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CHCCO PARTNERSHIP IN 
BUILDING A BETTER FUTURE
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CHC of Benton & Linn County 

FQHC (Public entity funded 2004) 

6 Primary Care clinics
Corvallis (2), Alsea, Monroe, 
Lebanon, Sweet Home

Additional Services
Family Planning
School-based Health Centers (2)
Pharmacy
Behavioral Health
Oral Health Services

Target populations
Latino/Hispanic
Veterans & Seniors
Complex health needs 



The Social-Ecological 

Framework
Policy

Community

Organizational

Interpersonal

Individual



ORGANIZATIONAL INTENT
MEANINGFULLY CHANGE DESIGN & DELIVERY OF 
SERVICES

 Promote full continuum of services from person centered to 
population based

 Patient/Community Centered
 Understand community needs & interests

 Active outreach to targeted populations

 Redesigned management structure to support integration  

 Created ‘bridges’ between services  

 Integrated QI and strategic planning across Health Services with a 
focus on reports & use of data





IHNCCO

InterCommunity Health Network CCO (Coordinated Care 
Organization) was formed in 2012 by local public, private, and 
non-profit partners to unify health services and systems for 
Oregon Health Plan (Medicaid) members in Benton, Lincoln, and 
Linn Counties. 

As IHN-CCO, we are committed to improving the health of our 
communities while lowering or containing the cost of care. We will 
accomplish this by coordinating health initiatives, seeking 
efficiencies through blending of services and infrastructure, and 
engaging all stakeholders to increase the quality, reliability, and 
availability of care.



IHN-CCO’S APPROACH

 Collaborate starting with Regional Planning Council (RPC)

 “Keep the lights on”

 Adjust and adapt – “Building the plane while flying”

 We are all the Coordinated Care Organization (CCO)



AGENCIES IN RPC

 Benton County

 Samaritan Health Plans

 Capital Dental 

 CAC Chair 

 CAC Coordinator

 Linn County

 Lincoln County 

 Advantage Dental 

 Early Learning Hub 

 The Corvallis Clinic

 Samaritan Health Services

 Cascades West Council of 
Governments

 Moda

 State Innovator Agent

 DHS 

 Willamette Dental





COLLABORATION WAS 
ESSENTIAL

“Collaboration is working with each other to do a 
task and to achieve shared goals. It is a process 
where organizations work together to realize 
shared goals. Structured methods of collaboration 
encourage introspection of behavior and 
communication. These methods specifically aim 
to increase the success of teams as they engage in 
collaborative problem solving.”  — Wikipedia 
Definition



KEY ASSUMPTIONS OF 
COLLABORATION

 Must value diverse membership and ideas

 Each member has expertise

 Must have a common purpose

 Members need to trust one another 

 Trust allows members to share in decision-making and 
responsibility



IHN-CCO AND COMMUNITY PARTNERS 
EMBRACED COLLABORATION MODEL 

CALLED “COLLECTIVE IMPACT”



IHN-CCO HAS TAKEN THE POSITION 
OF THE BACKBONE ORGANIZATION 

Activities of Backbone Organizations

1. Guide vision and strategy

2. Support aligned activities

3. Establish shared measurement

4. Build public will

5. Advance policy

6. Mobilize funding





COMMON AGENDA



THE ANSWER LIES IN THE TRIPLE 
AIM

Cost

AccessQuality

Oregon’s Solution = Coordinated Care 
Organizations



ORIGINAL EIGHT KEY ELEMENTS 
OF TRANSFORMATION

1. Physical and mental 
health care integration

2. Patient-Centered 
Primary Care 
Homes (PCPCH)

3. Alternative 
payment methods

4. Community health 
assessments

5. Electronic health records

6. Culturally-appropriate 
and health-literate 
communications

7. Services/staffing that 
reflect diversity and 
address disparities

8. Quality improvement 
plans





SHARED MEASUREMENT



Regional Coordination of 
Community Health 

Assessments



Acronyms

Community Health
Assessment

CHA

Community Health 
Improvement Plan

CHIP

Intercommunity Health 
Network Coordinated Care 
Organization

IHN-CCO

Community Health Needs
Assessment

CHNA

Regional Health Assessment RHA



The past (2012-2014)

