days

State Receives 
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Application

Patient arrives at 
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scheduled first visit 

with CC (2)

TECHNICAL GROUP

IHN Makes PCP 

Assignment based 

on Criteria*

Is the PCP 

accurate?

IHN creates 

membership cards 

with PCP 

Assignment 

Notification sent to 

PCP

Application is sent 

to the State

PROVIDER

Key to process steps (#)

1) Need to develop Provider Specific Welcome Letter

2) Need to determine best practice protocol for outreach, scheduling of initial visit, etc. – will engage the Community Advisory Counsel to ensure we are meeting the needs of patients.  

3) Need to determine how to motivate / inform patients of importance of using PCP medical home for medical needs (vs. urgent care, etc.). 

4) Providers will need to determine how to bundle services for appropriate reimbursement as first visit is a mix of CC and PCP and may span days / weeks.

PROJECT DELIVERABLES:  

Develop and define the process for provider and patient notifications of PCP changes (new, transfers and terms) by 09/01/13

Strategies for outreach and engagement are defined with responsibilities of IHN-CCO and practice sites defined by 09/12/13.

Infrastructure for storing, sorting and analyzing PCP assignment data built by  xx/xx/xx.  IT group provide date

Increased provider / practice understanding of the PCP assignment process by xx/xx/xx.  Relates to outstanding issues below.

Determine how to measure active outreach for identified at risk groups as a metric for pilot by xx/xx/xx *RN/Care Coord. Group after above completed.  SD check in with Kelly – Navigation Subcommittee

Outstanding questions and/or “homework”

IHN monitor how frequently this pilot population is switching PCP’s.  3 different PCP’s within a year – flags (trigger for communication if able to identify via web PCP change)?

Frequent Urgent Care Visits – flags?

Patient wants to keep PCP but see different Dr. – what impact does this have?

Notification sent to 

PCP (old and new) 

if change

Indicates step in 

current process 

that still needs 

discussion – may 

delete

PCP updates data 

in EMR system (or 

automatic data file 

to EMR system)

Application 

Approved? 

Patient completes 

paper application 

(Assistance Case 

Worker)

Patient is seen by 

CC (3) or PCP (4)

834 File sent daily 

to Facets with new 

members and 

changes for 

members

IHN Contacts 

member to verify 

PCP

Not approved – No 

file sent

*Criteria for assignment:

If returning member then last PCP if retruning 

within 3 yrs.

Application provides Member the ability to 

indicate which PCP they would like to be 

assigned to

Geographic Community

Open Provider

Equitable distribution between providers

Daily updates of 

changes sent 

automatically to 

Facets for updates

IHN Mails Generic 

Card and 

Handbook as well 

as (1) Provider 

Specific Info. to 

Member

Patient Schedule / 

Arrives at clinic

Reception updates 

change in clinics 

EMR System

Indicates new 

process that 

doesn’t exist (may 

replace manual 

processes)

Reception Verifies 

PCP Info. With 

Patient and 

through One 

Health Port



BL AC DIVER SIT Y:
Member: 2 3 5 7 8 10 1

1
12

OHP X X **

Consumer X ** **

Parent of consumer X

single

family **

Age:

<25 y.o.

> 65 y.o X

Experience w/  Advocacy groups:

Disability groups – eg NAMI- OFSN – ARC X

Healthcare groups - eg MIDVALLEY BEHAV. HEALTH X X X X X

Diversity groups - eg L/B HEALTH EQUITY ALLIANCE- 
MULTICULTURAL LIT. CENTER 

X

FOOD BANK/ Gleaners X

Faith-based representative- eg LOVE, INC

Rural - eg STRENTHENING RURAL FAMILIES X

other

Ethnicity: 

Hispanic

Asian



Member: 2 3 5 7 8 10 1
1

12

Disabilities (self or family member)

Mental X X

Physical X

Developmental

Long term care X

Professional background:

Behavioral/mental

Primary care X

dental

Business

Education X X

Other healthcare X

Child Welfare

Other:

rural residence X

Ability to research X X X

Below poverty level X X X

• #4 PUBLIC HEALTH PLANNING ADVISORY COMMITTEE

• ** EXPECTING TO BE OHP MEMBERS AS OF JAN 1, 2014



Benton Local Advisory Committee Minutes – October 11, 2013
Benton County Sunset Building, 11:00 – 1:00

Introductions.

Present: Tara Gaitaud (acting Chair), Amy Roy (Secretary), Hilary Harrison, Michael 
Volpe, Karen Stephenson, Stretch McCain, Emily McNulty, Joe Zaerr. 
Absent. Donald Grasso, Rocio Munoz.
Rebekah Fowler (Coordinator, ex officio to the committee).
Kristty Polanco (not a voting member, standing in for Rocio Munoz).
Guests: Larry Eby (IHN/CCO CAC Chair), Mary Jane Eby, Rick Kleinosky Ruth McNeil, 
Elaine Pyle.  

Minutes

Hilary moved to accept the minutes from September 13 meeting with one change of IHN 
to Oregon Health Plan under Maternal Care. Motion approved.

Public Comments

Larry Eby congratulated the committee on HIA work done in nice form with thoughtful 
ideas.  He announced the IHN/CCO CAC meeting October 14, at 2:00 PM, Albany Expo 
Center.

Updates 

CCO-CAC CHIP WORK GROUP. Karen reported that the CHIP work group met twice 
and decided to adopt all 4 Health Impact Areas: Maternal & Perinatal Health, Behavioral 
Health, Access to Healthcare, and Chronic Disease.  All the county HIAs to be 
contained in the appendix. Formal document is part of the regional CAC agenda. 
Rebekah will add it to Dropbox after the CAC meeting on Monday (see  attachments). 
Rebekah suggested a discussion in another meeting of how the future HIA might look. 

CCO Coordinator Rebekah reported on the CCO public meeting in Newport. 
Every three months IHN/CCO has a public forum.  Governing board members 
give an update and take questions.  Larry Mullins, Kelley Kaiser, Bill Hall the 
Lincoln County Commissioner were present.  CAC Chair Larry Eby gave an 
update on the CAC at the public meeting. He reported the 4 HIAs and the 
process ahead for the CHIP.  There were many questions about dental health 
and providers practicing at the top of their licenses. Video of the forum now 
available on IHN/CCO web page at 
http://www.samhealth.org/healthplans/community/Pages/Public-Meeting-09-
19-2013.aspx (note: the video requires Flash and so will not play on many 
mobile devices). There will be a meeting in November for regional CAC 
members about strategic planning. Joe will look for input from the group on 
this issue.



BLAC Recruitment & Members 

Tara reported that there are at least 5 openings, and 9 applications turned in so far. 
2 of the applicants will be chosen to join the regional CAC as well and must be on OHP 
or representing someone on OHP. 5 out of 9 are non-OHP. Mitch Anderson and the IHN-
CCO governing body are responsible for appointing new CAC members, but BLAC has 
input on committee members.

A work group got together about 3 weeks ago and talked about diversity within BLAC. 
The group proposed the use of a diversity tool (attached to the minutes). This is 
intended to capture key elements that would indicate diverse community representation 
on the BLAC. Additions and modifications to the list were welcomed. 

Action Item: Members are all requested to complete this ASAP & return it to Karen. 
Action Item: Karen will put these on a spreadsheet for review, using numbers to allow 
some anonymity.

Emily and Elaine Pyle presented a draft handbook for new BLAC members. An email 
will be sent requesting feedback on content for this project. Thanks was expressed to 
Emily for allowing her intern to create this handbook for the BLAC.

Next Step: Members to fill in the Member Biographical Sketch handed out at the 
meeting and return to Emily at the next meeting (or use electronic copy on Drop Box to 
email to Emily). See Attachment.

A Recruitment/Membership Work Group was formed for working on handbook, keeping 
track of diversity characteristics, and identifying new applicants.  Emily, Karen, Amy 
Hilary, and Mike volunteered.

Meeting Time Change

Tara and Hilary suggested changing to meeting once a month (4th Friday) from 10:00 – 
1:00.  Mitch Anderson from Benton County Health will be able to attend. Members 
agreed to meet monthly starting 11/22/13. 

Next meeting will be 10/25 from 11:00 – 1:00 Sunset Building, then 11/22 from 10:00 – 
1:00 .

Date for December meeting to be agreed - Perhaps change to 3rd Friday for December 
meeting because of Christmas which would be 12/20.  

Next Step: Kristty to check availability of room on 4th Fridays and 12/20. 

BLAC 2014 Collective Goals and Assets

Hilary passed around a sheet with three questions for members to answer. 
She took notes on the white board as each member responded. 

I joined because... 

 Change health care system to coordinated care



 Keep knowledge about CCO up to date
 Part of making it work successfully 
 Prevention 
 Having a voice
 Health equity
 Warp drive/get it done 
 Connecting CCO with the community it serves
 Making a difference
 CCO interesting and new
 Effective change happening on a smaller scale
 Assisting community input into health care system
 Voice long term support and services
 Voice for children and families

What do I want BLAC to achieve? 

 Action as a result of the work
 Step further on HIA
 Ensure CCO success through partnership
 Bringing attention to the needs of vulnerable populations 
 Support CCO and Regional CAC through the actions
 Respect
 Have efficient and effective meetings
 Knowledgeable about CCO
 Get it done/Less talk
 Advocacy for consumers
 Develop some innovative and effective ways of improving the health out comes, 

of the people served in the 3 counties
 Work together as a functional group
 Get input from the community
 Making recommendations in such a way that we actually make a difference.
 Be informed of the CCO operations and inform the Regional CAC about Benton 

community needs
 Keeping the CCO informed of Benton County
 Add to diversity of BLAC
 Bring forth the concerns of local populations and their diverse health care needs
 Good group process
 Monitor and accountability
 Better health care for OHP members in Benton County



 Working toward the triple aim, focusing on prevention for the triple aim of better 
health, better care, lower cost

 Fulfill the requirements of the CAC charter 

What I bring to the group.

 Perspective from primary care nursing background
 Advocacy and social media outreach
 Vulnerable populations Latino community
 Public health in primary care setting
 Open mind not afraid to speak it
 Many years of health care reform groups
 Passion
 Resource and living library
 Experience and knowledge of acute care needs of people on long term support 

services
 Knowledge of child and family systems
 Need for knowledge about the CCO 


BLAC Elections Stretch nominated Tara for Chair and  Hilary for Co-chair. Ballots 
passed out, counted by Emily.  Tara and Hilary voted in as Chair/Co-chair.

Next Meeting.   October 25, 11:00 – 1:00.  Sunset Building.  

Adjourn. 1:00

Amy Roy



Member Biographical Sketch

Name _________________________________________________

Tell us a little about yourself.

Why did you get involved with the Benton Local Advisory Committee?

What are your hobbies/interests, or anything else you would like to share with the group?



BLAC DIVERSITY:
Member: 1 2 3 4 5 6 7 8

OHP X X X **

Consumer X ** **

Parent of consumer X X

single

family X **

Age:

<25 y.o. X

> 65 y.o X

Experience w/  Advocacy groups:

Disability groups – eg NAMI- OFSN – ARC X X

Healthcare groups - eg MIDVALLEY BEHAV. HEALTH X X X X X

Diversity groups - eg L/B HEALTH EQUITY ALLIANCE- 
MULTICULTURAL LIT. CENTER 

X X

FOOD BANK/ Gleaners X

Faith-based representative- eg LOVE, INC

Rural - eg STRENTHENING RURAL FAMILIES X

other X*

Ethnicity: 

Hispanic X

Asian

Member: 1 2 3 4 5 6 7 8

Disabilities (self or family member)

Mental X X X

Physical X

Developmental X

Long term care X

Professional background:



Behavioral/mental X

Primary care X

dental

Business X

Education X X

Other healthcare X

Child Welfare

Other:

rural residence X X

Ability to research X X X X X

Below poverty level X X X

• #4 PUBLIC HEALTH PLANNING ADVISORY COMMITTEE

• ** EXPECTING TO BE OHP MEMBERS AS OF JAN 1, 2014
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October 14, 2013 

BACKGROUND 

Legislative Mandate 

Oregon Senate Bill 1580 requires that all CCOs “must have a community advisory council.”  
Amongst the duties assigned to the CAC, a major task is “overseeing a community health 
assessment and adopting a community health improvement plan to serve as a strategic 
population health and healthcare system service plan for the community served by the 
coordinated care organization; and annually publishing a report on the progress of the 
community health improvement plan.  The first report must be published by July 1, 2014.” 

The IHN-CCO CAC held its first meeting in November 2012.  It consists of one regional CAC and 
three local (county) committees.  The regional CAC consists of nineteen representatives (six to 
seven per county) and includes thirteen IHN-CCO consumer members, three county staff, and 
three community members.  The regional representatives are required to participate in local 
meetings, but final recommendations are made at the regional level.    

IHN-CCO CAC 

To understand how the IHN-CCO Health Impact Areas were selected, it is important to 
understand why IHN-CCO has three local committees when all that is legislatively required is 
one regional council. Some of the most important reasons include: 

1) Breadth of Input: The CAC and IHN-CCO have a strong commitment to ensuring that each 
county/community has a distinct voice and ability to influence the process and the strategic 
planning of the CCO’s healthcare system. 

2) Depth of input: Consisting of nineteen member representatives, the CAC is relatively large.  
Nineteen is the maximum number to realistically include on a council and remain 
productive.  Yet, more input from a greater number of community members is desirable 
and beneficial to the process.  By participating in local meetings, the regional CAC 
representatives and a variety of community partners work together in the process and 
create recommendations which are sent up to the CCO via the CAC.  

Identifying Health Impact Areas 

Local committees: Between the months of May and August 2013, each of the CAC’s local 
committees met two to three times per month to work on the task of identifying Health Impact 
Areas to recommend to the CAC.  This process included familiarizing themselves with their 
county’s Community Health Assessment (CHA) and CHIP; learning about the work of IHN-CCO; 
identifying prioritization criteria (prevalence and population, levels of focus already occurring, 
cost, and ability to impact); brainstorming, seeking input on and defining Health Impact Areas; 
setting short-listed HIAs against the criteria; and seeking data specific to IHN-CCO members.  
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This work was supported by the CAC Coordinator and the Oregon Health Authority Innovator 
Agent.   

CAC CHIP workgroup: After each local committee selected three to four HIAs to recommend to 
the CAC CHIP workgroup, the CHIP workgroup studied them and decided to: 

1) Recommend all four HIAs to the regional CAC. 
2) Organize all recommendations into a cohesive list that honored each county’s specific areas 

of focus. 
3) Append each of the original nine local recommendations to the final document so that 

anyone who wants to dig deeper into understanding how the recommendations were made 
will have the ability to do so.   

 
EXECUTIVE SUMMARY 
 
Health Impact Area: For its first CHIP, the IHN-CCO CAC recommends the following Health 
Impact Areas (HIAs) for the CCO’s adoption (with each local committee’s recommendation 
identified parenthetically): 
 
1) Access to Healthcare  (Benton & Linn) 
2) Behavioral Health (Benton, Lincoln, & Linn) 
3) Chronic Disease (Lincoln & Linn) 
4) Maternal & Perinatal Health (Benton, Lincoln, & Linn) 
 
The regional CAC and its local committees look forward to receiving the CCO’s proposed 
improvement projects, as well as to the process of providing feedback on such proposals until 
the adoption of our first CHIP in March 2014.   
 
FOUR HEALTH IMPACT AREA RECOMMENDATIONS 

The CAC recommends four Health Impact Areas be adopted for the first IHN-CCO CHIP.  These 

areas are Access to Healthcare, Behavioral Health, Chronic Disease, and Maternal & Perinatal 

Health.   
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1)  Access to Healthcare  

Access to Healthcare is the percentage of individuals who thought they received appointments 

and healthcare when needed (Oregon Health Authority).  

In addition to being able to make appointments on a timely basis, access to healthcare involves 

surmounting other barriers to care such as having transportation to the appointment and 

receiving information in a manner that the patient can understand. 

Access to insurance does not equal access to healthcare 

Recommendations (unranked; please, see appendices for details) 

A. Measurable deliverables (Appx. A2)  

B. An updated database of community providers (Appx. A2) 

C. Provider information sharing (Appx. A2) 

D. Adequate provider capacity for primary care, dental, and mental health (Appx. A1, A2) 

E. Incentives for Primary Care Providers to accept Medicaid patients (Appx. A1) 

F. Incentives for Primary Care Providers (including Nurse Practitioners & Physician 
Assistants) based on health outcomes, not fee-for-services. (Appx. A2) 

G. Encourage all providers to practice at the top of their license (Appx. A1, A2) 

H. Utilize Traditional Health Workers and expand such programs (Appx. A1, A2) 

I. Increase access to dental care (Appx. A1) 

J. Increase access to mental health services (Appx. A1) 

K. Decrease Emergency Department (ED) use by non-emergent patients (Appx. A1) 

L. Decrease barriers caused by transportation issues or limited access to internet (Appx. 
A1) 

M. Increase utilization of resources by improving awareness of resources available--
consumer education (Appx. A1) 

N. Increase cultural awareness by healthcare providers (Appx. A1) 
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2) Behavioral Health 

Behavioral Health spans a continuum of behavioral disorders including, but not limited to, 

prevention, diagnosis and treatment of mental health disorders, mental illness and addictive 

behaviors. It includes wellness and provides differentiation between lesser behavioral health 

issues attributed to “mental health” and more intrusive disorders described as severe and 

persistent mental illness. 

This definition is also intended to inform resource allocation decisions that range from 

prevention and early intervention to more intensive supports at the mid- and high-range of 

intervention up to and including residential resources, acute care resources and under- 

resourced services such as social and medical detoxification. 

Recommendations (unranked; please see appendices for details) 

A. Focus on child and youth wellbeing regarding substance abuse and mental health (Appx. B1, 

B2). 

B. Focus on mental health/mental illness and addiction diagnosis, treatment and recovery 

(Appx. B2, B3). 

C. Focus on mental health and addiction screening and early referral to treatment (Appx.  B1, 

B2, B3). 

D. Prevention/education and outreach to increase general community awareness, 

understanding and the reduction, if not elimination of, stigma (Appx. B1, B2, B3). 

E. Build upon the strengths of local mental health and addiction resources, including urgent 

behavioral healthcare for children, adults, and families (Appx. B2, B3). 

F. Assure adequate and easily accessible community based residential resources with active 

treatment service supports (Appx. B2). 

G. Ensure sufficient resources for community based residential detoxification of individuals 

affected by addictive behaviors (Appx. B1, B2). 

H. Achieve functional integration with primary care through a “health home” model or as fits 

the needs of specific populations of a “behavioral health home” (Appx. B3). 

I. Address and enhance services to individuals with co-occurring disorders (Appx. B3). 

J. Prioritize behavioral health services to seniors who are OHP eligible (Appx. B3). 

K. Anticipate integration, collaboration, and enhancement of service system design and 

development with the implementation of regional hubs under the Oregon Early Learning 

Council initiative and the development of the State Youth Development Council (Appx. B3). 
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3) Chronic Disease 

 
Chronic Diseases are human health conditions of long duration and generally slow progression 
(World Health Organization).   
Recommendations (unranked; please, see appendices for details)  

A. Primary Prevention: Implement primary prevention strategies to promote health and 
reduce prevalence of chronic diseases (Appx. C2). 

B. SPMI: Integrate health screening practices for people with serious and persistent mental 
illness (SPMI) (Appx. C2). 

C. Traditional Heath Workers: Adopt and implement the case manager/Health Care Coach 
model tiered system for intervention (as described in Linn County Chronic Disease 
recommendation (Appx. A1, A2, A3, C2). 

D. Remove barriers to asthma medication access (Appx. C1) 
E. Facilitate physician monitoring of patients’ medication intake schedule to assure 

consistent asthma treatment and control (Appx. C1). 
F. Increase physician referral to community support services and programs for managing 

chronic diseases and related risk factors (Appx. C1). 
G. Increase early screening for obese and overweight individuals, blood pressure and 

cholesterol, diabetes, respiratory diseases (Appx. C1). 
H. Encourage public schools to include in their health education curriculum the short and 

long-term risks of tobacco smoking, physical inactivity, obesity/overweight, diabetes, 
poor control of lower respiratory diseases (Appx. C1) 

I. Increase adult access to screening for chronic diseases and make follow-up resources 
for treatment available (Appx. C1). 

J. Encourage physicians to include identification of household toxic products used in the 
home as part of the initial exam (Appx. C1). 
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4)  Maternal and Perinatal Health 

Maternal and Perinatal Health from preconception through postpartum. This is the time 

before, during and after pregnancy, when a woman needs physical and mental healthcare and 

education in order to prevent disease and improve outcomes. This includes the fetal and 

neonatal care, which is the time during pregnancy and immediately afterwards up to one 

month from birth.  

