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A.1. Language from CCO Contract, Exhibit B #4 (pages 28-30) 
   

To the extent practicable, the contractor shall include in the CHA and CHIP a strategy 
and plan for: 
 
Working with the:  

• Early Learning Council 
• Youth Development Council 
• Local Mental Health Authority, 
• Oral health care providers, 
• Local public health authority, 
• Community based organizations, 
• Hospital systems and 
• School health providers in the service area. 

 
Guidance for annual CHIP update 
Describe whether and how any of these key players in the CCO’s service area, as noted, 
are involved in CHIP work. 
 
If applicable, identify where the gaps are in making connections. 
 
For example, with which of these entities are you partnering for CHIP work? 

 
The Central Oregon Health Council (COHC) is the community governing board for 
PacificSource Community Solutions.  An organizational chart is attached to this report as 
Attachment A.  The COHC is charged with completing a Regional Health Assessment (RHA) 
and a Regional Health Improvement Plan (RHIP).  See SB 204 (Attachment B) and SB 648 
(Attachment C).  The RHA/RHIP materials produced by the COHC fulfill the CCO CHA/CHIP 
requirements. As a result, this report refers to RHA/RHIP and not CHA/CHIP. 
 
The COHC and its community partners are currently finalizing a draft version of our second 
RHA.  This summer, the region will convene to produce the RHIP.  The COHC Board of 
Directors and its community partners will revise the RHIP and submit it to OHA in 2016 per SB 
648. 
 
The following entities from the list above are involved in the service area: 

• Early Learning Hub and Council 
• Local Mental Health Authorities 
• Oral health care providers 
• Local public health authorities 



• Community-based organizations 
• Hospital system 
• School health providers 

 
Representatives from each of these entities are involved in producing the revised RHA.  Please 
see a list of entities that have contributed to the revised RHA attached to this report as 
Attachment D.  We are partnering with all of these entities for our RHA/RHIP work.   
 
Please also see attached as Attachment E a list of the COHC committees—all of which are 
engaged in the RHA/RHIP work. 
 
A.2. Language from CCO Contract, Exhibit B #4 (pages 28-30) 
 

To the extent practical, the contractor shall include in the CHA and CHIP a strategy and 
plan for: 
 
Coordinating the effective and efficient delivery of health care to children and 
adolescents in the community. 

a. Base the CHIP on research, including research into adverse childhood 
experiences; 

b. Evaluate the adequacy of the existing school-based health center (SBHC) network 
to meet the specific pediatric and adolescent health care needs in the community 
and make recommendations to improve the SBHC system; 

c. Improve the integration of all services provided to meet the needs of children, 
adolescents, and families; and 

d. Address primary care, behavioral and oral health, promotion of health and 
prevention, and early intervention in the treatment of children and adolescents. 

 
Guidance for annual CHIP update 
For CHIP priorities related to children or adolescents (prenatal to age 24), describe how 
and whether the CHIP activities improve the coordination of effective and efficient 
delivery of health care to children and adolescents in the community. 
 
What of these activities are you doing for this age population? 

 
As noted above, the COHC is drafting its second RHA and RHIP.  The community has not yet 
convened to review the RHA and set regional priorities for the RHIP.   
 
The revised RHA is founded on qualitative and quantitative data from the region, OHA, and 
national sources.  The revised RHIP will be based on research.  As a region, we may or may not 
elect to evaluate whether the SBHC network meets pediatric and adolescent health care needs in 
the community.  Our region has a variety of other providers that serve the adolescent and 
pediatric populations.  The revised RHIP will address integration of services and health 
promotion and prevention. 
 



The existing RHIP is attached to this report as Attachment F.  The document covers 2012-2015.  
The existing RHIP highlights these priorities that relate to children or adolescents: 

• Develop and Coordinate Early Childhood System Data Collection and Services 
• Improve Coordination and Quality in Early Childhood Care and Education 

 
The Early Learning Hub (housed within the Wellness and Education Board of Central Oregon 
(WEBCO)) for Central Oregon is in the process of selecting and promoting use of a single 
universal screening tool for developmental screenings.  The aim is to standardize the screens 
occurring in the community and ensure that those screens are transmitted to primary care 
physician offices.   
 
In addition, the COHC, CCO, and community partners have undertaken the following efforts to 
improve the coordination of effective and efficient delivery of health care to children and 
adolescents in the community: 
 

• Improve relationships and coordination between primary care offices, dental providers, 
behavioral health providers, DHS, and the CCO to improve CCO rates on the 60-day 
assessments for children in DHS custody metric.  The CCO has instituted an internal 
workflow to facilitate this process. 