Linn County CHA 2012 Linn County Public Health

Benton County CHA 2012 Benton County Healthy Communities 
Team

Lincoln County CHA 2013 Contracted to Benton County 
Epidemiologist

IHN-CCO CHIP process 2014 Relied on Linn, Benton, and Lincoln 
County CHAs

Samaritan Health 
Services CHNAs (3)

2013 Contracted to Benton County 
Epidemiologist



The present (2015-2018)

A coordinated approach to health assessment

Regional Health 
Assessment (RHA)

2015 Created by the Regional Health 
Assessment Team

Linn County CHA 2017 RHA Team and Linn County Public Health

Benton County CHA 2017 RHA Team and Benton County Healthy 
Communities

Lincoln County CHA 2018 RHA team and Lincoln County Public
Health

IHN-CCO CHIP process 2018 Built from the Regional Health 
Assessment

SHS CHNAs (5) 2016 Built from the Regional Health 
Assessment



THE REGIONAL HEALTH ASSESSMENT

 Standardizes the template for Community Health Assessments
 Consistent topics and data sources

 Consistent voice and format

 Coordinated updating of data

 Centralizes data and analysis in a single team that serves the 
needs of the region

 Regionalizes common data
 Highlights similarities and differences

 Strengthens comparisons with IHN-CCO member data



The future (2019-)

A coordinated approach to publicly funded health improvement

Regional Health Assessment with county-level highlights and IHN-CCO 
member comparisons

Used to produce:

County CHIPs aligned 
through prioritization 

process and common data
IHN-CCO CHIP

Other data and planning 
documents (e.g. CHNAs, 
Biennial plans)

Driving:

Coordinated strategies and planning for publicly funded health 
improvement at the local and regional level. 



COALESCING AROUND METRICS…..
HEALTH CENTER DATA ALIGNMENT



TEAM LEVEL VIEW

 Team level views include information on how the measure 
was modified for the purposes of internal tracking, 
numerator and denominator definitions, exclusion(s), 
reporting authority, and hyperlinks to clinical workflows.

 Graphs show monthly progress at the provider, team, site, 
and organization levels.



MUTUALLY REINFORCING 
ACTIVITIES



THE DELIVERY SYSTEM 
TRANSFORMATION COMMITTEE

 Open to anyone in Linn, Benton and Lincoln Counties that can 
positively affect the health outcomes of IHN-CCO members

 Provide learning and collaboration opportunities

 Support care teams that work to coordinate patient care, 
(Patient Centered Primary Care Home), as the foundation of the 
IHN-CCO

 Approve and oversee pilots and the IHN-CCO Transformation 
Plan

 Welcome innovative ideas and efforts 



DELIVERY SYSTEM 
TRANSFORMATION (DST)

Supported over 50 pilots

Awarded over $19 million to community 
partners

 Involved 50 + partner organizations since it 
began in 2012



IHNtogether.org
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Healthcare Integration

Patient‐Centered Primary Care Home

Alternative Payment Methodology C2C: CHANCE 2nd Chance

Development of CHIP/CHA BSS: Breastfeeding Support Services

Electronic Health Records  CSAS: Children's SDoH and ACEs Screening 

Cultura l  Communications DOUL: Community Doula

Cultura l  Divers i ty of Providers  and Staff HEST: Health Equity Summits and Trainings

El iminate Dispari tes  in Access , Care, Outcomes PWST: Peer Wellness Specialist Training 

Access : Avai labi l i ty of Services  RHEH: Regional Health Education Hub

Access : Cultura l  Cons iderations SDoH: SDoH with a Veggie Rx Intervention

Access : Qual i ty and Appropriateness  of Care THWH: Traditional Health Worker Hub