Recommendations: (unranked; please, see appendices for details) 

A. Pre-Conception:  Adopt the One Key Question initiative (Appx. D1, D2) 

B. Provide and increase access to Maternal Health Navigators and Traditional Health 

Workers (Appx. D1, D2, D3). 

C. Provide access to childbirth and parenting classes (Appx. D1, D2, D3). 

D. Focus on Early Tobacco use Prevention – starting with prenatal interventions (Appx. D1, 

D2, D3). 

E. Postpartum Care Focus: (home health nurse/doula visit within first few days after birth, 

and screening and treatment for postpartum depression) (Appx. D1, D2) 

F. Adopt a policy that allows for out of network providers to assist at out of hospital 

births for consumers who chose to (e.g., a policy similar to Marion County CCO, 

Willamette Valley Health LLC. (Appx. D3). 

G. Provide scholarships and loan forgiveness opportunities for Certified Nurse Midwives 

(Appx. D2). 

H. Develop a Doula program (Appx. D2). 

I. Dental Health Care for pregnant women (Appx. D2). 

J. Make condoms and other contraception methods available through programs targeting 

youth and underprivileged groups. (Appx. D1, D2). 
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APPENDIX A1) 

Access to Care – Local HIA Recommendation  
Benton County 2013 

 
HEALTH IMPACT AREA 
 
Access to Insurance does not equal Access to Healthcare.  Patient Access to Healthcare is 
limited when barriers to healthcare exist.  These barriers can be defined by any obstacle within 
the healthcare system that affects vulnerable populations; preventing them from receiving 
healthcare or receiving inferior healthcare when compared to advantaged populations.   
 
Barriers to care can be divided into four categories (see attachment): 

1) Geographic barriers 
2) Cultural barriers 
3) Socioeconomic barriers 
4) Organizational barriers 

 
PREVALENCE and POPULATION AFFECTED 
 
The InterCommunity Health Network Coordinated Care Organization (IHN-CCO) population is 
vulnerable to many of these barriers to care.  Lack of adequate healthcare is the most common 
challenge within this population. 
 
Nearly 12% of Benton County’s residents are uninsured (Source: Census Bureau, American 

Community Survey, 2008-2012 in Benton County Community Health Assessment).  This 

population will most likely be covered by IHN-CCO in January 2014.  These new members may 

be unfamiliar with the healthcare systems and likely to not be able to utilize resources available 

to them.  This population may also be overdue for routine screenings and other preventative 

treatments that will prevent delay or identify illnesses.  If this issue is ignored, future healthcare 

costs may be higher due to non-treated illnesses.  Other notable barriers to care are lack of 

time, lack of providers, transportation issues, and lack of childcare (Strickland and Strickland, 

1996).   

Also, communities where people perceive poor access to medical care have higher rates of 

hospitalization for chronic diseases (Bindman et al., 1995).  Research demonstrates that 

minorities, socio-economic disadvantaged and rural populations do not access healthcare when 

needed due to their perceptions that health services were not needed (Strickland and 

Strickland, 1996).   
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COST 
 
Poor access to healthcare can result in higher economic costs.  These may be a result of 
increased ER visits and higher medical costs due to treating complicated problems rather than 
catching them early.  The overall health of the population not receiving adequate healthcare 
declines over time and is one of the cost drivers of high cost to IHN. 
 
IHN-CCO is in a position to have an influence on many of these areas.  By improving patient’s 
access to healthcare; patient knowledge of resources will increase, use of preventative services 
will increase and lifetime medical expenses will decrease.  
 
LEVELS of FOCUS ALREADY OCCURRING 
 
1) Cover Oregon:  to help people become enrolled in OHP 
2) Traditional Health Workers (formally known as Non-traditional healthcare workers):  

community health workers, peer wellness specialists and patient navigators 
3) Willamette Valley Community Health CCO:  Emergency Dept. Intervention Team.    

 
RECOMMENDATIONS 

1) Increase access to primary care:  this is the gateway to all forms of medical care. 
A. Offer incentives for physicians who accept new Medicaid patients 

2) Increase access to dental care  
A. Monitor and decrease wait time between first call to first appointment 

(identification of patient issues) 
B. Survey IHN-CCO client experiences with dental care, forming a baseline to 

identify other access and quality issues to be addressed 
C. Add capacity to system, if identified as the best solution to improve access, 

timeliness and quality of dental care. 
3) Decrease Emergency Room (ER) use by non-emergent patients:  

A. Assign healthcare worker to frequent ER users to help identify other forms of 
care that may be utilized in non-emergent cases. 

B. Co-locate ER and Urgent care so patients seeking medical attention have more 
options 

4) Decrease barriers caused by transportation issues or limited access to internet 
5) Increase utilization of resources by improving awareness of resources available 
6) Increase cultural awareness 
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SOURCES 

1) Bindman, A., Grumbach, K., Osmond, D., Komaromy, M., Vranizan, K., Lurie, N., & Billings, J. 
(1995). Preventable hospitalizations and access to health care. Journal of the American 
Medical Association, 274(4), 305-311. 
 

2) Strickland, J., & Strickland, D. L. (1996). Barriers to Preventive Health Services for Minority 
Households in the Rural South. The Journal of Rural Health, 12(3), 206-217.   

 
Prepared by: Tara Gaitaud, Hilary Harrison, Karen Stephenson, Michael Volpe  

 
Benton local recommendation Appendix 

Barriers to Access to Healthcare 
 

1) Geographic barriers 

 Travel distance 

 Rural health professional shortage 
2) Cultural barriers 

 Language 

 Health beliefs and behaviors 

 stigma 
3) Socioeconomic barriers 

 Literacy 

 Lack of childcare 

 Full time employment 

 Lack of transportation 

 Financial barriers 

 Social isolation 

 Lack of internet access 

 numeracy 
4) Organizational barriers 

 Long appointments and wait times 

 Accessibility ADA 

 Benchmark-Centered Care rather than Patient-Centered Care 

 Limited appointment availability:  quantity and times 

 High Physician/Dentist to Patient Ratio 

 Reimbursement issues 

 New patient accessibility 

 Practitioner beliefs and behaviors 

 ER Use  

 Inadequate advertisement of services 
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APPENDIX A2 

Access to Care and Care Coordination - Local HIA Recommendation  
Linn County 2013 

 
HEALTH IMPACT AREA: Access to Care and Care Coordination 
 
Access to Care is defined by the OHA as the percentage of individuals (adults and children) who 
thought they received appointments and care when needed   
 
Care Coordination is facilitating the appropriate delivery of healthcare and related services that 
address overall wellness by reaching out to connect members with the right services at the 
right time with the right provider. This includes medical, mental health, dental and preventative 
wellness services.  
 
PREVALENCE and POPULATION AFFECTED 
 
Access to Care and Care Coordination have a direct impact on all other Health Impact Areas. 
Measuring access to care is also an important part of identifying disparities in healthcare and 
barriers to quality healthcare, including a shortage of providers, lack of transportation or long 
waits to get an appointment.   
 
Linn County’s Quality of Life Survey (QLS) shows that 25% of respondents needed healthcare in 
the past year and 21% did not have a primary care physician. Only 55% of Hispanic/Latino 
respondents reported having health insurance and, among those Hispanic/Latino’s who do 
have insurance, 23% are insured through Medicaid or Medicare, 26 % through work plans and 
the remaining are self-insured or insured through a family member while 45% of non-
Hispanic/Latino have insurance coverage provided by work, nearly twice the rate as 
Hispanics/Latinos. Also, 77% of the residents responding had a regular physician (with a rate as 
high as 82% in higher income areas).  Over 25% of the residents have been unable to get 
needed healthcare at least once; again, some areas being as high as 44.4% up to 100%, 
depending on income and education level. They also perceived mental health needs as being 
higher if a resident knows of a place to go for professional help during times of sadness or 
depression.  Unfortunately, the majority of residents (85.8%) do not know where to go to get 
help with sadness or depression.  
 
Transportation and childcare are also barriers to access to care.  Individuals may actually live 
closer to population centers (in other communities/counties) than the “required” local 
healthcare provider yet cannot access those providers.  Knowing what healthcare services area 
are available (e.g., using 2-1-1) does not provide that access; transportation is still be a barrier.   
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COST 
 
The cost of the HIA is unclear at this time. The other HIA’s that inter-connect with Access to 
Care or Care Coordination have differing financial impacts. Better Access to Care and Care 
Coordination results in decreased, inappropriate use of Emergency Departments and, hence, a 
cost savings to IHN-CCO. A decrease in no-show rates is anticipated among IHN-CCO members 
when care is being coordinated according to clients’ needs. 
 
ABILITY to IMPACT 
 
Access to comprehensive, quality healthcare services is important for the achievement of 
health equity and for increasing quality of a healthy life for everyone.  Furthermore, Care 
Coordination empowers all parties involved and reduces unnecessary delay and redundancy 
that results in inefficiency and frustration.  A better understanding of available transit needs, 
services and gaps in Linn Co. is required and contractual agreements with transportation 
programs can be installed and/or expanded.    
 
Strong partnerships need to be continued with COMP-Northwest and the various “needs” of 
the community can be included in the curricula of COMP-Northwest. The development and 
distribution of reference guides related to Access to Care can be very influential in addressing 
the need for information regarding available services. Increased use of the community’s media 
outlets to advertise available programs can be helpful. 
 
LEVELS of FOCUS ALREADY OCCURRING 
 
Media outlets are being used for information sharing regarding available programs and 
individual successes and the current 2-1-1 telephone service has been helpful with behavioral 
issues. Community Engagement and Service Learning Education at Western University of Health 
Sciences in Lebanon is striving to service the community through medical student leadership 
and professionalism. Care coordinators are being implemented at Samaritan Health Services. A 
Mental Health literacy campaign is being launched in Linn County. The Linn County Public 
Health and Linn County Mental Health Department are strengthening partnerships throughout 
the community.  
 
ADDITIONAL INFORMATION NEEDED 
 
More useful and well organized data is needed.  There doesn’t seem to be data available to 
show that there is a significant (if any) difference in usage of healthcare services between IHN 
members and Samaritan Health insured members, particularly regarding their use of the 
Emergency Departments.  The number of Emergency Department utilizations for non-urgent 
concerns is lacking as is the number of “no-shows” in the health system, in general.  Access to 
care is a particular problem for the elderly and more information is needed about their needs--
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especially those not currently receiving Medicare (hoping to eventually include Medicare 
covered individuals).   This data would be helpful if it were separated aged (50-64), elderly (65-
85) and aged elderly (86+), since their needs requirements differ.   
 
RECOMMENDATIONS 
 

1) Measurable deliverables: A clear model is needed with measurable deliverables 
addressing barriers to receiving quality healthcare (e.g., health literacy and language, 
service availability, after-hour care, non-emergency transportation, childcare). 

2) An updated database of community providers and services with consistent language 
and format that is user-friendly (to both members and professional staff) allowing for a 
clear and open pathway for information sharing and referrals is needed.    

3) Provider information sharing: A clearer pathway for information sharing between 
professionals is also needed.   

4) Provider capacity: We also need to be able to actually provide the services that we are 
requiring/asking for; there will be limits to the abilities of the various current providers 
of healthcare services.  

5) Incentives for Primary Care providers (including Nurse Practitioners and Physician 
Assistants) based on patients health outcome and not fee-for-services.  

6) Encourage all providers (including Traditional Health Workers) to practice at the top of 
their license.  

7) Traditional Health Workers: Utilization and support of health navigators and case 
managers.  

 
SOURCES 
 

1) Oregon Health Authority; Oregon’s Health System Transformation Quarterly Progress 
Report by Oregon Health Authority (10/2012 - 12/31/2012 & 1/2013 - 3/31/2013).   

2) Community Health Assessment 2012 by Linn County Health Services, Linn County, 
Oregon.   

3) Linn County Community Health Improvement Plan 2012 
4) Linn County (Oregon) Mobilization Action through Planning and Partnerships 

Committee; the Centers for Disease Control and Prevention. 
 
Prepared by: The Care Coordination/Access to Care workgroup:  Miao Zhao,  

Jessica Hiddleson, Denise Diller, Frank Moore, Dick Knowles 
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APPENDIX B1 

Behavioral Health – Local HIA Recommendation 
Benton County 2013 

 
HEALTH IMPACT AREA 
 
Behavioral Health – Mental Health & Definition: Substance abuse and mental health/wellness 
for children and adults. 
 
PREVALENCE and POPULATION AFFECTED 
 
Behavioral health disorders are common in the United States. 

1) Approximately 20% of adults and 13% of adolescents suffer from mental disorders each 
year. ¹,² 

2) Approximately 8.7% of Americans aged 12 and older experience substance dependence or 
abuse each year. ¹,² 

3) Mental health and substance abuse issues co-occur in 40-60% of cases 
4) Rates of mental health problems are significantly higher for patients with chronic conditions 

such as: diabetes, asthma, and heart conditions and failure to treat both physical and 
mental health conditions results in poorer health outcomes and higher health care costs³. 
 

Yet despite the high personal and societal burden of these disorders, fewer than 
half of adults and only one-third of children with mental disorders and only 11% of individuals 
with substance use disorders receive treatment.¹,² 

 
COST 
 
Mental health comprised 12% of IHN-CCO’s current expenditure of OHP funds from the state.4 
The real cost of mental and behavioral illness is far higher, since many other costly conditions 
such as obesity, tobacco related disease, heart conditions and others are directly linked to poor 
mental wellness. 
 
ABILITY to IMPACT 
 
Community interest and mobilization is happening. There are best practices available, including 
health promotion and prevention strategies. 
 
LEVELS of FOCUS ALREADY OCCURRING 
 
1) IHN-CCO transformation plan projects:  

 Screening, Brief Intervention, and Referral to Treatment  (SBIRT) and 
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 Mental health peer program for Samaritan Wellness Center for “warm handoffs” to 
all counties 

2) Benton County Health Department:  

 Mental/ Behavioral health is a priority health issue identified in Benton County’s 
Community Health Improvement Plan 2013-2018. 

3) Benton County:  Youth Mental Health Coalition  
4) Benton County Health Promotion: drug free community grant – Strategic Prevention Framework 

grant – Tobacco cessation grant.  

5) ASIST Suicide Prevention – grant now ended 
6) EASA program operational in Linn County 

 
RECOMMENDATIONS 
 
Mental health is a small proportion of the IHN-CCO budget but actions have a large impact on 
the total wellness of the OHP population. The focus of effort on children, early intervention and 
prevention gives the most immediate and future benefit. Children’s mental health funding 
should be protected by including a protective percentage within the CCO budget process. 
 
Priorities:  
1) Children’s mental health- Prevention and early intervention 
2) Mental health and wellness promotion and stigma reduction for all ages 
3) Ensuring early access to care and navigation services that promote a variety of supports 
4) Substance abuse – Prevention and Emergency Department diversion/ detox beds and follow 

up 
5) Use of lowest cost options for treatment, such as groups (CBT, psychiatry and others), peers 

and community workers 
 

SOURCES 
 
1) 2010-2011 National Survey on Drug Use and Health: 

http://www.samhsa.gov/data/nsduh/2k10nsduh/2k10results.htm 

2) Results from the 2010 NSDUH: Mental Health Findings:  
http://www.samhsa.gov/data/nsduh/2k10MH_Findings/2k10MHResults.htm 

3) http://www.cdc.gov/Features/MentalHealthSurveillance/ 

4) InterCommunity Health Network CCO Regional Community Advisory Council (CAC) Minutes. 
10 June 2013. Western Title Building, Newport, OR. 

Prepared by:  Hilary Harrison, Michael Volpe, Tara Gaitaud, Amy Roy, Karen Stephenson 
 

 

http://click.icptrack.com/icp/relay.php?r=80029397&msgid=382738&act=ZZK9&c=1109946&destination=http%3A%2F%2Fwww.samhsa.gov%2Fdata%2Fnsduh%2F2k10nsduh%2F2k10results.htm
http://click.icptrack.com/icp/relay.php?r=80029397&msgid=382738&act=ZZK9&c=1109946&destination=http%3A%2F%2Fwww.samhsa.gov%2Fdata%2Fnsduh%2F2k10MH_Findings%2F2k10MHResults.htm
http://click.icptrack.com/icp/relay.php?r=80029397&msgid=382738&act=ZZK9&c=1109946&destination=http%3A%2F%2Fwww.cdc.gov%2FFeatures%2FMentalHealthSurveillance%2F
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APPENDIX B2 

Behavioral Health – Local HIA recommendation 
Lincoln County 2013 

 
HEALTH IMPACT AREA 
 
Behavioral Health: Prevention, diagnosis, and treatment of mental health and substance use.   
 
PREVALENCE and POPULATION AFFECTED 
 
A 2005-2007 American Community Survey (ACS) estimated there were approximately 1,907 
adults in Lincoln Co. with mental disabilities. This was about 6.5% of the county population. 
During the same period (2007), nearly 4,000 Lincoln County residents, including more than 400 
teenagers, were in need of treatment for substance use disorders. (3) During 2011, nearly 22 
million Americans (8.4 percent of the population age 12 or over) were classified as needing 
treatment for substance use disorders; only 10.8 percent had received treatment during the 
past year; 89 percent (more than 19 million) of those identified as needing treatment had not 
received it. Of persons needing treatment for mental health disorders, 14 million did not 
receive treatment.(1)  
 
Children and youth under 19 make up nearly half the OHP population. The child victim rate in 
this county is 19.9 per 1,000 children vs. a state wide rate of 12.7 / 1,000.  Child abuse/neglect 
include mental injury, physical and mental neglect, physical abuse, sexual abuse, sexual 
exploitation or threat of harm. Family stress is a major underlying factor; major sources of 
stress include untreated mental health and substance use (as well as physical health) disorders. 
The Statewide Children’s Wraparound Initiative can be included in CCO activities where children 
and families are concerned. 
 
COST 
 
More people have substance disorders than have cancer and heart disease combined. (1) 
Nearly 70% of Lincoln County residents are affected, directly or indirectly, by substance abuse. 
(3)  The Governor’s Council on Alcohol & Drug Abuse Programs reported in 2007 that  untreated 
substance use disorder costs Oregon $5.93 billion each year: $813 million for healthcare, $4.15 
billion in lost earnings, and $967 million for costs such as law enforcement, criminal justice, and 
social welfare.” (6)  According to DHS, “every dollar spent on drug treatment in the community 
returns about $18.50 in benefits” in reduced costs to taxpayers. (7) Data from the Oregon 
Health Authority (2012) for Linn, Benton, Lincoln counties show the highest expenditure by 
diagnosis category was $43,176,356 for Mental Health Disorders (21% of OHP billing in the top 
ten categories).  
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ABILITY to IMPACT 

 

“Up to 81 percent of patients in treatment for alcohol dependence are successful, cocaine 

treatment is successful for 61 percent, and opiate treatment is successful for up to 92 percent 

of those in treatment.” (10) “Between 70% and 90% of individuals with mental illness will 

experience significant reduction in symptoms and improved quality of life with treatments and 

supports.” (10) 

 

LEVELS of FOCUS ALREADY OCCURRING 
 
See IHN-CCO Transformation Deliverables and Benchmarks.  Multidisciplinary approaches are 
necessary when addressing behavioral health needs.  Examples of local non- COO / Health 
Department agencies include My Sisters Place, Children’s Advocacy Center, Olalla Center, and 
Seashore Family Literacy Center .  Benchmarks at these agencies should be closely monitored.  
 
ADDITIONAL INFORMATION NEEDED 
 
Lincoln County billed $5,242,776 for OHP Mental Health Disorders in 2012.  This amount 
represents approximately 10.5% of the dollars spent on the top ten diagnostic categories in 
Lincoln County.  Past year billings for substance use disorders do not reflect changes in 
coverage and covered population that will occur as more OHP consumers become eligible for 
addiction treatment. Careful future tracking of new treatment admissions and separation of 
mental health and addiction data from physical health data will be necessary to provide 
measures of the success of efforts to identify and refer more individuals into appropriate 
treatment and remove barriers posed by stigma and public misinformation. 
 
RECOMMENDATIONS 
 
Specific areas of focus are: 
1) Child and youth wellbeing regarding substance use and mental health.  
2) Mental Health and Addiction diagnosis, treatment and recovery  
3) Specific identified areas of primary need in Lincoln County are:  

 Mental health and addiction screening and early referral to treatment. 

 Prevention education and public outreach to combat stigma and increase awareness 
and understanding.  