• The Integration Planning Task Force (a COHC task force) recently proposed 
recommendations to the COHC Board of Directors. Among those recommendations was 
a plan to increase the use of dental screenings in a primary care setting.  Please see the 
recommendations attached to this report as Attachment G. 

• WEBCO has organized a bi-directional business plan and work group assessing 
opportunities for increasing integration of physical and dental services within behavioral 
health settings.   

• The COHC Finance Committee and the CCO are piloting incentives in SBHCs for 
adolescent well care visits.  Information from that pilot will be available in summer 2015 
and will be used to inform system-wide investments, as appropriate. 

• In addition to the attached behavioral health implementation plan submitted to and 
accepted by the Addictions and Mental Health Division, the Central Oregon region is in 
the process of contracting with a children’s intensive mental health service provider who 
will provide services to aid in diversion of children and youth with psychiatric crises 
from emergency departments and 24/7 home and community-based services to stabilize 
and support children and youth with high behavioral health needs.  

• The Central Oregon region is developing a Young Adult Hub to serve transition-age 
youth who experience mental health challenges. 

• The Central Oregon region has been convening perinatal and nurse home visiting 
providers and other stakeholders to develop a regional approach to prenatal/postnatal 
care. 

• Central Oregon recently modified a program to embed a home-visiting nurse into a 
women’s clinic to support prenatal and infant care. This program has been very 
successful and there are discussions regarding expanding to other sites. 

• The COHC Community Advisory Council (CAC) is working with pediatric providers, 
public health, and school-based health providers to identify strategies to increase regional 
immunization rates. 



 
 
A.3. Language from CCO Contract, Exhibit B #4 (pages 28-30) 
 

To the extent practicable, the contractor shall include in the CHA and CHIP a strategy 
and plan for: 
 
Contractor shall add to its CHIP; school nurses, school mental health providers, and 
individuals representing child and adolescent health services. 

 
Guidance for annual CHIP update 
Identify ways CCO and/or CAC have worked with school and adolescent providers on 
prioritized health focus areas. 

 
• Community partners have worked with SBHCs to place behavioral health consultants in a 

number of SBHCs.  
• Deschutes County Behavioral Health has partnered with a school district to provide day 

treatment services within the High Desert Children’s Program for children identified by 
education and behavioral health as needing increased support within the school system.  

• The CAC is working with pediatric providers, public health and school-based health 
providers to identify strategies to increase regional immunization rates. 

• School nurses and SBHC staff have participated as stakeholders in regional discussions 
on ways to increase adolescent well care visits. 

 
B. Language from CCO Contract, Exhibit B #4 (pages 28-30) 
 

Contractor, with its CAC, shall collaborate with OHA Office of Equity and Inclusion to 
develop meaningful baseline data on health disparities. 
 
Contractor shall include in the CHA identification and prioritization of health disparities 
among Contractor’s diverse communities, including those defined by race, ethnicity, 
language, disability, age, gender, sexual orientation, and other factors in its service area. 
 
Contractor shall include representatives of populations experiencing health disparities in 
CHA and CHIP prioritization. 
 
Guidance for annual CHIP update 
For each chosen CHIP priorities, describe how the CCO and/or CAC(s) worked with OEI 
to obtain baseline data for different populations within the community including 
socioeconomic demographics, health status and health outcomes. 
 
If available, compare local population data to CCO member data, or state data. 
 
If data is not available, the CCO may choose to access qualitative data from specific 
populations via focus groups, interviews, etc. 
 



What barriers have you experienced in obtaining data? 
 
What successes or challenges have you had in engaging populations experiencing health 
disparities? 

 
The Office of Equity and Inclusion was not involved in the existing RHA/RHIP for Central 
Oregon. The existing RHA and RHIP were produced before CCOs were obligated to create these 
documents.  
 
The community partners working on the revised RHA and RHIP have gathered baseline data 
from the CCO and others to reflect disparities.  We have experienced the following barriers in 
obtaining data: 

• Small number issues in rural counties: in many cases, we could not include small 
numbers in our revised RHA because the data would be considered identifiable. 

• Little evaluation data available for state programs. 
• Limited capacity for epidemiology and epidemiology statistics in Central Oregon. 

 
Central Oregon has had some success in engaging populations experiencing health disparities.   