Access : Timely VRxL: Veggie Rx in Lincoln County

Access : Second Opinions APM: Alternative Payment Methodologies Workgroup

Cultura l ly & Linguis tica l ly Appropriate Services  (CLAS) HE: Health Equity Workgroup

Compla ints  and Grievances SDoH: Social Determinants of Health Workgroup 

Fraud, Waste, and Abuse THW: Traditional Health Workers Workgroup

Health Equity: Data UCC: Universal Care Coordination Workgroup

Health Equity: Cultura l  Competency

HIT: Health Information Exchange

HIT: Analytics

HIT: Patient Engagement

Integration of Care

PCPCH Development

Severe & Pers is tent Mental  I l lness

Socia l  Determinants  of Health 

Specia l  Health Care Needs  

Uti l i zation Review

Value‐based Payment Models

Access  to Healthcare

Behaviora l  Health

Chi ld Health

Chronic Disease

Maternal  Health

Eight Elements of Transformation, Transformation and Quality Strategy Components (TQS), and Community Health Improvement Plan Health Impact Areas (CHIP Areas)

~Active Pilots and Workgroups~
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IHN‐CCO DST Transformation Pilot Crosswalk



IHNtogether.org
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Adolescent well‐care visits

Ambulatory care: Emergency department (ED) visits

CAHPS composite: Access to care

Childhood immunization status

Cigarette smoking prevalence

Colorectal cancer screening

Controlling high blood pressure

Dental sealants

Depression screening and follow‐up plan

Developmental screening (0‐36 months)

Disparity measure: ED visits among members with mental illness

Diabetes: HbA1c poor control

Effective contraceptive use

Health assessments within 60 days for children in DHS custody

Patient‐Centered Primary Care Home enrollment

Timeliness of prenatal care

Weight assessment and counseling for children and adolescents

Rev  7/25/18
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CCO Incentive Metrics ‐ Active Pilots

IHN‐CCO DST Transformation Pilot Crosswalk



CASE STUDY: DST-FUNDED
CHW/HEALTH NAVIGATOR PILOTS

 2008-2014: CHC has established, robust Community Health 
Worker/Health Navigator (CHW/HN) program
 9 HNs working in the clinic, OHP/resource, and community

 2014: Pilot for CHC to hire, train, and supervise 4 CHW/HNs 
placed into Samaritan PCPCHs
 Working as part of clinical care team with RNCC/ providers

 2015: Pilot for 2 CHW/HNs to be co-placed in elementary 
and middle schools 
 Total of 3 HNs working in the schools

 2017: Pilot for 1 CHW/HN to be the “CHW Training Hub 
Coordinator” and to establish a state-approved CHW 
Training Hub in the IHN-CCO region



Benton County Health Services 2018

Primary Care and 

Self-Management

Health Care Services 

Access and Utilization

Social Service and 

Resource Connection

Community, School, 

and Church 

Engagement

Advocacy, Policy, and 

Systems Change

Culturally 

appropriate 

services

Primary Care

Navigation

Barrier-Free

Access

Health Care 

Utilization
Social Service 

and Resource 

Connection

Chronic Disease

Self-Management

Assist with tasks, 

appointments, 

forms

 Insurance 

Enrollment and 

Navigation 

School 

Outreach

Health 

Policy

Build 

Community 

Capacity

Client 

Advocacy

Community 

Agency

Partnerships

Increase Health 

Literacy

Clinical Health 

Navigators

Work as member of 

primary care team; 