 Maintenance of locally based outpatient mental health and addiction treatment 
resources and urgent care for children and adults, accessible residential treatment. 
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Specific recommendations in areas of primary concern in Lincoln County are:  
 

1) Increased mental health and addiction screening and early evaluation of both children 
and adults to identify both mental health and substance use disorders and make 
appropriate treatment referrals.(e.g. evidence based screening in doctors’ offices, 
hospital emergency rooms, and school health clinics.) (8, 9, 11, 12)   

2) Increased prevention education and public outreach to combat stigma and increase 
awareness and understanding of mental health and substance use not just in 
classrooms, but among parents and the general community. (Example: The Olalla 
Center’s workshops to teach parents and others how to identify and deal with signs or 
symptoms.) (8, 9,11, 12)   

3) Support and development of locally based outpatient mental health and addiction 
treatment resources and urgent care facilities for children and adults. (Specifically: 
Community based detoxification and mental health respite in each county and regional 
treatment that is accessible to residents in any part of the coverage area.) (8, 9, 11) 

o Since more than half of OHP recipients are under the age of 19, this is a group of 
particular area of concern.   

 

SOURCES 
 

1) Lincoln Co. CHA – pg. 94 Mental Health Conditions 
2) Lincoln Co. CHA – pg. 60 Child Abuse / Neglect 
3) Lincoln Co. CHA – pg. 64 Students /w Symptoms of Depression / Suicide Thoughts 
4) Lincoln Co. CHA – Slide Presentation #17 
5) American Community Survey (ACS) 2005-7 
6) Oregon Health Authority, Billing Data 2012 
7) IHN-CCO, Transformation Deliverables and Benchmarks, July 1 ,2013 
8) National Survey on Drug Use and Health, Substance Abuse and Mental Health Services 

Administration, U. S. Department of Health and Human Services, 2006 -- 2011. (NSDUH) 
9) Substance Abuse: The Nation’s Number One Health Problem. The Schneider Institute for 

Health Policy, Brandeis University and the Robert Wood Johnson Foundation, February 
2001.  

10) Alcohol, Illicit Drug & Tobacco Consumption and Consequences in Lincoln County, 
Oregon 2000-2007 (Updated May 2008) 

11) Domino Effect II 2009-2011, report to the Governor from The Governor's Council on 
Alcohol & Drug Abuse Programs 

12) Article by Karen Wheeler, Addictions Policy and Development Administrator, Addictions 
and Mental Health Division, Oregon Department of Human Services, released for 
distribution September 15, 2008.) 

13) Formal recommendations of the Lincoln County Mental Health Advisory Committee. 
August 2013 
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14) Formal recommendations of the Lincoln County Addiction Prevention and Recovery 
[Advisory] Committee. August 2013 

15) Mental and Substance Use Disorders: Fast Facts, Substance Abuse and Mental Health 
Services Administration, U. S. Department of Health and Human Services (SAMHSA ), 
2013. 

16) Recommendations on child/youth behavioral health from Olalla Center Director Ray 
Burleigh, Sept. 2013 

17) Proclamation of the Board of Commissioners of Lincoln County, September 11, 2013: 
The proclamation – prepared and presented by the Lincoln County District Attorney – 
declared September to be National Recovery and Wellbriety Month in Lincoln County 
and affirmed that “substance abuse prevention works, treatment is effective, and 
people can and do recover from substance abuse and mental disorders...it is critical to 
continue to educate our community that substance abuse and mental disorders are 
treatable, and people should seek assistance for these conditions with the same urgency 
as they would any other health problems.”   

 

Prepared by: Chandler Davis & Gary Lahman, September 6, 2013 
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APPENDIX B3 
Behavioral Health – Local HIA recommendation 

Linn County 2013 
 
HEALTH IMPACT AREA 

Behavioral Health includes mental health, mental illness, and addictive behaviors. 
 
PREVALENCE and POPULATION AFFECTED  
 
The IHN-CCO Benchmark 1 is aimed at developing and implementing a healthcare delivery 
model that integrates mental health and physical healthcare and addictions and dental health.  
This area of transformation must specifically address the needs of individuals with severe and 
persistent mental illness. On a national level, access to mental healthcare is significantly less 
than other types of medical services.  89.3% million Americans live in a federally-designated 
Mental Health Professional Shortage Area (MHPSA), compared to 55.3% million Americans 
living in similarly designated primary-care shortage areas and 44.6 % million in dental health 
shortage areas.  The 2011 baseline data prior to CCO formations determined that after 
hospitalization for mental health was 69.3% for IHN-CCO using billing claims numbers; the state 
baseline was 57.6%.  
 
Per the Linn County Community Health Assessment 2012 (CHA), the “one or two top health 
problems in your community” were Obesity, Mental Health, Access to Care and then Drug 
Abuse.  Mental health problems were listed as access to treatment, affordability of 
prescriptions or housing of individuals with mental health issues.  Drug Abuse was listed as 
number 4 but was translated into “Substance Abuse” which was any response, not including 
tobacco, involving abuse of illegal drugs or abuse of prescriptions.  Residents who had someone 
to talk to during times of sadness or depression were reportedly less likely to report low levels 
of mental health. Seniors were also noted to have behavioral health issues and untreated 
mental health issues that compound chronic disease problems they may have.  It is common to 
mistake behavior issues with normal and common aging ; forgetfulness and irritability are 
frequent indicators of larger mental health issues.   
 
Respondents to the Quality of Life Survey (QLS) listed substance abuse as a top health concern 
70 % of the time; noting drug abuse, alcohol abuse and related behaviors as issues in their 
community.  Of note, Linn County has the most supportive housing in the State although no 
differentiation was made between mental health and substance abuse. Information from the 
Student Wellness Survey continually shows that teens access alcohol through parents, with or 
without parental knowledge, as well as through older siblings and friends of legal age.  Also of 
note, Oregon’s Health System Transformation (2013 first quarter) Quarterly Progress Report 
lists NO appropriate screening and intervention for alcohol or other substance abuse.  This 
same document also lists the IHN-CCO at 69.7% in follow-up after hospitalization for mental 
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illness (the State Benchmark is 68%; baseline is 65.2%.  Abuse of prescription narcotics is a 
major problem in the U.S., responsible for 1.2 million emergency room (ER) visits in 2009 alone. 
An estimated 9,000 Americans begin abusing prescription narcotics each day and as of 2007, 35 
million people – 14% of the population – reported having abused these medications at some 
point in their lives. Narcotics have a potential for dependency through what are called 
reinforcing effects: reduced anxiety, boredom and aggression, and increased feeling of 
pleasure.  According to the Centers for Disease Control, narcotic prescription overdoses 
accounted for nearly 15,000 deaths in 2008, a four-fold increase since 1999. 
 
COST 
 
Current costs are unclear at this time making potential cost savings of the Health Impact Area 
impossible to predict. According to national data, The US spends $113 billion on mental health 
treatment (approximately 5.6% of the national health-care spending) with most of that money 
going towards prescription drugs and outpatient treatment.  45% of the untreated mentally ill 
cite cost as a barrier yet Americans paid 13% of the costs for health-care services (2005 data) 
compared to 11% of behavioral health spending, which includes both mental health and 
substance abuse treatment.  
 
The various areas that impact Behavioral Health (including Developmental Disabilities) will have 
different financial impacts; a clearer identification of those areas (or, at least, those areas that 
we will focus on) is needed. Obviously, increasing the use of  the more appropriate, outpatient 
services available in the community for treatment of mental illnesses rather than depending on 
the much more expensive inpatient services will save money;  how much will be more 
accurately determined with increased (expected) data. 
 
Substance abuse also has a high financial cost.  Those who abuse narcotics are 2.3 times more 
likely to visit an ER than non-abusers.  Pharmacy costs for abusers are 5 to 7 times greater than 
those for non-abusers. 
 
ABILITY to IMPACT 
 
Education campaigns should begin to increase the knowledge base of residents.  Appropriate 
referrals can be made through personal physicians or individual contacts but the availability of 
these services needs to be made known to both.  Partnership with COMP-Northwest with an 
eye to workforce development needs to be broadened to include education about available 
resources and need for increased professional services.   
 
LEVELS of FOCUS ALREADY OCCURRING 
 
The Linn County Alcohol and Drug Abuse Prevention Program is active in prevention and 
treatment efforts.  They provide education to teens through the Life Skills curriculum, an 
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evidence based prevention/education program that serves approximately 1500 students each 
year. The A and D Program also supports the Linn County Youth Council Students Taking Action 
Not Drinking (STANDS)--a peer-led group active in developing teen-oriented marketing 
messages to the community to prevent or reduce teen substance abuse.  Early use of alcohol is 
strongly correlated to future drug use.  A focus in Linn Co social media messaging is prevention 
of early alcohol access and involving parents in having a stronger role in monitoring teenage 
activities.  Linn Together is an area partnership of local schools, law enforcement, parents, faith 
leaders, youth services, local government, students, healthcare professionals, and business 
owners.  The purpose of the group is to launch evidence-based substance abuse prevention 
strategies.  The Linn County Mental Health Advisory Board has also utilized the media to 
promote mental health education and awareness activities as attitudes and misconceptions of 
mental illness are significant impediments to access of individuals seeking care.  
 
ADDITIONAL INFORMATION NEEDED 
 
The data for drug and alcohol use/abuse and mental health concerns in the senior population is 
noticeably missing from the CHIP/CHA data (how many Medicaid/OHP folks are in the “senior” 
population?)  Some of the age limits are inconsistent in data sources for this population.  Abuse 
of prescription medications appears to be a significant healthcare risk in the senior population--
though data seems inadequate. Gathering more data for this population is recommended; 
perhaps separate into aged (50-64), elderly (65-85) and aged elderly (86+).  ***There is also a 
noticeable lack of information for children of all age groups with emotional disorders and/or 
Serious and Persistent Mental Illnesses; perhaps emphasizing healthcare needs of autistic, 
Asperger’s and developmental issues would be useful.  Clearer definitions of “abuse” are 
needed (tobacco, alcohol, illegal drugs, prescription drugs, etc.) along with clarification of their 
differing impacts on health in the community. 
  
RECOMMENDATIONS 
 
1)  Federal legislation requires more expansive insurance coverage for mental health services; 

the IHN-CCO structure should reflect a more aggressive pursuit of coverage for these 
services. Expansion of current programming by Linn County Mental Health and Addiction 
Services and an expanded panel of Behavioral Health should be focused on increasing 
assessment, intervention and treatment of behavioral health disorders, prevention and 
integration of Behavioral Health services with primary care. 

 
2) Prioritize Behavioral Health services to seniors. 
 
3) Enhance mental health services to children and families; integrate planning and service 

delivery system design/development with the Early Learning Council Hub and Youth 
Development Council. 
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4) Continue to enhance the integration of services to consumers with co-occurring disorders.   
 
5)   Specifically address the needs of individuals with severe and persistent mental illness.  
 
SOURCES 
 
1) Coordinated Care Organization-Transformation Amendment-July 1, 2013; WA Post, 

12/17/12  
2) Seven facts about America’s mental health system: S. Kliff.    
3) Oregon’s Health System Transformation Quarterly Progress Report by Oregon Health 

Authority (10/2012-12/31/2012 and 1/2013-3/31/2013).  
4) CHA 2012 by Linn Co. Health Services, Linn Co., Oregon.   
5) Linn County Community Health Improvement Plan 2012. 
6) Linn County (Oregon) Mobilization Action through Planning and Partnerships Committee; 

Express-Scripts website: Healthcare Insights (2013) 
 
Prepared by: Linn Behavioral Health workgroup: Anthony Amaral, Frank Moore, & Dick Knowles 
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APPENDIX C1 
 

Chronic Diseases: Asthma & Cardiovascular Disease  
Local HIA recommendation  

Lincoln County 2013 
 

HEALTH IMPACT AREA 
 
Chronic Disease: Chronic: persisting over a long period of time; Disease:  any deviation from or 
interruption of the normal structure or function of any part, organ, or system (or combination 
thereof) of the body that is manifested by a characteristic set of symptoms and signs…  
(Dorland’s Medical Dictionary) 
 
Specific Priority Areas:   
1) Asthma:  A condition marked by periodic attacks of wheezing and difficulty breathing (The 

American Medical Association Family Medical Guide). 
2) Cardiovascular Disease (heart disease and stroke) 

 

 Components of both specific priority areas: 
o Tobacco Cessation 
o Obesity 
o Physical Fitness 
o Nutrition 
o Diabetes 
o Early diagnosis 
o Environmental toxins 

 
PREVALENCE and POPULATION AFFECTED (Lincoln County Health Assessment) 
 
Oregon ranked among the top 10 states with the highest percentage of adults with asthma in 
the nation. Chronic lower respiratory disease is the third highest cause of death in Lincoln 
County.  Heart Disease is the #2 leading cause of death in Lincoln County.  The rate is higher 
than in Oregon overall. 

 
COST 
 
“The most recent data on the cost of emergency room visits for asthma is estimated to be more 

than $546 million annually” (nationwide), American College of Allergy, Asthma, and 

Immunology (ACAAI)  
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A 2003 study published in the Journal of Allergy & Clinical Immunology estimated the annual 
costs for asthma treatment at over $4900 per person.  These include both direct costs—such as 
medicine and visits to the doctor or hospital—and indirect costs, such as time off from work 
(WebMD).  Asthma also results in significant time loss from school. (Lincoln County CHA) 

 
In Lincoln County for 2012 Cardiovascular Disorders was the #2 leading diagnostic code billed 
for adults:  $5,951,264.20; 15% of billings among the top ten diagnostic code billings by 
Intercommunity Health Network (as per OHA data).  In Lincoln County tobacco smoking leads to 
$32.1 million being spent on medical care for tobacco-related illnesses. 

 
ABILITY to IMPACT 

 
Increased access to asthma treatment, medication, and monitoring could significantly increase 
control of asthma conditions, resulting in less loss of time at work and school, increased energy 
and improved overall health and quality of life. 

 
Policy, education, screening, early diagnosis and prompt treatment including through smoking 
cessation, dietary changes and increased physical activity and medication, as necessary, can 
lower the rates of cardiovascular disease.  For example, policy (e.g., cost of a pack of cigarettes; 
indoor clean air laws), reduces smoking rates and thereby rates of cardiovascular disease. 
 

LEVELS of FOCUS ALREADY OCCURRING 
 
The Lincoln County CHIP offers a series of Living Well with Chronic Diseases workshops to help 
people manage their chronic condition (including control of risk factors impacting the chronic 
disease:  e.g., asthma, tobacco exposure, obesity) (Oregon Smoke-free Workplace Law & 
Oregon Tobacco Quit Line 1-800-QUIT-NOW). 
        

ADDITIONAL INFORMATION NEEDED 
 
1) Accessibility to medical treatment for, and monitoring of, asthma 
2) Availability of treatment education and self-management strategies for teens in schools 
3) Percent of adults and teens with asthma currently being treated and routinely monitored, 

and rate of improvement seen by physicians among those treated and monitored 
4) Lincoln County data is needed for rates of heart disease, stroke, asthma and risk factors by 

age, gender, income, and ethnicity and by city/rural residence. 
 

RECOMMENDATIONS 
 
Facilitate reduction in the incidence and prevalence of Chronic Disease by: 
1) Removing barriers to asthma medication access 
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2) Facilitating physician monitoring of patients’ medication intake schedule to assure 
consistent asthma treatment and control  

3) Increasing physician referral to community support services and programs for managing 
chronic diseases and related risk factors 

4) Increasing early screening for obesity and overweight, blood pressure and cholesterol, 
diabetes, respiratory diseases 

5) Encouraging public schools to include in their health education curriculum the short and 
long-term risks of tobacco smoking, physical inactivity, obesity/overweight, diabetes, poor 
control of lower respiratory diseases 

6) Increasing adult access to screening for chronic diseases and making follow-up resources 
for treatment available 

7) Encouraging physicians to include identification of toxic household products used in the 
home as part of the initial exam 

 
8) Chronic Lower Respiratory Disease can cause Asthma, COPD, Lung Cancer and is 

exacerbated by smoking, obesity, and decreased physical condition due to exercise.   The 
prevalence of certain risk factors (e.g., obesity, tobacco smoking) in Lincoln County is higher 
than in Oregon overall and there are effective, evidence-based methods to lower the risk 
factors.   Focus on this Impact Area could reduce associated conditions. 

 
9) Cardiovascular disease should be a top priority because:  a. of the high mortality rate 

(158.5/100k), prevalence (3.9/100k and 3.3/100k, heart disease and stroke respectively) in 
Lincoln County; b. 91% of adults in Lincoln County have at least one risk factor for 
cardiovascular disease;  the prevalence of certain risk factors (e.g., tobacco smoking) in 
Lincoln County is higher than in Oregon overall; and c. because there are effective, 
evidence-based methods to lower the risk factors:  tobacco smoking; obesity and 
overweight; physical inactivity; high blood pressure and cholesterol; and diabetes. 

 
SUPPORTING  DATA 
 
1) OHP PATIENTS:  

A. Congestive Heart Failure admission rate for adults >18 yrs. with hospital stay 
=336.9/100k member years 

B. Adult tobacco users whose doctor discussed or recommended strategies to quit 
smoking = 22% 

C. Adult patients (>=18 yrs.) with diabetes who had a hospital stay because of a short-term 
problem from their disease = 192.0/100k member years 

D. Adult patients (>=18 yrs.) with diabetes who got an LDL-C (cholesterol) test = 67.2% 
E. Adult patients (18-75 yrs.) with diabetes who got at least one Alcohol  blood  sugar test 

= 78.5% 
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F. Among adults, Lincoln County OHP residents had poor asthma medication ratios 
compared to the statewide medication ratio 

G. The rate of Asthma per 1000 OHP members is 62.3 and 70.8 per 1000intercommunity 
health network clients 

 

LINCOLN COUNTY and STATE 

1) Mortality 

A. Heart Disease is #2 leading cause of death = 158.5/100,000 (higher than OR; lower than 
U.S.) 

B. Stroke 47.7/100k (2020 goal = 33.8) 
C. Lung Cancer is the deadliest cancer in Oregon 
D. Chronic Lower Respiratory Disease (Asthma, bronchial disease, etc.) is the 3rd highest 

cause of death in Lincoln County 
E. Poorly controlled asthma leads to approximately 50-80 deaths in Oregon   each year 
F. Asthma costs Oregonians approximately $125 million a year in direct and indirect costs 

and significantly affects quality of life 
G. Asthma affects 11.2% of Lincoln County adults and 25.1% of 11th graders, both of which 

are higher than in Oregon overall 
   Oregon has one of the highest asthma rates in the nation 

2) Risk Factors 

Ninety-one percent of adults in Lincoln County have at least one of the following risk factors:  

currently smoke, overweight or obese, physical inactivity, low fruit and vegetable consumption: 

3) Tobacco 
 

A. The #1 cause of death in OR; 3,320 people suffer from a serious illness caused by 
tobacco use 

B. 25% of Lincoln County adults smoke cigarettes (OR = 17%; 2020 goal=12.0%) 8,700 
regularly 

C. 21.6% of 11th graders smoked in past 30 days 
D. 170 people die from tobacco use 
E. $32.1 million is spent on medical care for tobacco-related illnesses 
F. $28.1 million in productivity is lost due to tobacco-related deaths     

 
4) Weight 

A. 37.2% overweight 
B. 26.2 obese 
C. Since 1990, Oregon’s adult obesity rate has increased 121 % 
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D. 12.7% 8th graders overweight; 15.2% obese 
E. 17/1% 11th graders overweight; 11.8% obese 

 
5) Blood Pressure & Cholesterol 

A. Overall, 56 % of adults in Lincoln County meet the CDC guidelines for physical fitness 
B. Adults with less than a high school education, those earning less than $24,999, and 

Latinos are less likely to meet CDC physical activity recommendations than their peers. 
 

6) Diet 
A. 25.6% of adults consumed 5 servings of fruits and vegetable per day 
B. 22.4%  of 8th grade; 19.2% of 11th grade consume at least 5 servings of fruits and 

vegetables per day 
 

7) Diabetes 
A. Prevalence among adults Lincoln County  = 8.9% 
B. 9.7% in household with incomes at or below the federal poverty level 
C. 13% for African Americans; 12% for Native Americans; 10% for Latinos 

 
SOURCES 
 
1) Lincoln County Health and Human Services.  August 2013.  Community Health Assessment 

2013 
2) Oregon Health Authority. May 2013. Quarterly Report:  Oregon Health System 

Transformation 
3) Lincoln County, Oregon Asthma Information 
4) Oregon Asthma Leadership Plan 
5) “Estimated Prevalence and Incidence of Lung Disease,” (American Lung 
6) Association) 
7) Asthma Management and the Allergist (ACAAI) 

o --Asthma Health Center (WebMD) 
o --“Insurance Coverage for Allergy and Asthma Care” (Allergy & Asthma Center, 

P.C. Physicians) 
 
Prepared by: Linda Fitz-Armstrong, Linda Mollino, Jackie Stankey, Bill Wiist, Karen Wright, Mike 
Powell, Susan Sturm  
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APPENDIX C2 

Chronic Disease – Local HIA recommendation 
Linn County 2013 

 

HEALTH IMPACT AREA: Chronic Disease 

PREVALENCE and POPULATION AFFECTED (See Linn County CHIP pgs. 11-15.) 