• Central Oregon contracted with a local Warm Springs Tribal consultant and with the 
Let’s Talk Diversity Coalition to host focus groups and interviews that contributed to the 
report from the Health Equity Task Force and a video on the experiences of diverse 
populations with accessing health care in the region.  After reviewing that report and 
video, the COHC and its committees created health care interpreter training opportunities 
as an initial step to help meet the needs identified in the Task Force report. 

• The CCO’s Director of Community Health Development works closely with the regional 
health equity coalition, Let’s Talk Diversity. 

• The CCO works closely with its Long Term Services and Supports Innovator Agent, 
District 10 APD offices, and WEBCO to increase collaboration and care coordination of 
members with complex needs.  

• The CCO is an active partner with WEBCO, which represents the needs of people with 
mental illness and addictions. 

• The CCO is supporting a community paramedicine project that brings services to 
disengaged, hard-to-reach individuals in the community who are experiencing serious 
health challenges. 

 
C.  Language from CCO Contract, Exhibit B #4 (pages 28-30) 
 

Contractor shall conduct the CHA and CHIP so that they are transparent and public in 
process and outcomes.  Contractor shall assure that the contents and development of the 
CHIP comply with Section ORS 414.627 
 
Guidance for annual CHIP update 
Per OR 414.627: “If the regular CAC meetings are not open to the public and do not 
provide an opportunity for members of the public to provide written and oral comments, 
the CAC shall hold semiannual meetings: that are open to the public and attended by 
members of the CAC; at which the CAC shall report on the activities of the CCO and the 



CAC; at which the CAC shall provide written reports on the activities of the CCO; and at 
which the CAC shall provide the public to provide written or oral comments.” 
 
Per OAR 410-141-3145 “The CCO requirements for conducting a CHA and CHIP will 
be met for the purposes of the ORS 414.627 if the substantially meet the community 
health needs assessment requirement of the federal Patient Protection and Affordable 
Care Act, 2010 Section 9007, and the Public Health Accreditation Board CHA and CHIP 
requirements for local health departments and the AAA and local mental health authority 
in the process.” 

 
 
The COHC CAC meetings are open to the public.  The CAC meets monthly. An overview of the 
RHA/RHIP process is attached as Attachment H. The COHC meets monthly and its meetings 
are open to the public. WEBCO meets monthly and its meetings are open to the public.  
 
D. Language from CCO Contract, Exhibit B #4 (pages 28-30) 
  

The CHA and CHIP adopted by the CAC shall describe the full scope of findings, 
priorities, actions, responsibilities, and results achieved.  The CHIP may include, as 
applicable: 
 

• Findings from the various community health assessments made available by OHA 
to Contractor; 

• Findings on health needs and health disparities from community partners or 
previous assessments; 

• Findings on health indicators, including the leading causes of chronic disease, 
injury and death in the service area; 

• Evaluations of and recommendations for improvement of school based health 
systems in meeting the needs of specific pediatric and adolescent health care 
needs in the community; 

• Focus on primary care, behavioral health and oral health; 
• Analysis and development of public and private resources, capacities and metrics 

based on ongoing CHA activities and population health priorities; 
• Description of how the CHA and CHIP support development, implementation, 

and evaluation of patient-centered primary care approaches; 
• Description of how the objectives of Health Systems Transformation and 

Contractor’s Transformation Plan, described in Exhibit K, are addressed in the 
CHA and CHIP; 

• System design issues and solutions; 
• Outcome and Quality Improvement plan and results; 
• Integration of service delivery approaches and outcomes; and  
• Workforce development approaches and outcomes 

 
 
 
 



Guidance for annual CHIP update 
As an update, provide information related to new sources of data utilized to identify 
health needs and disparities, i.e. OEI race/ethnicity data, focus group information, school 
based data. 
 
If applicable, describe how the CHIP work aligns with work through the Transformation 
Plan and/or Quality Improvement plans? 
 
If applicable, describe how the CCO has leveraged resources to improve population 
health. 
 
How has the CHIP work addressed integration of services? 
 
What difficulties has the CCO encountered in accessing health disparities data? 

 
All new sources of data available to the COHC and CCO have been captured in the revised RHA 
attached to this report.  The revised RHA details each new source of information. 
 
The revised RHIP will discuss alignment with the Transformation Plan.  Because the community 
has not yet convened to create the RHIP, it is not possible to say how each element will align. 
The current RHIP was created prior to the CCO’s Transformation Plan, so it does not expressly 
align with the Transformation Plan. 
 