provide health system 

navigation and self-

management support

 Resource Navigators

Provide outreach and enrollment 

services for Oregon Health Plan 

as well as social service 

resources and supports 

Oral Health 

Navigator

Provide oral 

health outreach, 

education, and 

dental system 

navigation

Community 

Navigators

Interpretation

Translation

Advocacy

Capacity Building

School -  

Navigators

Co-placed at 3 

schools to assist 

families to navigate 

health and social 

service systems

Clinical Resource Community 

 Barrier Busting   

Benton County Health Services
Community Health Worker / Health Navigator Roles 

along the Service Continuum



BCHS HEALTH NAVIGATION TEAM – 28 
CHWS STRONG



CASE STUDY #2
ALTERNATIVE PAYMENT METHOD (APM) 
APPROACH TO SUPPORT PCPCH DEVELOPMENT

 Measuring quality of service

 Providers are able to treat all aspects of a persons “health” 

 Members receive the right care at the right place at the right time

 Reduction in high cost inappropriate use of services

 Medication Therapy Management services are integrated into medical homes

 Care Coordination is integrated into medical homes

 Behaviorists and mental health is integrated into medical homes and in the 
schools

 Preventive screening has increased

 Coordination and collaboration between all providers treating a member has 
increased
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IHN-CCO APM FRAMEWORK & 
ROADMAP
2017 & BEYOND

37

The % presented is 
an accurate 

reflection of the 
amount of providers 

that will never be  
supported by an 

APM.

Population-based 
payments – with 
link to quality
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APM PILOTS

 OHA/OPCA started July 1, 2014 

 Paid a monthly PMPM (per member per month) for all 
engaged patients

 IHN-CCO started January 2015
 Paid a monthly PMPM (per member per month) for  enrolled

OHP patients

 Rate of PMPM based on the rate group the member is 
assigned

 Required reporting on touches & visits



CLINICAL IMPACT OF APM 
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 Detached payment from a provider visit/schedule

 Increased reliance on team
 Added FTE to fully staff teams

 Supported alternative methods for access
 Team member visits

 Navigators

 Group visits

 Enhanced focus on quality & outcomes 

 Provided resources for innovation & integration 



CONTINUOUS COMMUNICATION



COMMUNICATION MUST HAVE’S



IHNtogether.org

https://ihntogether.org/


PROJECT GOALS

Provide a website experience where:

 Members find high value in using the website to take 
control of their own health improvement, which includes 
how they can optimally use their health plans and/or 
find access to health services. 

 Stakeholders find high value in using the website to 
improve the health of the community, which includes 
health determinants that go beyond health care. 

 Site content does promote the ongoing mission and goals 
of IHN-CCO.





HEALTH CENTER 
REPRESENTATION 

Active Participation on CCO Committees
•Regional Planning Council (RPC)

•Delivery System Transformation (DST)

•Alternative Payment

•Quality Committee

•Regional Heath Information 
Collaborative



EVOLUTION OF SDOH WITHIN 
COMMUNITY

Started with committee structure in DST
•Health Equity

•Care Coordination

•SDOH

Moving toward alignment of committees & their 
work with goal of advising IHN-CCO in application 
for CCO 2.0



STEPS TO REPLICATE

 Get executive stakeholder buy-in by starting with what they are 
familiar with 

 Align initiatives across organizations through Forums, brainstorming 
sessions

 Build culture from the top down and the ground up inside and outside 
organizations

 Ensure leadership is hearing about success 

 Recognize the skills of all participants

 Set the expectation from the beginning that this will be a gradual but 
steady 

 Push the envelop to ensure maximum growth

 Communicate, communicate, communicate



STEPS TO REPLICATE
HEALTH CENTER PERSPECTIVE

 Know your strengths & identify those areas where you’re ready 
to contribute 

 Be visible, attend meetings, actively participate

 Build relationships; think about when is it appropriate to lead vs 
being a meaningful participant

 Think about how you can contribute to larger system 
development which is a long-term commitment 

 Continue to innovate internally

 Communicate, communicate, communicate



QUESTIONS



Kim Whitley

COO, Samaritan Health Plans

Sherlyn Dahl, BSN, MPH

Executive Director

Community Health Centers of 
Benton and Linn Counties