Almost half of Oregon adults (45%) have at least one chronic disease5, and in 2007, chronic 

diseases caused more than 60 percent of the deaths in Oregon. 

Heart disease and stroke remain the first and third leading causes of death, accounting for 

more than 30% of all U.S. deaths. One million Americans are disabled from strokes, and many 

can no longer perform daily tasks such as walking or bathing without help. 

Nearly 26 million Americans have diabetes. An estimated 79 million U.S. adults have 

prediabetes, which places them at increased risk of developing Type 2 diabetes. Diabetes is the 

leading cause of kidney failure, nontraumatic lower-extremity amputations, and blindness 

among adults aged 20–74 years. 

Cancer claims more than half a million lives each year and remains the nation's second leading 

cause of death. The total number of Americans living with a previous diagnosis of cancer is 

currently estimated at 11 million. 

One of every 3 U.S. adults and nearly 1 of 5 children aged 6–19 years are obese. Obesity has 

been linked to increased risk for heart disease, high blood pressure, type 2 diabetes, arthritis-

related disability, and some cancers. 

 An estimated 50 million U.S. adults reported being told by a doctor that they have some 
form of arthritis, such as osteoarthritis, rheumatoid arthritis, gout, lupus, or 
fibromyalgia. Arthritis results in activity limitations for nearly 21 million Americans. 
 

 A SAMHSA report from April 2012shows that adults (aged 18 and older) who had a 
mental illness in the past year have higher rates of certain physical illnesses than those 
not experiencing mental illness. According to the report by the Substance Abuse and 
Mental Health Services Administration (SAMHSA), adults aged 18 and older who had any 
mental illness, serious mental illness, or major depressive episodes in the past year had 
increased rates of high blood pressure, asthma, diabetes, heart disease, and stroke. 
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(The report entitled, Physical Health Conditions among Adults with Mental Illnesses is 

based on SAMHSA’s 2008-2009 National Survey on Drug Use and Health (NSDUH) data. 

NSDUH is an annual nationally representative survey of the U.S. civilian, non-

institutionalized population aged 12 or older. ) 

Cost: Nationally, 83 cents and 96 cents of Medicaid and Medicare dollars respectively, are spent 

treating chronic diseases, and hospitalization costs in Oregon for chronic diseases alone are 

estimated to exceed $2.2 billion a year.  

ABILITY to IMPACT 

1) Primary prevention can reduce prevalence of chronic disease in the population. 
2) Interventions that target those with SPMI with proper supports can reduce costs to the 

system and increase quality and longevity of people’s lives. 
3) Systematic efforts to support patient engagement, compliance and accountability can 

prevent and reduce chronic diseases. (See results below) 
 

LEVELS of FOCUS ALREADY OCCURRING:  

1) IHN pilot project “Hospital to Home” 
2) A pilot program has been employed by Samaritan Albany General Hospital to care for heart 

failure patients. Readmission rates have decreased from 23.6% to 2.6%. This is a multi- 
disciplinary approach already in place with proven results. According to Heart to Heart, a 
publication of Samaritan Health Services, “Samaritan Hospitals plan to extend this model of 
care to other health condition in the near future”. Shawna Wolfe RN special programs 
coordinator states “it’s about empowering patients with knowledge and tools to best care 
for themselves.” 

  
RECOMMENDATIONS 

1) Primary Prevention: Implement primary prevention strategies to promote health and 
reduce prevalence of chronic diseases. 

2) SPMI: Integrate health screening practices for people with serious and persistent mental 
illness (SPMI) 

3) Traditional Heath Workers: Adopt and implement the case manager/Health Care Coach 
model tiered system for intervention described below. 

4) Recommended model: Expanded role for Case managers / Health Care Coach (Health Care 
Navigators) and Peer Support Specialists.  

 
The case manager (preferably Registered Nurse) is responsible for patient assessment, 
development, implementation and coordination of the patients’ plan of care including the 
medical treatment plan and the evaluation of patient treatment.  
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The case manager has primary accountability for monitoring patient outcomes. As the team 
coordinator of the patient care team (including but not limited to: physicians, registered nurses, 
licensed vocational nurses, technicians, and support and clerical staff), the case manager 
collaborates, directs, delegates, assigns, guides and serves as a resource to the department and 
the patient care team for patient care delivery.  

 
The case manager promotes a cooperative working relationship with care team members, 
physicians, other disciplines and the public by facilitating and enhancing communication, 
displaying honesty and respect, displaying sensitivity to cultural and age differences, and 
expressing and accepting feedback in a professional manner.  

The process would include a tiered level of care: 

Level 1 being basic follow up and clarification of the education information given to the patient 

at time of initial contact. This would include a follow up phone call two to three days after 

consultation to assure RX was filled and treatment plan is being followed. 

Level 2 would be for patients that are at risk of increased complications. In this level the case 

manager would follow up with contact and referrals if needed to ensure patient has the 

knowledge of adequate resources and the means to follow the treatment plan. An example of 

this would be a newly diagnosed diabetic, or an overweight person without chronic symptoms 

of disease. 

Level 3 would include patients with chronic conditions that are symptomatic and that require 

repeated medical interventions. This would involve a life coach to help the patient with 

resources that will increase the success of treatment and compliance with the treatment plan. 

This is the most intensive level; it will require the case manager to meet with the patient and 

direct patient compliance. A morbidly obese individual may require a multi treatment team that 

will include the physician, physical therapist, nutritionist, and a mental health specialist and the 

patient. 

SOURCES 

CDC website - http://www.cdc.gov/chronicdisease/states/oregon.htm 

Prepared by:  Louise Moscato, Paul Barnes, Kathryn Henderson 

http://www.cdc.gov/chronicdisease/states/oregon.htm
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APPENDIX D1 
 

Maternal Care – Local HIA Recommendation 
Benton County 2013 

 

HEALTH IMPACT AREA: Maternal health from preconception through postpartum.   
 

PREVALENCE and POPULATION AFFECTED 
 
In 2009, 43% of babies born in Oregon were born on Medicaid.1 Forty-nine percent of 
pregnancies (38% of births) were unintendedi.  Unintended pregnancies present a higher 
burden to the Medicaid population with 61% of births relating to unintended pregnancy being 
paid for by Medicaid (2006).ii 

 
COST 
 
Childbirth and delivery is the second highest expense for the CCO ($31 million in 2012).4 

 
ABILITY to IMPACT 
 
Currently it is common for women to become covered by OHP after getting pregnant and then 
to cease having coverage six weeks after delivery.  With the expansion of Medicaid, there will 
be more opportunity to focus on maternal care before pregnancy and after delivery as well as 
during the pregnancy. 
   
LEVELS of FOCUS ALREADY OCCURRING 
 
1) Maternal health navigators 
2) WIC – national program / County health department 
3) healthy start -- http://www.parentingsuccessnetwork.org/community-resources/parenting-

resource-agencies/healthy-start/ 
4) Trillium CCOiii  (Lane County) smoking cessation program --Trillium CCO has started a 

program involving gift cards as an incentive for pregnant women to quit smoking.  It would 
be worth watching to see how this program goes. 
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RECOMMENDATIONS 
 
1) Pre-conception:  Adopt the One Key Question initiativeiv. 
2) Make the question “Would you like to get pregnant within the next year?” a standard 

question for all women of reproductive age.  Follow up with either contraception or 

preconception care as appropriate. 

3) Access to prenatal care including health navigators and traditional health worker 

4) Support smoking cessation during pregnancy.  

5) Postpartum care:   

A. Visit with home health nurse within the first few days after birth for screening, lactation 

support, and parent education. 

B. Screening and treatment for postpartum depression.  

Prepared by:  Emily Mcnulty, Amy Roy, Karen Stephenson    9/13/13 
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APPENDIX D2 
Maternal & Child Health – Local HIA recommendation 

Lincoln County 2013 
 

HEALTH IMPACT AREA 

The Lincoln County Coordinated Healthcare Advisory Group whole-heartily urges the IHN-CCO 
to choose Maternal / Child Health as a priority Health Impact Area (HIA). We feel that there are 
many areas where we could improve birth outcomes immediately, such as reducing the 
smoking rate among pregnant women, as well as long-term and long-lasting gains such as 
violence prevention in the home. Improving birth outcomes will require improving the health of 
childbearing aged women in our community.  
 
The list below highlights areas where coordinating services across the health spectrum in 
Lincoln County would result in more beneficial outcomes. We feel Lincoln County has a strong 
home visiting program run by Lincoln County Health and Human Services. In fact, they have 
recently started a Nurse Family Partnership program for first time parents. Our Early Childhood 
Coordinating Council started Coastal Families Together to improve parenting skills, start 
support groups for families and improve violence prevention interventions. These are all 
services that exist in Lincoln County and need to be strengthened with IHN-CCO involvement. 
 
PREVALENCE and POPULATION AFFECTED 
 
In Lincoln County, one quarter of the OHP population consists of women of child bearing age, 
and half are children.  23.2% of Lincoln County mothers smoke during pregnancy and there is a 
spike in youth smoking at the 11th grade.  According to the Child Welfare Data book, physical 
abuse of spouse/fighting and parent/caregiver alcohol or drug use were the top two family 
stressors in their abuse or neglect reports.   
 
COST 
 
Consider the following in Lincoln County: 

1) Rates of tobacco use, asthma, COPD, ADD, and obesity are higher than statewide rates. 
2) $32.1 million is spent on medical care for tobacco-related illnesses  
3) $28.1 million in productivity is lost due to tobacco-related deaths 
4) Childbirth and Delivery is the highest cost for the CCO in Lincoln County 

 
ABILITY to IMPACT 
 
Use of mandatory screening questions regarding the family environment and exposure to toxins 
at every clinician visit would improve awareness of the problem while also collecting baseline 
data for the CCO.  Other strategies are currently being used in Oregon, for example Lane County 
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has a model in place where they give teen parents incentives to stop smoking.  Using this and 
other innovative interventions would improve maternal and child health in Lincoln County. 
 
LEVELS of FOCUS ALREADY OCCURRING 

 
Current partners include the Health Department and an excellent home visiting program, a 
parent education program county-wide, the Siletz Tribe, DHS, Lincoln County School District, 
and clinicians throughout the county. 
 
ADDITIONAL INFORMATION NEEDED 
 
 Identify additional information, statistics needed to make decision. Lincoln County has received the 
Maternal, Infant and Early Childhood Home Visiting (MIECHV) grant to strengthen their home visiting 
program, family support and early education efforts. We are a rural community with a very high rate 
(75%) of high risk children, a high school graduation rate of only 63 percent and child abuse is almost 
double for Lincoln County children compared to Oregon. Twenty-two percent of our children live in 
poverty and this is disproportionate for children of color.  
 
RECOMMENDATION 
 
Improvements to this HIA will have a wide range of health benefits to the community – from 
reduction in low birth weights, reduction in early onset of smoking, reduction in cancer rates, 
and improved productivity, to name a few. 
 
For example, while tobacco use is listed as the leading cause of death of Oregonians, our CCO 
members use tobacco at a rate 40% higher rate than the rest of OHP members.  Even so, only 
25% of those surveyed in Lincoln County thought tobacco use was a major problem.  We 
believe a priority should be early tobacco prevention – starting with pre-natal interventions. 
 
To improve awareness of the problem, a simple intervention could be to require all direct 
service providers to ask questions regarding the family environment, access to care, and their 
exposure to environmental toxicants (insecticide and herbicide use at home, use of scented 
cleaning products, second hand tobacco smoke, use of scented personal care products, 
proximity to agricultural and forestry pesticide sprays, proximity to sources of industrial 
emissions, proximity to high-use roadways and roadside herbicide sprays, exposure to smoke 
from outdoor burning or wood stoves, workplace exposures to environmental toxics, etc.). 
 
We could also adopt a standard of care for helping people quit smoking. The use of an 
evidence-based intervention for children and adults would be helpful. The Tobacco Prevention 
Education Program is making progress with smoke-free policies around the County and plans 
are being implemented to address smoking among adolescents. 
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SOURCES 
 

1) Child Welfare Data Book, 
2) IHN Chronic Condition co-morbidity data 
3) Diagnosis cost assessment provided by OHA, 
4) The 2013 Community Health Assessment conducted by Lincoln County HHS.  

 
Prepared by:  Rebecca Austen, Tom Kerns, Susan Trachsel 
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APPENDIX D3 

Reproductive and Perinatal Health - HIA 
Linn County 2013 

 
HEALTH IMPACT AREA:  Reproductive and Perinatal Health  

 
PREVALENCE and POPULATION AFFECTED 
 
Sixty-five percent of female IHN-CCO members are between the ages of 18-44 years old, widely 
the “childbearing years.” Their health and habits affect the children they bring up.  Children 
make up 56% of IHN-CCO members.  In 2009, 43% of babies born in Oregon were born on 
Medicaid.5 (Other sources place this number at 47% or 50%.)  49% of pregnancies (38% of 
births) were unintendedv.  Unintended pregnancies present a higher burden to the Medicaid 
population with 61% of births relating to unintended pregnancy being paid for by Medicaid.6 

 
COST 
 
Childbirth and delivery is the second highest expense for the CCO costing almost $31 million in 
2012.8  Neonatal care costs were over $17 million and accounted for the most amount of 
money billed for in the minor population’s coverage.  
 
Furthermore, setting an example and helping to influence the other CCOs can help with the 
statewide OHP costs. Resources indicate that there were 19,664 births paid for by Medicaid in 
all of Oregon in 2009.1 
 
With an average hospital birth, attended by OBGYN care costing close to $9,000, this adds up to 
over $124 Million.  
 
With the cesarean rate being around 30% there were 5,899 surgical births costing on average 
more than $13,000 adding up to over $76 Million. 
 
This totals to over $200 Million in childbirth expenses paid for by OHP in 2009 
 
These costs do not reflect additional anesthesia used for most births and cesarean births as 
they are billed separately. This also doesn’t reflect the individual physicians’ costs, or infant 
care costs. 2 

 
We also know that since then, economic impacts have increased the amount of women and 
children on OHP, so we know that the number has increased.   
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ABILITY to IMPACT 
 
The ability to impact this is HUGE. Because of the work that several nonprofit organizations 
have done, gathering studies and creating Health Improvement tool kits.  Corporations and 
individual physicians can learn ways to reduce the use of costly interventions and create a 
mother-baby centered model of care that will improve outcomes, reduce the cesarean rate and 
lead to other health improvement outcomes that will be part of preventative medicine.  
 
LEVELS of FOCUS ALREADY OCCURRING 
 
There are many potential partners in improving the quality of care, creating patient centered 
models and reducing costs already in place in our communities.  

 
Another way of partnering with professionals is to promote the hiring of Certified Nurse 
Midwives into already existing practices so that the OBGYNs are working with only high risk 
mothers 
 
Last year, the Legislature passed House Bill 3311, which required the Oregon Health Authority 
to investigate how Doulas and other Community Health Workers could improve the birth 
outcomes of underprivileged and underserved women. 4  Hiring Doulas as part of hospital staff 
or assistants to OBGYN and CNMs to attend the labors of women is a way that intervention use 
could be decreased, with doulas charging in the range of $300-$1000 per birth and 
interventions costing several thousands of dollars, the cost savings could be tremendous. A 
recent study showed specific results in Medicaid recipients that showed a 40.9% lower risk of 
cesarean in births in the Medicaid population that were attended by a doula.  
 
Utilizing WIC and Healthy Start are other ways to make sure each Mother on OHP is truly 
getting what is available to them to help their families.  
 
Albany General Hospital is already working on a Pilot program for postpartum depression called 
Hope For Mothers that is a group for new moms to find support for emotional and mental 
health issues that they often face.  
 
ADDITIONAL INFORMATION NEEDED 
 
Contraception and family planning are easily handled by Nurse practitioners and midwives as 
well as PCPs. Making it a point at every appointment to ask a woman if she is planning on 
having a baby or needs contraceptive information is a way to help prevent unwanted 
pregnancies. However, many of the people who have unwanted pregnancies don’t see their 
PCPs regularly so providing outreach services that offer free contraceptive is very important. 
There is currently no place in Lebanon to get free condoms, whether there are places in other 
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parts of Linn county who do offer them has yet to be determined.  Family Planning seminars 
that are free to the public are also a way to educate and empower consumers.  
Catching health habits, like nutrition and exercise, and to some extent for a smaller portion of 
the population, drugs and smoking, during pregnancy will help mothers and also help their 
babies. This is something that can be handled with proper prenatal care and maternal health 
workers.  
 
The current cesarean rate across the country is 35%. The WHO recommends it be no higher 
than 15% in developed countries. The recommendations provided are a direct attempt at 
lowering the cesarean birth rate.  

  
Breastfeeding reduces the chances of breast cancer in the mother and reduces the chances of 
obesity, diabetes, and heart problems in children and also reduces the incidence of behavioral 
problems and contributes to higher IQs in children.  

 
RECOMMENDATIONS 
 
This should be a top priority for the CHIP because it has the potential to reduce cost by millions 
of dollars, create better health outcomes, improve the quality of care, increase the potential for 
preventative care, and impact a large amount of people on OHP in our area.   

 
1) Maternal Health Navigators who are assigned to each pregnant woman that can help them 

with education and navigating the professionals that each woman would need to see 
depending on her treatment plan. This would increase the amount of prenatal and post-
partum care a mother receives which might increase their success in moving towards better 
diet, making sure they are screened for mental health needs, provide avenues for smoking 
cessation, and provide lactation services in the home of the family to increase the success 
rate of breastfeeding. Providing postpartum care in the homes of new mothers also allows 
for a better assessment of mental health conditions and can catch postpartum depression 
early on. Many mothers who suffer from PPD will often not tell a medical provider out of 
fear or shame so having someone in the home can help assess the situation differently and 
may catch some of the more prolonged and severe cases.  

 
2) Providing access to childbirth and parenting classes through this program can enhance the 

consumers’ personal empowerment by giving them instruction and resources for common 
issues that might take up time of the doctors and can prevent forming habits that could 
later turn into physical and behavioral/mental health problems down the way.  

 
3) Remove the barriers preventing consumers from choosing an out of hospital birth with the 

licensed provider of their choosing by accepting billing from out of network providers or 
modeling an existing plan (e.g., the Willamette Valley Health CCO). This provides a safe and 
cost effective alternative to hospital births for low risk mothers that allow for minimal 
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interventions and privacy which are reasons mothers chose to birth out of hospital, 
according to women surveyed in 2009.   

 
4) Provide scholarships and loan forgiveness opportunities to increase the amount of 

Certified Nurse Midwives in our area so that they can provide primary reproductive care to 
women freeing up the OBGYNs to work with high risk women. Utilizing the skills of 
midwives in and out of hospitals will reduce the costs and provide preventative care in the 
process by lowering the amount of interventions that lead to higher incidences of Cesarean 
births.  Cesarean births are associated with an increased risk of maternal morbidity and 
mortality with the current and future deliveries, increase risk of NICU stays for infants and 
lower incidence of breastfeeding.  

 
5) Develop a Doula Program that will be implemented in Samaritan hospitals to reduce the 

length of labor, prevent intervention use, and create a more satisfying experience for 
mothers and families on IHN-CCO.  

 
6) As part of prenatal care, mothers should be receiving dental healthcare as poor dental 

hygiene is related to miscarriages, early birth and low birth weight.  
 
7) Condom and other contraception methods should be available to people for free and 

anonymously through different programs targeting youth and underprivileged groups.  
Reducing teen and unwanted pregnancies can cut costs to the CCO and provide better long 
term outcomes for families.  

 
SOURCES 
   
1) http://kff.org/medicaid/state-indicator/total-medicaid-births/ 
2) http://transform.childbirthconnection.org/wp-content/uploads/2012/05/Oregon1.pdf 
3) http://transform.childbirthconnection.org/resources/toolkits/ 
4) http://www.thelundreport.org/resource/workgroup_recommends_oregon_health_plan_us

e_doulas  
5) Katy Backes Kozhimannil, Rachel R. Hardeman, Laura B. Attanasio, Cori Blauer-Peterson, and 

Michelle O’Brien.  Doula Care, Birth Outcomes, and Costs Among Medicaid Beneficiaries. 
American Journal of Public Health: April 2013, Vol. 103, No. 4, pp. e113-e121. doi: 
10.2105/AJPH.2012.301201 
http://ajph.aphapublications.org/doi/abs/10.2105/AJPH.2012.301201 

6) Boucher D, Bennett C, McFarlin B, Freeze R.  J Midwifery Womens Health. 2009 Mar-
Apr;54(2):119-26. “Staying home to give birth: why women in the United States choose 
home birth.” doi: 10.1016/j.jmwh.2008.09.006. 
 