The RHIP will build on the work of the Integration Planning Task Force to address integration of 
services.  A charter for that group is attached as Attachment I. 
 
Please see our response under Subpart D, above, regarding accessing data on health disparities. 
The region has been working through its Innovator Agent to access any available data on race, 
ethnicity, language, and health disparities. However, OHA data on race, ethnicity, and language 
has been infrequent, does not match CCO data, and is inadequate to meet regional needs. This 
has created challenges in identifying health disparities in the region. 

 
E. Language from CCO Contract, Exhibit B #4 (pages 28-30) 
 

The CHIP shall identify the findings of the CHA and the method for prioritizing health 
disparities for remedy.  Contractor shall provide a copy of the CHIP, and annual progress 
reports to the CHIP, to OHA June 30 of each year. 
 
Guidance for annual CHIP update 
CHIP progress report due to David Fischer at DMAP on June 30, 2015. 
 
Checklist/reporting form provided by OHA is optional. 

 
This report is intended to fulfill the progress report requirement.  Please see attached the report 
checklist (labeled as Attachment J). 
 



 
F. Language from CCO Contract, Exhibit B #4 (pages 28-30) 
  

Adopt a comprehensive local plan for the delivery of local mental health services for 
children, families, adults and older adults that describes the methods by which the LMHA 
will provide those services. 
 
Guidance for annual CHIP update 
Describe how local mental health services are provided in a comprehensive manner. Note 
that this may not be in the CHIP but may be available via another document. 
 

 
Please see attached as Attachment K.  This is not part of the existing RHIP.  The Central 
Oregon region submitted a joint behavioral health implementation plan with approval of the 
COHC. 
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76th OREGON LEGISLATIVE ASSEMBLY--2011 Regular Session

Enrolled

Senate Bill 204
Sponsored by Senator BATES, Representative KOTEK (Presession filed.)

CHAPTER .................................................

AN ACT

Relating to health care; creating new provisions; amending ORS 243.125 and 243.864; and declaring

an emergency.

Be It Enacted by the People of the State of Oregon:

SECTION 1. Section 2 of this 2011 Act is added to and made a part of ORS 192.518 to

192.529.

SECTION 2. (1) As used in this section, “entity” means a health care provider or a pre-

paid managed care health services organization, as defined in ORS 414.736, that provides

health care to an individual, if the care is paid for by a state health plan.

(2) Notwithstanding ORS 179.505, an entity may disclose the identity of an individual who

receives health care from the entity without obtaining an authorization from the individual,

or a personal representative of the individual, to another entity for the purpose of coordi-

nating the health care and treatment provided to the individual by either entity.

SECTION 3. (1) The Oregon Health Authority shall prescribe by rule a uniform payment

methodology for hospital and ambulatory surgical center services that:

(a) Incorporates the most recent Medicare payment methodologies established by the

Centers for Medicare and Medicaid Services, or similar payment methodologies, for hospital

and ambulatory surgical center services;

(b) Includes payment methodologies for services and equipment that are not fully ad-

dressed by Medicare payment methodologies; and

(c) Allows for the use of alternative payment methodologies, including but not limited to

pay-for-performance, bundled payments and capitation.

(2) In developing the payment methodologies described in this section, the authority shall

convene and be advised by a work group consisting of providers, insurers and consumers of

the types of health care services that are subject to the methodologies.

SECTION 4. (1) A hospital or ambulatory surgical center shall bill and accept as payment

in full an amount determined in accordance with the payment methodology prescribed by the

Oregon Health Authority under section 3 of this 2011 Act.

(2) This section does not apply to type A or type B hospitals as described in ORS 442.470

or rural critical access hospitals as defined in ORS 315.613.

SECTION 5. Section 6 of this 2011 Act is added to and made a part of ORS 243.105 to

243.285.

SECTION 6. (1) A hospital that provides services or supplies under a benefit plan offered

by the Public Employees’ Benefit Board shall be reimbursed using the methodology pre-
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scribed by the Oregon Health Authority under section 3 of this 2011 Act and may not be re-

imbursed for each service or supply provided.

(2) This section applies to hospital payments made by a carrier under a contract with the

board and to hospital payments made under a self-insurance program administered by a third

party administrator on behalf of the board.

(3) This section does not apply to reimbursements paid by a carrier or third party ad-

ministrator to a hospital that is not subject to the methodology prescribed by the authority

under section 3 of this 2011 Act.