Prepared by: Kaire Downin, Emily McNulty, Amy Roy, Karen Stephenson       

 

http://kff.org/medicaid/state-indicator/total-medicaid-births/
http://transform.childbirthconnection.org/wp-content/uploads/2012/05/Oregon1.pdf
http://transform.childbirthconnection.org/resources/toolkits/
http://www.thelundreport.org/resource/workgroup_recommends_oregon_health_plan_use_doulas
http://www.thelundreport.org/resource/workgroup_recommends_oregon_health_plan_use_doulas
http://ajph.aphapublications.org/doi/abs/10.2105/AJPH.2012.301201
http://www.ncbi.nlm.nih.gov/pubmed?term=Boucher%20D%5BAuthor%5D&cauthor=true&cauthor_uid=19249657
http://www.ncbi.nlm.nih.gov/pubmed?term=Bennett%20C%5BAuthor%5D&cauthor=true&cauthor_uid=19249657
http://www.ncbi.nlm.nih.gov/pubmed?term=McFarlin%20B%5BAuthor%5D&cauthor=true&cauthor_uid=19249657
http://www.ncbi.nlm.nih.gov/pubmed?term=Freeze%20R%5BAuthor%5D&cauthor=true&cauthor_uid=19249657
http://www.ncbi.nlm.nih.gov/pubmed/19249657
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APPENDIX  E 
 
Acronyms from overall recommendation (local recommendation acronyms not included) 
 
CAC – Community Advisory Council 

CHA – Community Health Assessment 

CHIP – Community Health Improvement Project  

HIA – Health Impact Area 

OHP – Oregon Health Plan 

IHN-CCO Intercommunity Health Network Coordinated Care Organization 

                                                           

  
 

 
 
 
 



BENTON LOCAL ADVISORY COMMITTEE (BLAC)
MEETING ASSIGNMENTS/ACTIONS

March 22, 2013

Member Attendance:  Karen Stephenson, Zeth Owen, Joe Zaerr, Michael Volpe, Hilary Harrison, Sara Williams, 
Richard “Stretch”, Rocio Munoz, Emily McNulty  

Guest:  Betty Johnson

Note taker:  Tammy Shandy
AGENDA #/ITEM CHARGE/ACTION RESPONSIBLE 

PERSON (S)
DUE DATE COMPLETED 

DATE
Welcome & 
Introductions

Introductions and background information shared. All 3-22-13

Appoint  Two 
Sub-Committees 

• Recruitment 
of members

• Structure and 
Rules

Zaerr informed the committee that two sub-committees 
need to be formed and asked for volunteers.  

Recruitment of members sub-committee:
Karen Stephenson and Michael Volpe volunteered to 
review the list of those not selected for the Advisory 
Council and will pick their top two choices.  They will 
bring back the selected names to the next meeting.

Structure and rules sub-committee:
Emily and Zeth Owen volunteered to draft up a simple 
one page document that covered Chair, Vice Chair, and 
Secretary nomination process, term of office, and 
structure of meetings.

Karen Stephenson
Michael Volpe

Emily McNulty
Zeth Owen

April 12, 2013

April 12, 2013

BLAC Assignment Tracker Page 1



DropBox DropBox is a server that stores data and will be used to 
store all documents for BLAC, including: agendas, 
attachments and notes.  Zaerr has set up an account 
and will send an email invite with passcode to all 
members. 

Joe Zaerr April 12, 2013

Reimbursement 
for Mileage

Discussion around the possibility of stipend for mileage 
reimbursement.  Harrison suggested changing stipend 
to mileage reimbursement as not to interfere with those 
receiving SSI.  Another suggestion was made to include 
childcare expenses in the reimbursement.  Zaerr will 
contact Kelly Kaiser of IHN to discuss the 
mileage/childcare barriers.  Munoz will relay information 
back to Mitch Anderson regarding mileage/childcare 
barriers.

Joe Zaerr
Rocio Munoz

April 12, 2013

April 9th 

Communit
y Health 
Improvem
ent Call to 
Action 
Event

The Board of Health is having a meeting on April 9th at 
5:45pm.  Committee members are invited to attend. 
Munoz will resend the link to the Community Health 
Assessment and encouraged members to review the 
information as it contains valuable information and will 
help the committee move forward.  Munoz will report 
back on the event at the next meeting.

Rocio Munoz April 12, 2013

Next Meeting April 12th, Sunset Building, 4077 SW Research Way, 
Corvallis from 11:00 – 1:00.  Zaerr asked Munoz to 
Chair the meeting in his absence.

Rocio Munoz April 12, 2013

BLAC Assignment Tracker Page 2



BENTON LOCAL ADVISORY COMMITTEE (BLAC)
Meeting Notes

April 12, 2013

Member Attendance:   Karen Stephenson, Zeth Owen, Michael Volpe, Hilary Harrison, Sara 
Williams, Richard “Stretch”, Rocio Munoz, Emily McNulty, 
Regional CCO CAC Coordinator: Rebekah Fowler

Guest: Amy Roy from Mid-Valley Health Care Advocates), Donald Grasso.

Note taker: Hillary Harrison and (typed) Rocio Munoz

Welcome & Introductions: Introductions and background information shared.

Updates: This was the 3rd BLAC meeting. 1st meeting 2 months ago. Joe Zaerr chosen to be 
temporary Chair and Rocio Munoz temporary Co-Chair.

Recruitment of members sub-committee (Karen Stephenson and Michael Volpe)
Karen Stephenson and Michael Volpe reviewed the list of those not selected for the Advisory 
Council and picked their top two choices—one person present today, the other to be contacted 
by Joe Zaerr.  

Structure and rules sub-committee (Emily McNulty and Zeth Owen)
Emily and Zeth Owen drafted a simple and concise two-page document that covered Chair, Co-
Chair, and Secretary nomination process, term of office, and structure of meetings.  The group 
reviewed the document and made changes.  

• Identified that Recruitment of Members and Structure and Rules committees should be 
re-named as Work Groups instead.  

• Hillary Harrison suggested in having broader health subcommittees.  Will bring to next 
meeting.  Updated Structure and Rules to be sent out and put in Drop box.

• Rebekah Fowler said that the other county committees are still working on their 
structures and may base theirs one this one.

• Group felt it was important that members who are not on the Regional CAC have the 
opportunity to be Chair or Co-Chair of the local committee.

Other items: 
• DropBox is now accessible.  New members, including Rebecka Fowler, CCO Advisory 

Committee Coordinator need to be given access. 
• Reimbursement for Mileage: Discussion around the possibility of mileage and childcare 

reimbursement  conversations continue with Mitch Anderson.  Zaerr will contact Kelly 
Kaiser of IHN to discuss the mileage/childcare barriers.  

• Benton County Board of Health had a meeting on April 9th at 5:45pm on a Call to Action 
for the County Health Improvement Plan.  A couple of members reported on attending 
and had good information.   



• BLAC Community Health Assessment: Discussion around what is expected to be 
completed by July 1, 2013.  Rebecka Fowler to investigate further on dates and what 
exactly is expected.

• CCO Regional CAC meeting on 4/24/2013 at Linn County Expo Center from 2-4pm.
• Richard “Stretch” McCain presented the group with an assigned task from Joe Zaerr.  Will 

be discussed on 4/26/2013 and Karen Stephenson to put on DropBox.

Next Meeting: April 26th, Sunset Building, 4077 SW Research Way, Corvallis from 11:00 – 1:00.



BLAC  Minutes April 26,2013
Benton County Sunset Building

Present  :   Joe Zaerr, Sarah Williamson, Karen Stephenson, Emily McNaulty,  Sandy Kuhns, Michael Volpe (and 
helper), Richard McCain Sr. (Stretch), Rocio Munoz, Hillary Harrison, Rebekah Fowler (coordinator), Lary Eby 
(Regional CAC chair).

Guests: Don Grasso, Tara Gaitaud, Amy Roy (note taker).

Meeting started at 11:10 a.m.

WELCOME/INTRODUCTIONS.

DESIGNATE NOTE TAKER.  

Minutes of 4/12 meeting are being recovered by Rocio.  Amy Roy volunteered to take notes at this meeting. 

WORK COMMITTEE REPORTS.

Recruitment: Karen and Michael still working to recruit 3 more members. Karen will upload the application to 
Drop Box.

BLAC Structure: Emily has put revise draft on Drop Box.

REPORT FROM COORDINATOR.

Rebekah spoke about three of her goals: building relationships, determining the scope of her work and BLAC 
work, and how the local committees will work with regional CAC. Maybe a consistency of committee structure 
in all 3 groups. She is arranging for a workshop or presentation with Megan Patton-Lopez, the Benton County 
Epidemiologist to educate members about CHIP and public health issues.  Bill Bushka (from OHA) will also 
assist committees and CAC to help coordinate. 

PUBLIC COMMENT.

Tara Gaitaud suggested an audio recording might help note taker.  She also wanted clarification of who is on 
local committee as compared with Regional CAC.

STRUCTURE OF BLAC.

Joe wants to add the duty of organizing and updating the names and contact information of members on Drop 
Box to Secretary position.  Emily suggested to add that duty to the BLAC Co-Chair duties and everyone agreed.

Joe will put current list of members and contact info on Drop Box.

Discussion of wording in the Liaison section of draft.  It was reworded to specify that “The Benton County Vice-
Chair of the CAC will serve as liaison to Regional CAC.” Wording to agree with part D on page 6 of the Draft 
Regional CAC Charter.

Discussion about the election schedule.  Decided to keep the schedule as is in the draft, but be prepared to 
change it to fit in with CAC election schedule.  

Joe asked it the members were ready to approve the structure as written. Approved by consensus.

WORK TO BE DONE.

Achieving Transparency and Public Input: Joe will look into a way to be more transparent and to get public 
input.  Maybe post minutes on County website. 

Barriers: Still need to deal with barriers to participation.

Electing Permanent Officers: Sandy and Sarah volunteered to work on soliciting ideas for filling the positions 
and to present the candidates at the next meeting (May 10).  Michael emphasized that it's important to try to 
recruit the last 3 members before voting on officers. Election of officers to take place at either May 24 or first 



meeting in June.

NEXT MEETING.

Will be May 10 in the Benton County Sunset Building. Rocio will chair.  If she is unable, Sandy said she can 
probably be chair.

Adjournment: 1:00 p.m.



Minutes  for BLAC  meeting May 10, 2013
Benton County Sunset Building

Members Present: Sandy Kuhns (chair for the day), Sarah Williams, Mike Volpe, Emily McNulty, 
Sheryl Oakes Caddy, Richard McCain Sr. (Stretch), Rebekah Fowler, Coordinator.

Members in Waiting:Amy Roy (taking notes), Donald Grasso, Tara Gaitaud. Cicily?

Guest: Bill Bushka,  

Meeting started at 11.03 a.m.

Welcome/Introductions

Designate Note Taker:  Amy Roy agreed to take notes and write up minutes.

Review Minutes from April 26: Approved.

Report from Coordinator: Bill Bushka and Rebekah Fowler shared the time.  Mr. Bushka is Innov-
ator Agent  to IHN/CCO from Oregon Health Authority (OHA).   His job is to be the primary contact 
between CCO and OHA  to help  CCOs be successful.  Other aspect is participating in CAC activities. 
He works  with  IHN and Willamette  Valley  Community  Health  CCO that  serves  Marion  and Polk 
counties. He is helping OHA to transform itself as well.  Trying to be sure community voice and mem-
ber voice is heard. He is part of the directors office (under Dr. Goldberg).
 
The CCO system is based on the Triple Aim: better health, better care, lower costs.  Biggest 
difference is how it is paid for.  Used to be $100 per patient per month based on services.  Now it is 
a global budget based on outcomes.  There are benchmarks that they reach to get more money. 
Transformation Center  45 million grant for 3.5 years.  Learning collaborative to solve problems 
consultants and technical assistance.  Support for CACs and clinical innovations.  Focus on health dis-
parities. 

Sandy asked “when do you think we will see a change to things going in the right direction?”
A..There are changes going on now, but doesn’t know when change will be noticed.  Benchmarks are 
being measured now.  Next week info will be published and that will be the baseline.  Public quarterly 
benchmark report. This baseline will be 2011 data.

Rebekah reports Tuesday training 10 to 12 with Megan Patton Lopez, Benton County epidemiolo-
gist.  Trying to get it taped.  Exec. Committee meeting after that (officers of the local council chair 
and vice chairs). Ex Comm purpose to work across three counties). 

Public Comment: Tara  do other CCOs have a coordinator?  Rebekah says CCOs were given latitude 
for how to make it happen.  Is there coordination between coordinators?



Committee reports

Work Committee: 3 new applicants. Next meeting they should be official

Election Committee: Nominations -- some people didn’t get forms.
Nominations so far from the responses:
Chair:  Joe, 
Co-chair: Rocio,  Hilary, Tara
Secretary: Amy 

Next meeting May 24 leave the nominations open and then have elections.
All candidates must be present. 
Must be present to vote

Work to be done:
Transparency,  how can we get our minutes public?  Rebekah says we can't  post them on CCO web-
site.  Benton County might post it.

Sandy suggested  fliers with info about CAC meetings.   

Rebekah:  Post our minutes in a book in the library.  Get permission for a permanent poster at Cor-
vallis Library.

Each person adopt a couple bulletin boards
County health and other clinics’

June 11 next CCO meeting.

Next Meeting:may 24.  11 – 1 BC Sunset building

Stretch wants his bomb shell to be presented at the next meeting.

Read CHIP if possible before Tuesday workshop

Meeting Adjourned 12:30
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BLAC Minutes  -   May  24, 2013

Sunset Building,  11:00 – 1:00

Attending:  Sheryl Caddy, Emily McNulty, Donald Grasso, Rebekah Fowler, Joe Zaerr, 
Amy Roy, Richard (Stretch) McCain, Michael Volpe, Sandy Kuhns, Tara Guitard, Hilary 
Harrison, Rocio Munoz

Meeting started 11:03

Introduce new committee members.   Michael introduced Donald, Tara, and Amy.

Some Barriers to Health Care. Stretch gathered information about the barriers to care 
among the OHP community. He came up with some points that we will work on in the 
future.  Our goal will  be to start gathering information. Rebekah shared Stretch’s report. 
Problems with Hospitals, doctors, dentists, transportation, housing. See file in Drop Box 
under community input. Stretched asked: homeless at drop in center, low income 
friends and neighbors, two judges, several police officers.  Karen Stephenson has 
started an access to services map.  Tara suggested Megan Patton-Lopez may be able 
to help us develop a map. Hilary would like to present about recent meetings about 
children’s mental health issues. Rebekah suggested that we could have other groups 
present to us as well.

More big picture.    Rebekah Fowler. Working at describing the work and the 
deliverables.  Bench mark 4 in the Transformation Plan for IHN/CCO. 4 is the one we 
are working on is the IHN/CCO CHIP.  R. shared a chart with us. July 1 2014 IHN/CCO 
needs to present a CHIP. BLAC and other local CACs will come up with 3-4 impact 
areas that we recommend.  Then Regional CAC will look for common themes and pick 
3-6 health impact areas for a Regional CHIP. OHA has left the requirements open. 
Regional wants to get that info from local CACs. June 10 regional CAC meeting will 
make a formal request for work to be done. IHN has already started their own CHIP 
Rebekah will ask them to present that to us. Michael stated that he thinks dual eligible 
members are the most costly and so have the most potential for savings.  

Input from the Oregon Health Authority.     Bill Bouska could not attend due to 
furlough day.

Vote for BLAC officers.   Rocio and Hilary removed themselves from Co-Chair 
candidate. Donald not sure he would be  able to afford the duties.  He would like to be 
backup. Sandy doesn’t really want secretary position but would be backup. Voting -  Joe 
chair, Tara Co-Chair, Amy Secretary.

Public input.  None present.

Introduce BLAC workplan.  Joe  presented

Presentation .  Document on Drop Box



Discussion  One criteria needs to be is it a service IHN/CCO provides.? Do we have 
data on OHP members? In January 2014 it will be everyone (legal resident) below 
133% of federal poverty level. 

ACTION ITEM  BLAC members look over documents (CHIP etc) and come up with 
impact area suggestion and send them to chair of the team A (Sandy) Send your 
individual ideas to Sandy by June 7. Team B (finding other groups doing similar work) 
will be comprised of Rocio and Hilary.

Work Teams organization  Sandy and Sheryl will start at Communication Committee to 
check out libraries to post notices of meetings, etc.

Responsibilities for next meeting,    See Action item above.

Next Meeting June 14th    



BLAC Minutes  -  June 14, 2013

Sunset Building, 11:00 – 1:00 

11:00   Commence meeting.  Special announcements.

Present: Members Karen Stephenson, Hilary Harrison, Michael Volpe, Donald Grasso, Richard McCain Sr. 
(Stretch) , Amy Roy, Joe Zaerr, Tara , Zeth Owen, Sandy Kuhns. 
Rebekah Fowler (Coordinator)
Mitch Anderson (Benton County Health Department)
Bill Bouska (OHA Innovator Agent)
Dianne Farrell (guest from Mid-Valley Health Care Advocates)

Mitch Anderson of Benton County Health, talked about reimbursement issues. No stipends for local 
committee through the county. County has 18 volunteer advisory groups.  Need to be consistent. 
Regional members  get reimbursed through the CCO for travel and child care. Regional reimbursement is 
mandated, local is not, but local committees are going to do most of the work. Hillary expressed that this 
is a hardship for people on OHP to have to pay childcare and gas whereas other committee members are 
not usually low income people. 

Note: We will take this up after a couple months after a little more experience. Stretch says it’s really 
difficult to wait 3-4 weeks for reimbursement. Mitch suggested Rebekah could have a budget to pay 
reimbursements in a more timely matter.

*Need to advertise CCO meetings to the CACs more.  Very few CAC members attended CCO meeting.

List of Health Impact Areas (See attachment) Discussion of next step.  Bill Bouska -- how do we set the 
criteria? Rebekah -- Regional CAC says this group should prioritize 3-4 areas that we want CCO to focus 
on.  Then analyze programs to accomplish goals. Bill— who is our audience ? (CCO) They are concerned 
about the triple aim better health, better care, and lower costs.  The already have metrics and a 
transformation plan. CHA and CHIP had a different audience and focus. 

Criteria (brainstorm): Availability and useage of primary care
What are the largest costs
Time to get results,
Impact on illness and disease
Population ours
Is this being done effectively already
Population differentials
Effects a lot of people
Affects high end users who cost CCO a lot of money
Equitable health disparities, culturally competent
Underserved or vulnerable populations
Likelihood of succeeds
Useful to the CCO
What are we mandated to do? What is in our charter?



***OHP Population Effected (equity underserved vulnerable)
*** costs  does it help with lowering costs?

The list was consolidated to this:

1. Ability to impact, likelihood of success, CCO ability to impact, triple aim
2. Population. Vulnerable population, underserved, equity. Prevalence of issue
3. High end users/cost
4. Prevention 
5. Prevalence
Parking lot: what data do we need?   Data on OHP population not just CHA.  What is costing the most in 
OHP population? 

Constraints will be discussed at a later date.

11:45 Assign jobs for next meeting. Add to Health Impact Area list 

• Action item study list of 17 metrics that CCO will be evaluated on. Bill will be here July 12 to give us 
an update on those metrics (link on DropBox) . Soon we will have 2013 data.

• Bill -- IHN has list of 8 benchmarks where there are deliverables they are also doing pilot projects.

• OHA website has their transformation plan.  Put no DropBox. Rebekah will invite Jenna (Bates?) Kelly 
maybe on the 26th?  Invite manager of transformation plan to speak to us.  CAC needs to understand 
what the CCO is up against. 

Bill -- things that are being added to CCO.  July 1 pilot project.  Non emergent transportation coming on. 
Also July 1 alcohol and drug residential treatment. Next dental care organizations Oct 1.  Jan. 1 2014 
adult mental health residential treatment.  January 1 2014 Medicaid expansion. OHP plus benefit should 
be the standard. 

Rebekah -- minutes of CAC meeting will come out soon. CCO,  governing board, vice-chairs updates. 
Then vice chair should update us about that meeting.

12:00 Public comment  Dianne Farrell asked if she could take photos at meeting and possible use them 
in the Mid-Valley Health Care Advocates newsletter.  There were no objections.

12:45 Review meeting time and place maybe 2:30 to 4:30?  Not Friday. Put out a poll. Maybe in 
Corvallis easier for buses.

Agenda item next meeting  discuss a new time. Review meetings; areas for improvement we need to 
work on letting people say their piece. 

Next Meeting:  June 28, 11:00 – 1:00 Sunset Building.



Sandy’s compiled list of areas of focus

Promotion

Obesity - Encourage healthy lifestyles

Enrollment for 2014 expansion

Prevention

Mental / behavioral health

Mental health & well being among middle & high schoolers

Developmental screenings in first 36 months

Assessment engagement, treatment

Access:

Capacity in 2014

Decrease # accessing care through ER for all sectors

Satisfaction with care

Wellness visits - adolescents

Maintenance recovery

Chronic disease management

mental health.



 Benton Local Advisory Committee

Some suggestion for improving health care in the IHN-CCO

May 2013

1. Empower Doctors to write prescriptions for food for patients deemed to be suffering from insufficient or improper nutrition.  Prescriptions could be filled by a County Food Bank or other existing organization.  Nutritionist could help identify the kinds of food needed to remedy the problem.  This program would require cooperation between the CCO and the Counties.
2.  Partner with the County to form exercises “cells”, or groups of people participating regularly in certain kinds of exercise.  E.g. a neighborhood group which walks 2 miles every morning at 6:30, or a group of senior citizens who exercise together at a gym 3 days a week and have breakfast together on Fridays, or a group of citizens who hike 5 miles together every Saturday. The CCO could steer patients to the various groups of their interest.
3. Offer a class every other month on obesity.  Doctors and other specialists teach participants nuts and bolts of why people become obese, some of the consequences of being obese, and how people can become less obese.  Change the curriculum every year to retain interest.  This could be a volunteer group within the CCO
4. Create a healthy navigation center to which people with weight problems could be referred. The center could: a) provide exercise classes or refer people to other organizations for physical activity, b) provide nutrition counseling, provide vouchers for food at the farmer’s market and other food sources, and c) refer people to other resources as needed.  This center could be operated within the CCO mostly by volunteers.
5. Create a class on preventing suicide.  Objective would be to educate the general public to be alert to suicidal symptoms in family members, friends, acquaintances etc. and help them get the care they need.
6. Hold a drop-in clinic on mental health every Saturday morning.  People could show up with no appointment and ask questions bothering them about mental health.



7. Include an ‘exercise’ section on annual physical exams.  This would give doctors a reminder to discuss physical activity with patients.
8. Institute a regular (quarterly?) tour of the IHN-CCO facilities for CAC members to familiarize them with the mechanics of how the system works, problems the CCO faces, and opportunities for improvement.
9. Partner with the OSU Extension Service Or LBCC to create a IHN-CCO Community Outreach Center within the CCO.  This center would manage the educational functions of the CCO and provide feedback to the CAC about community needs.  The center could focus on whatever the priorities of the CCO happened to be, and could change quickly to meet current needs.  LBCC could also fill this need.

Regional Community Advisory Council

Recommendation from Council Member

Richard (Stretch) McCain

Issue/concern:

The experiences of many individuals that engage with the following providers/services are found 
to be complicated and confusing.  It would be helpful if access were made user-friendly, thereby 
removing barriers to obtaining needed services.

Examples:

Hospitals, Doctors & Dentists

Situation – Persons experiencing in-take at hospitals (both emergency and non-emergency in-
take), doctors offices (BCHD and others), and dentists often feel daunting.  This is especially true when 
the person is already experiencing pain and anxiety. The forms are often wordy, redundant, and long.

Suggestions – Simplify in-take processes for medical services

* Use short, concise statements (eliminate medical speak language)

* Format with info-dots (a peaceful way to say use bullets)



* Have the staff person sit next to the patient and physically help to complete the forms (skipping parts 
that are recognized as not applicable for this patient).

Transportation

Situation – Persons with low/no income have limited/no access to personal vehicles and often 
rely on public transportation to get services.  Although busses in Corvallis are now free, the Philomath 
busses are not.  In addition, Philomath bus schedules can result in missing mid-day appointments and 
weekend services lithe the Stone Soup meals on Saturday and Sunday or use of SNAP at Farmers Market.

Suggestions – Explore Philomath Connection changes

* Free Philomath Connection

* Bus Vouchers for people with low/no income (lots of folks)

* Increase the number of weekday bus trips

* Provide weekend service

Housing

Situation – Persons applying for rental housing are often required to pay an application fee.  This 
is a hardship for a person who has very limited income in the first place and is looking for an affordable 
place to live (which are few and far between).  If/when rejected, the person does not get the application 
fee back (seems like this fee is an intentional income stream for landlords).  Persons who have a felony 
label (no matter what their situation or circumstance) are most often rejected.  

Suggestions – Remove barriers to obtaining rental housing

* Do not charge application fees (make it a regional ordinance)

* Apply the application fee to the first month’s rent

*Remove the felony label barrier (or at least make the applicant aware before charging them an 
application fee).



  Draft minutes 

 

Benton County Local Community Advisory Council 
(BLAC)  June 28th,  2013  

Present:  Joe Zaerr (Chair), Tara Gaitaud (Co-Chair), Michael Volpe, Richard McCain Sr., Donald Grasso, 

Rocio Munoz,  Emily McNulty, Hilary Harrison.   

Absent:   Karen Stephenson, Zeth Owen, Betty Lazor, Sandy Kuhns, Sheryl Oakes Caddy, Amy Roy 

(Secretary). 

Staff: Kelly Kaiser (CEO IHN-CC0), Rebekah Fowler (IHN-CCO CAC Coordinator)  

11:12 CALL TO ORDER   

11:13  CCO OPERATIONAL UPDATE: Kelly Kaiser, CEO IHN-CCO 

 CCO Governing board meets every other month and goes through summaries of other 

meetings.  Next meeting:  August 12, 2013.  Benton County Sunset Bldg. 4077 S.W. 

Research Way Corvallis, Oregon 97333. 

 

 Mental health integration.  How do we continue to coordinate care and bring all people 

together?  CCO is using a Transformation Plan, which includes 4 pilots and 8 projects.   

It incorporates health information technology and how to integrate.  What are health 

disparities?  * For more details, see IHN - CCO Transformation Plan Detailed Narrative  

 

 We are a pilot for Non-Medical Transportation Brokerage: to help transport people to 

from appointments. Effective Monday July 1, 2013. 

 

 Alcohol and drug residential treatment will be part of CCO budget effective Monday July 

1, 2013. 

 

 CCO submitted ‘letter of intent’ to cover dental services.  Contract work still in progress.  

These services will be effective October 1, 2013. 

 

 Quality Management Committee: make sure we (CCO) are hearing the voice of the 

patients.  It has subcommittees of mental health, public health, dental, etc. to increase 

CCO effectiveness and bring all pieces together. 

 

Questions/Answers: 

Joe:  What is expected of BLAC (Benton County Local Advisory Committee) by CCO? 

Kelly:  The main thing is the work on Community Health Improvement Plan.  The other piece is 

general feedback about what you are hearing in community about CCO that is/is not working 

well and return information to CCO through Kelly or Rebekah.  For example:  feedback 

surrounding the issue of having public meeting on OSU campus that may be intimidating for 

some.  Be on the lookout for any opportunities for CCO improvement.   



  Draft minutes 

 

 

Overview of the (4) pilot projects:  

1. Mental Wellness Literacy Campaign focusing on reducing MH Disparities and community 

outreach & training on mental health for staff of IHN-CCO (Linn County Lead):  this is 

education for the providers around issues of mental health, disparities and equities.  The 

education has a technological focus to help providers understand and communicate. 

2. Patient Assignment and Engagement (Benton County lead):  The CCO wants to compare 

patient lists to help coordinate patient care.  We ask providers for a list of their patients and 

compare them to who the CCO thinks their members are.  

3. Integration of mental health, addictions, and primary care, still in development, (Lincoln 

County lead):  active recruitment of licensed clinical workers to be in patient-centered care 

homes.  

4. Hospital to Home - Reducing Hospital Readmissions (Linn County lead):  This is led by the 

Council of Government to make sure patients who are discharged from the hospital are not 

readmitted within 30 days.  Refer also to “transition of care” in the OHA Metrics. 

 

* For more details, see IHN - CCO Transformation Plan Detailed Narrative: “Transformation Pilots”  

Questions/Answers: 

Michael:  Dental care question:  What changes are going to be in dental care so that it is covered 

by IHN? 

Kelly:  IHN has never managed/paid for dental in past.  Starting October 1, 2013, CCO must 

now contract with the existing 4 dental providers (advantage, ODS, etc…) to provide dental care 

for IHN-CCO members.  CCO cannot communicate directly with dentists.  During the first few 

months, CCO will be collecting and analyzing data and then be able to contract directly with 

dentists. 

 

11:36 List of Health Impact Areas (HIA):  Joe Zaerr 

STEP 1: This is a process where we will collect all ideas out there and create a list of HIA.  We 

will not be evaluating them or rating them at this point.   

STEP 2: Later we will set up criteria that will help us evaluate them…To help identify what is 

important to county (prioritize).   

STEP 3: After that, we will decide the details about each HIA to help us narrow list down to 3-4.  

This is a flexible number that we can change.  We can also always add a new HIA to list.   

ULTIMATE GOAL:  get a list of HIA to provide to regional CCO for their use by Sept 13, 2013. 

 

Current list of identified HIA include:  

1. Obesity 

2. Nutrition 

3. Mental health 

4. Maintenance recovery 

5. Availability to primary care 
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11:55 CCO COORDINATOR UPDATE: Rebekah Fowler 

 CAC vice chairs are to report to CCO, regional CAC and to local CAC regarding updates 

on what went on at other meetings.  This should be done at following each CCO and 

CAC meetings. 

 Provided two handouts.  IHN-CCO COMMUNITY HEALTH IMPROVEMENT PLAN 

(CHIP) TIMELINE draft 06-20-13.   IHN-CCO CHIP BENCHMARK 4 PROJECT 

PLAN draft 06-19-13 (adopted but not updated). 

 CAC has approved IHN-CCO project plan. 

 

12:05 BLAC WORK SESSION TO OUTLINE STEPS REQUIRED TO 

COMPLETE HIA FOR IHN-CCO  

 

TO DO LIST: 

1. Create timeline: includes tasks needed to be done and due dates for submission of BLAC 

Health Impact Areas (HIA) to IHN-CCO for CHIP.  Workgroup (Tara and Joe) to create 

timeline draft and send to BLAC for input before next meeting.  

2. Create a list of possible HIA.  Workgroup (Emily and Sandy) will analyze present list, 

remove projects, collect new input from BLAC members and present at next meeting. 

3. Expand HIA Criteria:  workgroup (Tara and Hilary) will work to create a list of questions 

that will help rank each HIA against the criteria.  List will be sent to BLAC for input 

before next meeting and presented at next meeting.  Criteria list needs to be refined. 

4. Spectrum: Compare HIA to Institute of Medicine’s (IOM) Spectrum of Intervention 

provided by Bill Bouska at 6-14-13 meeting.  Image can be found at 

http://www.oregon.gov/oha/amh/pages/prevention.aspx   

 

Upcoming CAC meetings:  

Benton County CAC:  July 12, 2013.  Benton County Sunset Bldg.  

Regional CAC:  August 12, 2013.  Benton County Sunset Bldg.  Stretch and Donald volunteer to 

come early and rearrange chairs. 

 

1:05.   DISCUSSION:  

Joe will send out a survey monkey to determine if a new meeting time is desired by group and 

possible times. 

1:10 MEETING ADJOURNED.   

 

http://www.oregon.gov/oha/amh/pages/prevention.aspx


BLAC Minutes - July 12, 2013
Sunset Building, 11:00 – 1:00

11:00   Commence meeting
Present: Karen Stephenson, Emily McNulty, Michael Volpe, Donald Grasso, Richard McCain 
(Stretch), Tara Gaitaud  (presiding), Amy Roy, Rocio Munoz, Hilary Harrison, Rebekah Fowler 
(coordinator). 

Absent: Betty Lazor, Sandy Kuhns, Joe Zaerr, Zeth Owen, Sheryl Oakes Caddy
Approve minutes from two meetings (June 14, 28).   
Roster is updated, verify. Amy will update roster.

Intro BLAC Timeline:  
Itemized work plan to complete HIA recommendations by 9/13/13 to CAC.
Rebekah, first year of CAC is about forming the groups, getting structure and forming the CHIP. 
This first CHIP is not meant to be perfect, we have very imperfect data.  We are mainly working on 
the process. Tara: we should keep records of how the process is working so that we can improve in 
coming years.

Workgroup Updates:
Current HEALTH IMPACT AREAS (HIA)
• 4 Obesity - Encourage healthy lifestyles 
• 0 Enrollment for 2014 expansion 
• 2 Tobacco use
• 0 Housing
• 2 Food security 
• 0 Build environment – access to parks, bike lanes, etc. 
• 6 Mental/behavioral health for adults * Mental/behavioral health for children
• 3Dental Health 
• 0 Developmental screenings in first 36 months
• 0 Wellness visits – adolescents
• 7 Access to care
• 0 Capacity in 2014 
• 1 Decrease # accessing care through ER for all sectors
• 1 Satisfaction and quality of care
• 0 Substance abuse 
• 0 Chronic disease management
• 1 Education/Outreach
• 1 Alternative Treatments
• 2 Dual Eligibles
• 0 Pharm./Rx Utilization



Discuss possible additions or changes. Emily separating projects from topics.  Projects will come 
later when we decide on topics. Scoring could include the Institute of Medicine categories.
Rocio our HIA are similar to Benton County Health 5 priority health issues: 
• Food security 
• Obesity 
• Housing and transport
• Mental/Behavioral Health 
• Health Care/Community Health 

Possible criteria are similar to the BCH five guiding principles to help inform the goals 
and objectives for each of the priority health issues:  

• Coordination and Navigation 

• Prevention and Wellness

• Access and Affordability

• Priority populations

• Health Equity 

Members put 3 stickers each on our HIA list to get a general idea of what we want to analyze.
(see numbers on list above for results).Enrollment for 2014 there will be 14-18 thousand new 
enrollees.  So issue of sign up, and how the system is going to cope. Also how the demographics 
are going to change.
Mike wants to look at the most expensive people – dual eligibles

EXPANDED CRITERIA FOR HIA
Discussion and changes. See handout in packet. What are top 10 diagnoses in IHN/CCO? Bill will 
break It out by county. We don’t have data  about who are the most costly OHP members. 

Form HIA workgroups. Groups will choose a HIA, meet before next BLAC meeting, and then work 
on applying the criteria.  Obesity, mental health, access, dental are the four top HIAs. Everyone 
decide first choice of HIA. Decided to give each group two similar HIAs to analyze and look for 
resources and data.   

Obesity/chronic disease Amy and Tara
Dental/tobacco stretch Emily, 
Mental/substance abuse Karen, Hilary, don
Access/ER use Mike, Rocio
WORK TO BE DONE BY WORKGROUPS PRIOR TO NEXT MEETING:
-Begin to apply HIA to criteria.
-Think about ways to improve criteria, make notes of what works or doesn’t work.
-Prepare debrief for group.

1:00 Adjourn



NEXT MEETING:  July 26, Sunset Building, 11:00 – 1:00



BLAC Minutes July 26, 2013

Sunset Building  11:00 – 1:00

11:00 Call to order
Approval of Minutes from July 12.  Fix date on minute approval from last meeting. 
Minutes to be posted on Benton County website. 

Present: Karen Stephenson, Hilary Harrison, Sandy Kuhns, Emily McNulty, Rebekah 
Fowler (Coordinator), Michael Volpe, Donald Grasso, Richard McCain (Stretch), Joe Za-
err (Chair), Amy Roy (Secretary).
Guests: Megan Patton-Lopez (Benton County Health Epidemiologist) Betty Johnson 
(Mid-Valley Health Care Advocates), Bill Bouska (OHA Innovator Agent)

Agenda Review. No questions

Information from Betty Johnson. Reminder that Mid-Valley Health Care Advocates 
has some grant money that may be useful for outreach to the community in the form of 
room rental and notices. 

Coordinator Report. Rebekah has copies of BC Health Assessment, CHIP, and 
quarterly quality report which shows the 17 quality measures that CCOs are evaluated 
on. Also IHN/CCO specific measurements for their benchmarks and documents on the 
transformation.  Our CHIP is one of their 8 benchmarks and pilot projects. IHN/CCO 
wants a CAC member on their education and training committee for providers. New 
folder in Dropbox called IHN/CCO documents.

Recruiting new members to BLAC and CAC. Sarah and Zeth have resigned. County 
will move it forward.  We can make recommendations.  We also need to recruit two 
more people for BLAC. Betty and Sheryl have resigned. 

Megan Patton-Lopez Presenting CHA and CHIP for Benton County.  BC is looking for 
members across the age and income spectrum to work on work groups this fall on the 5 
different areas. 

Public Input. Karen talked with Dr. James Phelps, who is working with Lynnea Lindsey, 
about what Samaritan is doing to integrate mental health care. Problems: costs, long 
waiting lists for treatment (e.g. 12 weeks for Samaritan mental health), and wondering 
how it will happen when new OHP members come in. Solutions: practitioners working at 
the top of their licensure, treating patients in primary care when appropriate, incorporat-
ing psychologists into primary home so there is mental health support in primary care 
home. Psychologists can also be used to target behavioral subjects like obesity and 
smoking. Based on the Washington State model. http://integratedcare-nw.org/

http://integratedcare-nw.org/


Time of Meeting Discussion  Consensus was leave meetings for 11:00 – 1:00. Room 
scheduled for the 2nd and 4th Fridays through December.

Brief review of work plan and schedule. Next meeting in 2 weeks will be discussion of 
Health Impact Areas. We will make evaluation at home. First round will tell us a lot, but 
is not unchangeable. 

Reports from HIA Work groups.

Obesity in Drop Box
Chronic in DB but too broad, maybe focus a bit on asthma
Dental In DB lots of data
Tobacco DB lots of data
Mental in DB
Substance in DB
Access will be in DB today
ER not worked on. Include it in access.

 Assign weights to criteria. All criteria do not have to be equally important to us.
1. Prevalence
2. Population
3. High end users. Frequency as well as cost by disease condition.
4. Level of focus already occurring
5. Ability to impact. 
No agreement on weighting it

Joe handed out the BLAC HIA evaluation worksheet. 
Each person should fill out the form filled out for each of our 8 HIAs to give to Joe by 
August 6.

Joe will email the form to us and we will send it back filled in and with our names on 
them.

Recruitment assignments postponed.

1:05 adjourn.



BLAC Minutes – August 9, 2013

Sunset Building, 11:00 – 1:00

Present: Joe Zaerr, Karen Stephenson, Amy Roy, Donald Grasso, Richard McCain
(Stretch), Michael Volpe, Emily McNulty, Rebekah Fowler, Rocio Munoz, Hilary Harrison
Guests Betty Johnson (Mid-Valley Health Care Advocates), Lawrence Eby (IHN/CCO
CAC Chair), Mary Jane Eby, Bill Bouska (OHA Innovator Agent), Ruth McNeil (Mid-
Valley Health Care Advocates) and 2 others.

Minutes from July 26 were not yet ratified. 

Summary of HIA Scoring
Before reviewing the HIA scoring, Karen Stephenson requested the additions of 2 new
Health Impact Areas. The group agreed to hear this information.
1. Asthma. This has been added to HIAs in Dropbox. Oregon is in the top 5 states for 
asthma. OHP members have higher rates of asthma than other residents. See Dropbox.
2. Pregnancy and Childbirth. 43% to half of babies born in OR are on OHP. With
expansion of OHP eligibility, women can prevent unwanted conception and get prenatal
care earlier. Also opportunity to treat postnatal depression. See Dropbox
3. Access. This is now available in Dropbox.
A decision was taken to continue discussion of HIAs and to add the asthma and 
perinatal care to the list.

Matrix
The matrix below shows data from 7 BLAC members. The full document is in Dropbox.
scoring turned in by 7 members.

LIST OF HIAs
1 Obesity
2 Chro nic Disease
3 Dental
4 Tobacco
5 Mental
6 Substance abuse
7 Access

Summary of all scores
HIA avg score 

      Obesity 1 3.89
      Chronic Dis. 2 3.46
      Dental 3 3.37
      Tobacco 4 3.90
      Mental 5 3.83
      Sub. Abuse 6 3.39
      Access 7 3.83
      other  (ER) 8 3.93

LIST OF CRITERIA
     1. Prevalence
     2. Populatio n
     3. High end users/cost
     4.Levels of fo cus a lready o ccurring
     5. Ability to  impact



The data presented appeared to provide limited differences between all HIAs and 
members requested opening a discussion on the HIAs, in place of a discussion on the 
table created and data generated.
Prioritize HIAs
BLAC members voted to have someone other than the Chair lead the HIA 
discussion.Hilary lead the discussion. 

The committee each reviewed their top 3 HIAs and their reasoning for choice. This 
created a prioritized list.

Substance abuse and tobacco were combined in with mental health to create a new HIA 
called Behavioral Health. There were no objections.

Results with combining to make Behavioral one of the choices:
Behavioral Health 9 (adding 6 mental health, 2 substance and 1 tobacco)
Access 7
Maternal and Early Childhood Care 5

September 13 is our deadline to write up our results using template on Drop Box.

Assign work group leaders:
Behavioral health – Hilary Harrison
Access - Mike Volpe (definition of access needs refining).
Maternal and Early Childhood Care – Karen Stephenson
ACTION: Leaders will pick a date and time to notify others (24 hours) so they can
participate.
Next meeting 20 minutes for each HIA template provided by the work groups.
Recruiting new members
Use August 20 Cover Oregon forum hosted by MVHCA to announce openings.
Rebekah is working with IHN to publicize
ACTION: Amy will work with Betty's list from the 1st CCO meeting to look for recruits

Public input No public comment

Next Meeting: August 23.  Sunset Building, 11-1

Adjornment : 1.10pm.



BLAC Minutes August 23, 2013
Sunset Building, 11:00 – 1:00

Present: Tara Gaitaud (interim chair), Amy Roy (secretary), Joe Zaerr, Karen 
Stephenson,  Richard McCain (Stretch), Michael Volpe, .

Absent: Hilary Harrison, Emily McNulty, Donald Grasso, Rocio Munoz.

Guests:  Rebekah Fowler (Coordinator),Ron Gibbons (Mid-Valley Health Care 
Advocates),  Bill Bouska (OHA Innovator Agent), Miyuki Blatt (intern). 

Minutes for July 26 and August 9 approved.

COORDINATOR UPDATES:  Rebekah reported the  Regional  CAC CHIP work group 
with representation from all 3 counties is being formed to study the HIAs of all three 
counties.  There is much overlap between the counties choices for HIAs..

Rebekah presented data: 2012 top 10 Expenses for OHA members for IHN and Benton 
County(Analysis completed from 2012 data supplied by OHA).  (See attached 
document)  that Bill got from OHA from data analyst that shows OHP spending for 
Benton county.  It shows spending for Benton County OHP members from 2012. 
Rebekah cautions that the Mental Health numbers may not be correct.

1. Mental Health Disorders

2. Childbirth and Delivery

3. Injuries

4. Cardiovascular Disorders

5. Neonatal Treatment

ACTION: Include this new data in the templates.

HIA WORKGROUP REPORTS:
Maternal Care 
Presented  by  Karen  Stephenson (see  attached  document). Looks  at  the  whole 
spectrum from pre-conception to post postpartum. One Key Question Campaign. All 
women's primary care should be asking do you want to get pregnant this year?  It's 
obvious and cheap.  Have it be a policy  rather than a choice for providers.

Contraception to avoid unwanted pregnancies can save a lot of money.

Is  contraception paid for by OHP?

ACTION: Find out if contraception is paid for by OHP.  Vasectomies?

ACTION: Will people getting free contraception now  lose their contraception once they 
are on OHP?

Target maternal smoking. Opportunity to treat women pre-conception. Access to care to 
allow for midwives. Benton County CHA had a lot on post-natal depression data. Bill 



reported that  we are in a transition between prioritized billing codes and the global 
capitated budget. Contraception is not part of the prioritized billing codes so would not 
be covered under the old program.

Group agreed that part of the group's function is to let the CCO know what is important 
to IHN users. We can make them aware of that need (for contraception) and possibly 
make changes.

ACTION: Use term Traditional Health Worker instead of  Non-traditional Health Worker.

Access To Care (see attached document)

Mike introduced access to care. Definition is “Appropriate ability to receive health care”.

Barriers: geographic, cultural, socioeconomic, and organizational.

Is there data to show that OHP members are getting shortened visits? It may be hard to 
find data, but that perception can keep people from seeking care. It's hard for people 
who aren't knowledgeable about their  own health situation.  

Rebekah stated that Kelly Kaiser  (CEO of IHN/CCO) is interested in hearing from OHP 
members experiences.

Health  care  system  assumes  internet  access.  That  is  not  always  true  with  our 
population

Dental care that IHN has squired is not high quality. Survey of dental clients would be 
helpful. Mike reported his barrier to dental care: it took 3 visits to  check in, clean teeth, 
see a dentist.

Stretch suggested house calls to help with transportation.  

Behavioral Health.  (see attached document)

Presented by Tara using Hillary's document. 

Combined mental health, behavioral health, and substance abuse.

Focused mainly on children and young adults and the link between income and mental 
health.  

ACTION: Include data from Rebekah's new data sheet.

ACTION: Adult mental health needs to be addressed in the template

ACTION: Under “additional information needed,” is screening a good place to spend 
money, or is it the most useful way  to spend money? Be careful of global feel good 
screenings.

Motion to accept the 3 HIAs. Seconded. Motion approved.



HIA Report Drafting Team.
ACTION: Work  groups  to  refine  their   templates,  then  drafting  team will  put  it  all 
together.

ACTION:  Make sure to have date and Benton County at the top of templates to be 
turned in to the CAC

ACTION:  Rebekah suggested we have specifics in our templates to give a flavor of 
Benton County's needs.

Report Drafting Team: Karen, Tara, Amy

Report on CAC August 12, 2013 CAC Meeting.  Joe Zaerr

CAC has approved a plan in  which  chair  of  CAC, coordinator,  3  vice chairs  and 1 
additional member from each county will form communication coordination work group. 
This group will appoint another work group to evaluate and process  the HIAs  to come 
up with the areas to present to the CCO.

Karen  and Mike volunteered to join Joe on that work group.

No public comment.

ACTION:  Work  groups  get  together  to  refine  drafts  and  sent  out  through  email. 
members offer comments and suggestions.

ACTION:  HIA drafting team will make HIAs ready for recommendation. Vote on them 
September 13 meeting.

Next Meeting  September 13, Sunset building. 11-1.

1 pm Adjourn





Analysis completed from 2012 data supplied by OHA  8/20/2013 BENTON*Rebekah 
cautions that the Mental Health numbers may not be correct.



Health Improvement Area: Maternal Care Work Group Report-Draft

1) HEALTH IMPACT AREA (HIA): This Health Impact Area encompasses areas of 
maternal health starting from preconception through postpartum.  

2) PREVALENCE and POPULATION AFFECTED:  In 2009, 43% of babies born in 
Oregon were born on medicaid.i (Other sources place this number at 47% or 
50%.)  49% of pregnancies (38% of births) were unintendedii.  Unintended 
pregnancies present a higher burden to the Medicaid population with 61% of 
births relating to unintended pregnancy being paid for by Medicaid.iii

3) COST:  One sentence indicating financial magnitude of problem.  
The average cost of a Medicaid‐paid birth (including labor, delivery, and first yea
r of infant care) is approximately $18,000 in Oregon compared to $270 per client 
per year for family planning services  and supplies provided by CCare.iv

http://www.astho.org/

4) ABILITY TO IMPACT: 
5) LEVELS OF FOCUS ALREADY OCCURRING: Maternal health navigator, WIC, 

cocoon, Healthy start

6) ADDITIONAL INFORMATION NEEDED: compare cost of caesarian, vaginal, and 
home birth

7) RECOMMENDATION: 
a. pre-conception
One Key Question:  Would you like to become pregnant in the next year?
http://www.onekeyquestion.org/
Leads to appropriate care for either a yes or a no.
b. Access to prenatal care:  prenatal appointments, health navigators, Traditional 
health workers
c. Maternal smoking (decrease)
d. Post-postpartum depression:
Include data from Benton county CHIP
Mothers with maternal depression are less likely to engage in healthy parenting 
behaviors.  Compromised mother-infant bonding and attachment.  Harm to 
mother or baby (extreme cases)  
PRAMS
poverty, age, partner-related stress, race/ ethnicity, maternal age (note our 
population)

Prepared by:  Emily Mcnulty, Amy Roy, Karen Stephenson 8/20/13

http://kff.org/medicaid/state-indicator/as-percent-of-state-births/ 
http://www.guttmacher.org/statecenter/unintended-pregnancy/OR.html
http://www.guttmacher.org/statecenter/unintended-pregnancy/OR.html
http://www.astho.org/

file:///C:/A Data/Healthcare/CCO/BLAC/Minutes/
file:///C:/A Data/Healthcare/CCO/BLAC/Minutes/
file:///C:/A Data/Healthcare/CCO/BLAC/Minutes/
file:///C:/A Data/Healthcare/CCO/BLAC/Minutes/


Health Improvement Area:Access to Care-Draft

1) HEALTH IMPACT AREA (HIA):  Access to care encompasses removing barriers 
to healthcare.  Barriers to care can be divided into four categories, Geographic 
barriers, cultural barriers, socioeconomic barriers, and organizational barriers 
(see appendix)

Frequent ER use
Cultural awareness, internet access 
Access to primary care
Dental access
transportation

2) PREVALENCE and POPULATION AFFECTED:  Lack of health insurance is the 
most commonly considered barrier to healthcare.  By definition, this does not 
affect the IHN population.  However this population is vulnerable to many of the 
other areas.

3) COST:  The cost of lack of access to care can be seen in increased ER visits and 
higher medical costs due to treating complicated problems rather than catching 
them early.

4) ABILITY TO IMPACT:  IHN-CCO is in a position to have an influence on many of 
these areas and is required to do so.  Especially the areas that have been 
recently acquired such as dental and the transportation program.

5) LEVELS OF FOCUS ALREADY OCCURRING:  County, Traditional health 
workers.  Cover Oregon to get people enrolled.

6) ADDITIONAL INFORMATION NEEDED:  Identify additional information, statistics 
needed to make decision.

7) RECOMMENDATIONS (in order of importance)
Frequent ER use
Cultural awareness, internet access 
Access to primary care
Dental access
transportation

8) SOURCES:  List key sources here, may go over onto a second page.

9) Prepared by:  
a. Names of people working on document and committee name 

Tara Gaitaud, Hilary Harrison, Karen Stephenson, Michael Volpe
b. Date:  8/16/13



Access to Care /  Barriers to Care-Draft

1) Geographic barriers
a. long distance to travel
b. rural health professional shortage

2. Cultural barriers
a. language
b. health beliefs and behaviors
c. stigma

3. Socioeconomic barriers
a. literacy
b. numeracy
c. lack of childcare
d. no health insurance
e. no car 
f. financial barriers
g. social isolation
h. no access to email / internet

4. Organizational barriers
a. long appointment wait times
b. accessibility ADA
c. more interested in system (e.g. benchmarks) than patients
d. time of available appointments 
e. physician / patient ratios  (also dental)
f. reimbursement issues 
g. new patient accessibility
h. practitioner beliefs and behaviors
i. ER use (ER and Urgent care co-located)



Health Improvement Area:Behavioral Health

HEALTH IMPACT AREA (HIA):  Behavioral Health – Mental Health & Definition: 
Substance abuse and mental health/wellness for children and adults.

PREVALENCE and POPULATION AFFECTED:  
Behavioral health disorders are common in the United States.

• Approximately 20% of adults, and 13% of adolescents suffer from mental 
disorders each year
• Approximately 8.7% of Americans aged 12 and older experience 
substance dependence or abuse each year¹,².
• Mental health and substance abuse issues co-occur in 40-60% of cases

Rates of mental health problems are significantly higher for patients with chronic 
conditions such as: diabetes, asthma, and heart conditions and failure to treat both 
physical and mental health conditions results in poorer health outcomes and higher 
health care costs³.

Yet despite the high personal and societal burden of these disorders fewer than half of 
adults and only one-third of children with mental disorders and only 11% of individuals 
with substance use disorders receive treatment¹,².

COST: Mental health comprised 16% of IHN-CCO’s expenditure for 2012/13 4. The real 
cost of mental and behavioral illness is far higher, since many other costly conditions 
such as obesity, tobacco related disease, heart conditions and others are directly linked 
to poor mental wellness.

ABILITY TO IMPACT:  Community interest and mobilization is happening. There are 
best practices available, including health promotion and prevention strategies.

LEVELS OF FOCUS ALREADY OCCURRING:  
SBIRT – IHN-CCO transformation plan project
Mental health peer program for Samaritan Wellness Center for “warm hand-offs” 
to all counties
Mental/ Behavioral health is a Benton County CHIP HIA.
New Youth Mental Health Coalition in Benton County
Benton County Health Promotion – drug free community grant – Strategic 
Prevention Framework grant – Tobacco cessation grant. 
ASIST Suicide Prevention – grant now ended
EASA program operational in Linn County

RECOMMENDATIONS:  Mental health is a small proportion of the IHN-CCO budget but 
actions have a large impact on the total wellness of the OHP population. The focus of 
effort on children, early intervention and prevention gives the most immediate and future 
benefit. Children’s mental health funding should be protected by including a protective 
percentage within the CCO budget process.



BLAC Minutes September 13, 2013
Sunset Building, 11:00 – 1:00

Introductions.

Present: Joe Zaerr, Karen Stephenson, Amy Roy, Richard McCain (Stretch), Michael 
Volpe, Tara Gaitaud, Emily McNulty, Kristty Polanco, 

Guests: Rebekah Fowler (Coordinator), Ron Gibbons (Mid-Valley Health Care 
Advocates), John Booker (Mid-Valley Health Care Advocates), Ramon Martinez 
(VISTA), Rick Kleinosky, Elaine Pyle, Theresa Gibney.

Minutes for August 23 changed  (remove Joe's name from the CAC HIA Committee) 
and approved.

Update by Tara. 50% of seats open in the Benton County CAC(BLAC).  The leadership 
welcomes applications to participate in this group.  The Regional Advisory Council also 
has openings (these  need to be OHP members from Benton County).   BLAC uses 
Drop Box to store data; access is open to the official CAC members.  

Goal  of  meeting.  To  modify,  reject  or  accept  3  HIA final  drafts  for  submission  to 
Regional CAC. For complete HIA documents see attachments at end of minutes.

Maternal  Care. Karen  Presented  answers  to  questions  from  previous  meetings. 
Contraception is #7 on Oregon Health Plan prioritized diagnosis list so unlikely to be 
dropped. Emily presented changes to document.  Years for statistics corrected, home 
health visits added.  (See attached document).

Access To Care. Presented by Tara and Mike. Change introduction to state that access 
to insurance does not equal access to health care. We need to keep track of dental 
care. Change bullets to add details about tracking dental care access. (See attached 
document).

Behavioral Health.  Presented by Hilary.

Focused mainly on children and young adults and the link between income and mental 
health.   Changed to remove  (in order) from priorities list.  (See attached document). 
Mental health numbers were off because clients at the Farm Home were counted as 
Benton County when they come from (and are paid for by) various counties. Bill Bouska 
will provide accurate numbers before final CHIP.

Motion to approve the 3 HIAs. Seconded. Motion approved.

IHN/CCO Updates. Presented by Rebekah.

Insurance Reform in Oregon:  Cover Oregon opens on October 1st.  Website won’t be 
open to the public until October 15th or November 1st.  There is a window through 
January 15th where people can sign up.   Must sign up by Dec 14th or 15th, for January 
1st start up of health insurance.   Sign up assistance will be available at the Health 
Department and there are trained assisters out in the community.   



Cover Oregon is the Portal for the Oregon Health Plan, as well.  Entering your income 
should route you either to the Oregon Health Plan application form or to Cover Oregon. 
Application Assisters can’t actually use the system until October 1st.   

Creating the CAC CHIP .  Regional CAC Committee will take the Health Impact Areas 
(from three counties) and will choose HIA’s to pursue. Process is to come together for 
one meeting (an organization meeting at Council of Governments in Toledo on 
September 20th, with a second meeting at  Samaritan in Avery Square on Friday, 
October 4th) to create this recommendation.  The recommendation will be sent out on 
October 7th.

The resultant recommendation will be brought back to the county committees.  The 
consolidating Committee will include 2-3 CAC members from each county so will 
comprise six to nine people plus the coordinator plus the chair of the CAC.  Our 
members are Karen and Michael (to date).  

Time line by Rebekah

September 19th:    225 W. Olive Street, Rm 108, Newport -  (Lincoln County). IHN-CCO 
Quarterly Public Meeting @ 5:30 p.m. 
October 14:  Regional CAC meeting (Linn Fairgrounds, 2 p.m.)
October 14 – December 9th  CCO Improvement Projects (IP).  CCO will evaluate HIA’s 
and work with CCO and County staff to recommend projects.
 Nov 1Midway Report from CCO’s to CAC
 Dec 9CAC Feedback to CCO on IPs
Jan 13 CAC Feedback to CCO on IPs
Mar 3 CAC Vote to adopt CHIP\

BLAC Elections. To be held at September 27 meeting. Tara and Hilary willing to serve 
as Co-Chairs to share responsibilities.

Where do we go from here? Recruiting new members.  Visitors at meeting 
encouraged to apply. 

ACTION: Amy send applications to interested guests (John, Ron, and Rick)

ACTION: Emily put announcements in Gazette-times.

No Public comment

Work to be done: -

HIA report drafting team:  Write BLAC HIA recommendation report for Regional CAC; 
include all three HIA in one document.  Send to Rebekah.

BLAC members:  start thinking about lessons learned, future education topics related to 
the selecting the HIA, goals of BLAC committee.  What would we like to accomplish 
over the next 12 months?  More discussion next meeting.  

Next Meeting  September 27, Sunset building. 11-1.

1 pm Adjourn       (minutes by Amy Roy, Secretary)



Maternal Care - HIA
Benton 2013

1) HEALTH IMPACT AREA (HIA): This Health Impact Area encompasses areas of 
maternal health from preconception through postpartum.  

2) PREVALENCE and POPULATION AFFECTED:  In 2009, 43% of babies born in 
Oregon were born on Medicaid.i Forty-nine percent of pregnancies (38% of births) 
were unintendedii.  Unintended pregnancies present a higher burden to the Medicaid 
population with 61% of births relating to unintended pregnancy being paid for by 
Medicaid (2006).iii

3) COST: Childbirth and delivery is the second highest expense for the CCO  ($31 
million in 2012).iv 

4) ABILITY TO IMPACT: Currently it is common for women to become covered by OHP 
after getting pregnant and then to cease having coverage six weeks after delivery. 
With the expansion of Medicaid, there will be more opportunity to focus on maternal 
care before pregnancy and after delivery as well as during the pregnancy.  

5) LEVELS OF FOCUS ALREADY OCCURRING: 
Maternal health navigators
WIC – national program / County health department
healthy start -- http://www.parentingsuccessnetwork.org/community-

resources/parenting-resource-agencies/healthy-start/
Trillium CCOv  (Lane County) smoking cessation program --  Trillium CCO has 

started a program involving gift cards as an incentive for pregnant women 
to quit smoking.  It would be worth watching to see how this program 
goes.

6) RECOMMENDATIONS: 
a. Pre-conception:  Adopt the One Key Question initiativevi.
    Make the question “Would you like to get pregnant within the next year?” a 

standard question for all women of reproductive age.  Follow up with either 
contraception or preconception care as appropriate.

b. Access to prenatal care including health navigators and traditional health 
workers.

c. Support smoking cessation during pregnancy. 
d. Postpartum care:  

i. Visit with home health nurse within the first few days after birth for 
screening, lactation support, and parent education.
ii. Screening and treatment for postpartum depression. 

Prepared by:  Emily Mcnulty, Amy Roy, Karen Stephenson  9/13/13

(Footnotes next page)



i http://kff.org/medicaid/state-indicator/as-percent-of-state-births/(This is a conservative estimate, other sources place this number at 47% or “almost 50%.”)
ii http://www.guttmacher.org/statecenter/unintended-pregnancy/OR.html

iii http://www.guttmacher.org/statecenter/unintended-pregnancy/OR.html

iv OHA data supplied by  ? Rebekah Fowler 8/23/13.  [***Note: Due to an observed discrepancy, the OHA 
data has been sent back for verification. It is possible that this is the highest expense.  We need to verify this before submitting final 
document.***]

vhttp://www.thelundreport.org/resource/tobacco_prevention_plan_takes_aim_at_preg-nant_womenvi http://www.onekeyquestion.org/



Access to Care – HIA Benton County 2013

HEALTH IMPACT AREA (HIA):  Access to Insurance does not equal Access 
to Healthcare.  Patient Access to healthcare is limited when barriers to healthcare exist. 
These barriers can be defined by any obstacle within the healthcare system that affects 
vulnerable populations; preventing them from receiving healthcare or receiving inferior 
healthcare when compared to advantaged populations.  

Barriers to care can be divided into four categories (see attachment):
1. Geographic barriers
2. Cultural barriers
3. Socioeconomic barriers
4. Organizational barriers

PREVALENCE and POPULATION AFFECTED:  The InterHealth Network-Co-
ordinated Care Organization (IHN-CCO) population is vulnerable to many of these barri-
ers to care.  Lack of adequate health care is the most common challenge within this 
population.

Nearly 12% of Benton County’s residents are uninsured (Source: Census 
Bureau, American Community Survey, 2008-2012 in Benton County Community Health 
Assessment).  This population will most likely be covered by IHN-CCO in January 2014. 
These new members may be unfamiliar with the healthcare systems and likely to not be 
able to utilize resources available to them.  This population may also be overdue for 
routine screenings and other preventative treatments that will prevent delay or identify 
illnesses.  If this issue is ignored, future healthcare costs may be higher due to non-
treated illnesses.  Other notable barriers to care are lack of time, lack of providers, 
transportation issues, and lack of childcare (Strickland and Strickland, 1996).  

Also, communities where people perceive poor access to medical care have 
higher rates of hospitalization for chronic diseases (Bindman et al., 1995).  Research 
demonstrates that minorities, socio-economic disadvantaged and rural populations do 
not access healthcare when needed due to their perceptions that health services were 
not needed (Strickland and Strickland, 1996).  

Cost:  Poor access to healthcare can result in higher economic costs.  These 
may be a result of increased ER visits and higher medical costs due to treating complic-
ated problems rather than catching them early.  The overall health of the population not 
receiving adequate healthcare declines over time and is one of the cost drivers of high 
cost to IHN.

Ability to Impact:  IHN-CCO is in a position to have an influence on many of 
these areas.  By improving patient’s access to healthcare; patient knowledge of re-
sources will increase, use of preventative services will increase and lifetime medical ex-
penses will decrease. 



Levels of focus already occurring:
• Cover Oregon:  to help people become enrolled in OHP
• Traditional Health Workers (formally known as Non-traditional healthcare work-

ers):  community health workers, peer wellness specialists and patient navigators
• Willamette Valley Community Health CCO:  Emergency Dept Intervention Team. 

Additional information needed:  The Access to Care HIA, is quite broad and 
percentages of people not receiving necessary assistance is difficult to determine 
anecdotal.

Recommendations:
• Increase access to primary care:  this is the gateway to all forms of medical 

care.
o Offer incentives for physicians who accept new Medicaid patients

• Increase access to dental care 
o Monitor and decrease wait time between first call to first appoint-

ment (identification of patient issues)
o Survey IHN-CCO client experiences with dental care, forming a 

baseline to identify other access and quality issues to be addressed
o Add capacity to system, if identified as the best solution to improve 

access, timeliness and quality of dental care.
• Decrease Emergency Room (ER) use by non-emergent patients: 

o Assign healthcare worker to frequent ER users to help identify other 
forms of care that may be utilized in non-emergent cases.

o Co-locate ER and Urgent care so patients seeking medical attention 
have more options

• Decrease barriers caused by transportation issues or limited access to in-
ternet. (See attachment on next page.)

• Increase utilization of resources by improving awareness of resources 
available

• Increase cultural awareness

Prepared by: Tara Gaitaud, Hilary Harrison, Karen Stephenson, Michael Volpe 
9/13/2013

References
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Strickland, J., & Strickland, D. L. (1996). Barriers to Preventive Health Services for 
Minority Households in the Rural South.The Journal of Rural Health, 12(3),206-
217.



Barriers to Healthcare

1. Geographic barriers
• Travel distance
• Rural health professional shortage

2. Cultural barriers
• Language
• Health beliefs and behaviors
• stigma

3. Socioeconomic barriers
• Literacy
• Lack of childcare
• Full time employment
• Lack of transportation
• Financial barriers
• Social isolation
• Lack of internet access
• numeracy

4. Organizational barriers
• Long appointments and wait times
• Accessibility ADA
• Benchmark-Centered Care rather than Patient-Centered 

Care
• Limited appointment availability:  quantity and times
• High Physician/Dentist to Patient Ratio
• Reimbursement issues
• New patient accessibility
• Practitioner beliefs and behaviors
• ER Use 
• Inadequate advertisement of service



Behavioral Health – HIA
Benton 2013

HEALTH IMPACT AREA (HIA):  Behavioral Health – Mental Health & Definition: 
Substance abuse and mental health/wellness for children and adults.

PREVALENCE and POPULATION AFFECTED:  
Behavioral health disorders are common in the United States.

• Approximately 20% of adults, and 13% of adolescents suffer from mental 
disorders each year ¹,².

• Approximately 8.7% of Americans aged 12 and older experience substance 
dependence or abuse each year¹,².

• Mental health and substance abuse issues co-occur in 40-60% of cases
• Rates of mental health problems are significantly higher for patients with chronic 

conditions such as: diabetes, asthma, and heart conditions and failure to treat both 
physical and mental health conditions results in poorer health outcomes and higher 
health care costs³.

Yet despite the high personal and societal burden of these disorders, fewer than
half of adults and only one-third of children with mental disorders and only 11% of 
individuals with substance use disorders receive treatment¹,².

COST: Mental health comprised 12% of IHN-CCO’s current expenditure of OHP 
funds from the state.4 The real cost of mental and behavioral illness is far higher, since 
many other costly conditions such as obesity, tobacco related disease, heart conditions 
and others are directly linked to poor mental wellness.

ABILITY TO IMPACT:  Community interest and mobilization is happening. There 
are best practices available, including health promotion and prevention strategies.

LEVELS OF FOCUS ALREADY OCCURRING:  
• IHN-CCO transformation plan projects: 

• Screening, Brief Intervention, and Referral to Treatment  (SBIRT) and
• Mental health peer program for Samaritan Wellness Center for “warm han-

doffs” to all counties
• Benton County Health Department: 

• Mental/ Behavioral health is a priority health issue identified in Benton 
County’s Community Health Improvement Plan 2013-2018.

• Benton County:  Youth Mental Health Coalition 
• Benton County Health Promotion: drug free community grant – Strategic Preven-

tion Framework grant – Tobacco cessation grant. 
• ASIST Suicide Prevention – grant now ended
• EASA program operational in Linn County



RECOMMENDATIONS:  Mental health is a small proportion of the IHN-CCO 
budget but actions have a large impact on the total wellness of the OHP population. The 
focus of effort on children, early intervention and prevention gives the most immediate 
and future benefit. Children’s mental health funding should be protected by including a 
protective percentage within the CCO budget process.

Priorities: 

• Children’s mental health- Prevention and early intervention
• Mental health and wellness promotion and stigma reduction for all ages
• Ensuring early access to care and navigation services that promote a variety of 

supports
• Substance abuse – Prevention and Emergency Department diversion/ detox 

beds and follow up
• Use of lowest cost options for treatment, such as groups (CBT, psychiatry and 

others), peers and community workers

SOURCES:  
¹ 2010-2011 National Survey on Drug Use and Health, 

              http://www.samhsa.gov/data/nsduh/2k10nsduh/2k10results.htm  

² Results from the 2010 NSDUH: Mental Health Findings: 
              http://www.samhsa.gov/data/nsduh/2k10MH_Findings/2k10MHResults.htm  

³ http://www.cdc.gov/Features/MentalHealthSurveillance/

4 InterCommunity Health Network CCO Regional Community Advisory Council (CAC) 
Minutes. 10 June 2013. Western Title Building, Newport, OR.

Prepared by: Hilary Harrison
Michael Volpe
Tara Gaitaud
Amy Roy
Karen Stephenson

Date:  9/13/2013
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BLAC Monthly Meeting – December 13th, 2013

Present: Verity Bishop, Stretch, Melissa Marshall, Mike Volpe, Tammy Knight, Anne Schuster, 
Rebecca Fowler, Mitch Anderson, Hilary Harrison, Joe Zarr, Karen Stevenson, Sam Sappington. 

Ex-officio : - Rebecca Fowler, Mitch Anderson, Bill Bouska

Apologies: Emily McNulty, Tara Gaitaud, Amy Roy

Announcements

Emily McNulty tendered her resignation from the BLAC, since she is moving to Monmouth. 

The BLAC formally recognizes Emily’s work with our HIAs and the BLAC orientation binder and 
thanks her for her service

Recruitment

The BLAC needs to replace Emily’s position as a community member on the BLAC. Discussion 
included whether someone who works in the county can be a member of the BLAC. Mitch 
Anderson confirmed that seats are open to people who live in Benton County.

Approval of minutes

Minutes for October 25th and November 22nd were unanimously approved.

No public comments

Community Advisory Council Updates

1. Report on the CAC Strategic Planning meeting facilitated by Liz Baxter  

* The focus was on what the CAC has accomplished and what needs to be 
accomplished.

* Looked at how the CAC communicate - Karen Stephenson developed a draft 
regarding communication guidelines, will send out to the CAC.

*  A group question was how local committees should send suggestions/concerns to IHN. 
The thought is that they be presented to CAC for discussion and then forwarding to IHN. 
This will be via an Issue Brief template which will clearly convey issues in a consistent 
way, The CAC Charter workgroup is working on that. 

Joe Zarr noted that we should not spend a lot of time making rules as a philosophy for 
going forward.

Breakout groups at strategic planning meeting wanted to know more about the 
expectations and roles and have a better understanding of how to communicate and how 
information flows between committees. Also, where does that information land in the CCO, 
couple with who would be answering those questions and taking those issue briefs.



The next planning session will be a meeting for both CAC & local committee members. 
This is planned for April & will be facilitated by Liz Baxter in Linn County.

Charter Work group = CAC sub-committee tasked with proposing changes to the CAC which 
was adopted last April but is evolving.

2. Report on CCO Summit December the 5  th  , Portland  

Presentations : http://transformationcenter.org/cco-summit/

CAC & BLAC members were very appreciative of the opportunity to participate in the Summit. 
All CCO were represented in an opening plenary with the Governor & then people were able to 
attend breakout sessions. Topics covered included alternative payment methods, telehealth, 
integrating Primary and behavioral health, health literacy, Patient Centered Primary Care 
Homes and Early Learning Hubs.

Some thoughts:

Joe Zarr: Kitzhaber is a big picture guy, launching of the CCOS quoted: "Come to the edge, 
come to the edge, but they were afraid, come to the edge, and they came, and he pushed them 
off, and they flew." Our job is to help the CCO fly, succeed. 

Regional CAC Meeting

Regional meeting was postponed. Now scheduled for Tuesday December 17th from 1-4 
courthouse in Lincoln County

Presentation:  Oregon's Health System Transformation – Bill Bouska, OHA Innovator Agent

See separate handout / presentation notes

Discussion was had on the role of local committees.

These are here to provide local insight on issues to CAC, which the CAC will bring to CCO. The 
CAC has responsibility for an Annual report to CCO about effectiveness of the CCO’s efforts to 
address health impact areas and the health of the CCO’s members. The BLAC needs to 
establish how this group works with the CAC to gather data from CCO about metrics/measures.

CCO metrics – IHN can receive incentive money for meeting 75% of the metrics a little over 3 
million dollars.

Concerns expressed:

Alternative payment methods will require the evolution of a new payment model

Fowler: There is a subcommittee at the CCO that is working on developing alternative payment 
methodologies.

Access to doctors who accept Medicaid patients can be difficult – how will this be addressed?

http://transformationcenter.org/cco-summit/


Bouska: Each member will be assigned to a primary care doctor and incentives are aligned to 
encourage doctors to see patients in a timely manner, rather than letting their conditions 
worsen, landing them in the ER.

What metrics are we going to use to track outcomes of the HIAs that we are interested in.

ACTION: BLAC to discuss

Date for January meeting

CAC meeting January 13th, 2-5pm Sunset Bldg. Corvallis

We may want to move meeting to January 17th. to develop a response to what is 
discussed at this meeting.

January 24th, 2014 date will remain for BLAC meeting.

If we want to meet before that we will send out e-mails and form a workgroup.

Recruitment

ACTION: Harrison to meet with Rebecca to discuss recruitment, follow up also with Emily 
McNulty and Mitch Anderson for other ideas.

Stretch was concerned about how new recruits were chosen at the November meeting.

Harrison explained that the recruitment subcommittee scored applicants on the matrix 
previously agreed by the BLAC and worked to establish a diverse BLAC. The subcommittee 
reported its recommendations and then the BLAC voted to accept these proposed new 
members.

ACTION: Harrison will check whether letters were sent to applicants who were not chosen to be 
on BLAC.

ACTION: New member orientation binders will be distributed next month.



Benton Local Advisory Committee Minutes – 1-24-14
Benton County Sunset Building, 10:00 – 1:00

Call to Order. 10 AM

Introductions.

Present: Tara Gaitaud (Chair), Hilary Harrison(Co-Chair,, Michael Volpe, Karen 
Stephenson,  Joe Zaerr (Vice-Chair), Rocio Munoz, Verity Bishop, Amy Roy (Secretary), 
Tammy Knight, Melissa Marshall, Sam Sappington, Anne Schuster

Absent.  Richard McCain Sr. (Stretch), Donald Grasso,

Rebekah Fowler (Coordinator, ex officio to the committee), Mitch Anderson (Benton 
County Health Department).

Guests: Larry Eby (IHN/CCO CAC Chair) Kathy Savage (Mike's home care worker).

BLAC Member Handbooks were distributed to each member. Gratitude was expressed 
to Emily McNulty and Elaine Pyle for their hard work in putting these together.

Minutes - Sam Sappington moved to accept the minutes from December 13, 2013  
meeting with the correction that he be added as present.  

Action: Motion approved.

Concern was expressed that  a consensus process be used rather than formal meeting 
rules. 

Next Step: This will be discussed more at future meetings.

Public Comments - No public comments.

Updates - December Community Advisory Council (CAC) meeting. IHN-CCO Health 
Network Grid and BLAC response. 

Rebekah announced that Heart to Heart Magazine by Samaritan has a midwifery article 
on page 12. Karen Stephenson pointed out that it does not address direct entry 
midwives and home birth.

Liz Baxter will come in early April to do a training for all members, local and regional.  
The focus will be on understanding the work and effective communication.

Statewide CAC meeting in late May or early June. It will include Liz Baxter and trainings 
around Community Health Improvement Plans (CHIP) and Community Health 
Assessments (CHA). 



Agenda Item - December CAC meeting in Newport reported by Hilary Harrison.  

IHN-CCO Health Network Grid and BLAC response. Harrison reported that Kelley 
Kaiser presented her series of grids showing what the health department and IHN are 
doing towards BLAC's chosen Health Impact  Areas (HIA).  There was a subsequent 
BLAC meeting to discuss this which led to a note to the CAC on the feedback.

Agenda Item - January CAC reported by Joe Zaerr.

Zaerr reported on the January 13 CAC meeting where Bill Bouska announced that 
Karen Stephenson will be the CAC representative to the Transformation Steering 
Committee. The 3-county response was presented to the CAC.  Most of the meeting 
was spent in talking about the CHIP.  The CHIP committee will work on refining the HIAs 
for the CHIP. They will put together the suggestions in a format to give to the CAC to 
forward to the CCO as the recommendations for programs that the CCO should 
consider.  Lary Eby interjected that the CHIP won't have a lot of new information in it.  It 
will bring attention to what is happening. Stephenson commented that there is value in 
having a baseline of what is currently being done. She has studied the HIAs and has 
been summarizing them so that they will be more organized in groups and themes.

Agenda Item - Community Health Improvement Plan (CHIP). 

Rebekah Fowler reported that the CHIP workgroup will be working on fine tuning the 
HIA recommendations. Between March 3 and April 13 IHN-CCO and the County Health 
Department and other service providers will develop measurable goals and strategies 
for achieving them. One of the barriers to the CAC's work is adequate data. Rebekah 
Fowler suggested data dashboard that would be useful to the CCO and their partners 
as well as CAC. Sam asked about the time line and a July evaluation.  That deadline is 
turning in the CHIP document then every next July there will be a report on progress. 
CHIP workgroup meets today and will make a plan and turn it in before the march 3 
CAC meeting.

Agenda Item - Coordinated Care Organization (CCO) Quality Incentive Metrics. Bill 
Bouska.  Bill was unable to attend. Rebekah reminded members that there are 12 
incentive metrics that each CCO is measuring that they will compare to State reality and 
state benchmarks as well as Healthy People 2020. She informed the committee that the 
Lund report had a recent article about money being awarded to CCOs. Hilary asked if 
we can find out from Kelley Kaiser what IHN is planning to do with that money. Lary Eby 
clarified that we would like to know what was received and how will that money be 
allocated. Mitch Anderson commented that there was initial transformation money that is 
funding the pilot programs. Then there was secondary transformation money of $1.5 
million for data warehouse for this region. Mitch Anderson was not certain what money 
was being referred to in the Lund Report article. He said it could be a sum of money that 



the CCO applied for.  He said it's not a huge amount of money and that pilots are 
carefully planned because they don't have sustaining money to continue them unless 
they create a savings. Rebekah Fowler reported that CCOs got a minimum of $1.25 
million.  Group agreed that we should ask for clarification.

Sam Sappington asked about pilots and who developed them and how will we be kept 
informed. Rebekah Fowler steered the group towards the transformation plan 
documents. Mitch says these committees are stepping on a moving train.  

Karen Stephenson said that we as the CAC in our attempt to understand what is 
happening may lose track of the community we are tasked to represent.  BLAC should 
be a conduit to the greater OHP community. In addition to understanding the CCO we 
need to be reaching  out to the larger OHP community. Lary Eby said that LLAC would 
like to have someone talk to them about medical homes in Linn county and in the 
region. Mike said it will be difficult to reach out to OHP people, getting info about primary 
care homes may give information about how to reach members. 

Hilary Harrison reported another  committee she serves on is looking at Patient 
Centered Primary Care Homes and how they work. Hilary proposed a list of groups who 
could be invited to present to BLAC such as Latino groups, NAMI, Hilary Harrison's 
other committee, Head Start Health Advisory Committee, and Parent Now Education 
Group. 

Rocio Munoz proposed forming a work group to plan an event where the community 
can provide input.  Mitch Anderson suggested planning an event around the launch of 
the CHIP to ask what are people's experiences with regards their experiences in 
regards to the CHIP. Ann Schuster asked about he difference between the Benton 
County CHIP and the CCO CHIP.  BC chip is for everyone in the county, whereas the 
IHN-CCO CHIP be for OHP members in Linn, Benton, and Lincoln counties. 

Tara asked for a volunteer to oversee the publicity in the newspaper. Verity Bishop 
volunteered.  Rocio Munoz asked will check to see that the BLAC meetings are 
published on the Benton County website. Rebekah Fowler invited BLAC members  to 
Linn and Lincoln county committee meetings. Linn meets 2 times per month (2nd and 
4th Thursday) Lincoln meets various Wednesdays noon- 1:30.

Action: Sam Sappington, Karen Stephenson, Verity Bishop, Joe Zaerr,Rocio Munoz, 
and Hilary Harrison will form a work group for community outreach.

Next Step:  Lary Eby will contact Kelley Kaiser to get information for the CAC about the 
money.  Verity Bishop will contact Emily McNulty about taking on newspaper publicity.  
Ann Schuster will contact Benton County about meeting announcements in calendar.

Agenda Item - Values Statement. Hilary Harrison handed a list of LLAC and BLAC 
values statements. (attach) Karen Anderson said that OHP members are experts in their 
care, they deserve to be treated with respect. Joe added we need to use the word 
partnership, Mike objects to the word patient; person-centered instead of patient 



centered. Informed choices. Responsibility. Respect . Anne Schuster asked about a 
Mental Health person who doesn't want to take a medication.  Karen Stephenson said 
to have  conversation about why the person is not taking the medicine. Mitch Anderson 
suggested the Primary Care Home Statement: "I get the help I need, when I need it."  
Karen Stephenson asked for the purpose of this statement and who is the intended 
audience.   Rebekah Fowler mentioned that Linn County wants to focus on a "Patient 
Centered Care"  values statement to be associated with the CHIP. Melissa Marshall - 
every person is the driving force of their own care. Mike  Volpe proposed a sub group to 
refine the statement. Karen Stephenson suggested  five words - partnership, respect, 
person-centered, access, and engagement, for first section. Amy Roy suggested that 
the word member be used instead of patient.

Action: Hilary Harrison, Karen Stephenson, and Rocio Munoz formed a sub-group. 

Next Step: The Values sub-group will work on refining the values statement. They will 
email it to the group for suggestions and comment. To be ready for March 3 CAC 
meeting.

Agenda Item Member Comments Tammy Knight asked about vision service for OHP 
members.  Children can get exams and glasses.  Adults can only get care for eye 
disorders.

Hilary Harrison reported that IHN received funding for mental health promotion and 
prevention. All 3 counties included in this pot of money. Assertive Community Treatment 
(ACT)  for adults to help them be in the community. Wrap-around services for adults as 
well as children. 

Sam Sappington reported that many independent mental health practitioners are 
organizing to form a network to interact with insurance companies and IHN-CCO. 

Hilary Harrison reported that we need to form a subcommittee to recruit new BLAC 
members.

Tara announced meeting room conflicts. Committee chose to meet in the downstairs 
(Sequoia) conference room  from10:30 – 1:30. 

Action: Amy Roy to contact Benton County webmaster about changing the time on the 
website.

Next Meeting.   February 28, 10:30-1:30, Sequoia Room,  Sunset Building. 

Regional CAC Lebanon 2-5 1:30 to tour medical school. 

Adjourn. 1:00

Amy Roy
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