SECTION 7. Section 8 of this 2011 Act is added to and made a part of ORS 243.860 to

243.886.

SECTION 8. (1) A hospital that provides services or supplies under a benefit plan offered

by the Oregon Educators Benefit Board shall be reimbursed using the methodology pre-

scribed by the Oregon Health Authority under section 3 of this 2011 Act and may not be re-

imbursed for each service or supply provided.

(2) This section applies to hospital payments made by a carrier under a contract with the

board and to hospital payments made under a self-insurance program administered by a third

party administrator on behalf of the board.

(3) This section does not apply to reimbursements paid by a carrier or third party ad-

ministrator to a hospital that is not subject to the methodology prescribed by the authority

under section 3 of this 2011 Act.

SECTION 9. An insurer, as defined in ORS 731.106, that contracts with the Oregon Health

Authority, including with the Public Employees’ Benefit Board and the Oregon Educators

Benefit Board, to provide health insurance coverage for state employees, educators or med-

ical assistance recipients must annually attest, on a form and in a manner prescribed by the

authority, to its compliance with sections 3, 4, 6 and 8 of this 2011 Act. A contract with an

insurer subject to the requirements of this section may not be renewed without the

attestation required by this section.

SECTION 10. ORS 243.125 is amended to read:

243.125. (1) The Public Employees’ Benefit Board shall prescribe rules for the conduct of its

business and for carrying out section 6 of this 2011 Act. The board shall study all matters con-

nected with the providing of adequate benefit plan coverage for eligible state employees on the best

basis possible with relation both to the welfare of the employees and to the state. The board shall

design benefits, devise specifications, analyze carrier responses to advertisements for bids and de-

cide on the award of contracts. Contracts shall be signed by the chairperson on behalf of the board.

(2) In carrying out its duties under subsection (1) of this section, the goal of the board shall be

to provide a high quality plan of health and other benefits for state employees at a cost affordable

to both the employer and the employees.

(3) Subject to ORS chapter 183, the board may make rules not inconsistent with ORS 243.105 to

243.285 and 292.051 to determine the terms and conditions of eligible employee participation and

coverage.

(4) The board shall prepare specifications, invite bids and do acts necessary to award contracts

for health benefit plan and dental benefit plan coverage of eligible employees in accordance with the

criteria set forth in ORS 243.135 (1).

(5) The board may retain consultants, brokers or other advisory personnel when necessary and,

subject to the State Personnel Relations Law, shall employ such personnel as are required to per-

form the functions of the board.

SECTION 11. ORS 243.864 is amended to read:

243.864. (1) The Oregon Educators Benefit Board:

(a) Shall adopt rules for the conduct of its business and for carrying out section 8 of this 2011

Act; and

(b) May adopt rules not inconsistent with ORS 243.860 to 243.886 to determine the terms and

conditions of eligible employee participation in and coverage under benefit plans.
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(2) The board shall study all matters connected with the provision of adequate benefit plan

coverage for eligible employees on the best basis possible with regard to the welfare of the em-

ployees and affordability for the districts. The board shall design benefits, prepare specifications,

analyze carrier responses to advertisements for bids and award contracts. Contracts shall be signed

by the chairperson on behalf of the board.

(3) In carrying out its duties under subsections (1) and (2) of this section, the goal of the board

is to provide high-quality health, dental and other benefit plans for eligible employees at a cost af-

fordable to the districts, the employees and the taxpayers of Oregon.

(4) The board shall prepare specifications, invite bids and take actions necessary to award con-

tracts for health and dental benefit plan coverage of eligible employees in accordance with the cri-

teria set forth in ORS 243.866 (1). The Public Contracting Code does not apply to contracts for

benefit plans provided under ORS 243.860 to 243.886. The board may not exclude from competition

to contract for a benefit plan an Oregon carrier solely because the carrier does not serve all

counties in Oregon.

(5) The board may retain consultants, brokers or other advisory personnel when necessary and

shall employ such personnel as are required to perform the functions of the board.

SECTION 12. (1) Except as provided in subsection (2) of this section, sections 3 to 8 of

this 2011 Act and the amendments to ORS 243.125 and 243.864 by sections 10 and 11 of this

2011 Act apply to:

(a) Claims by a hospital for reimbursement of services provided by the hospital on or

after January 1, 2012; and

(b) Claims by an ambulatory surgical center for reimbursement of services provided by

the ambulatory surgical center on or after January 1, 2013.

(2) Sections 3 to 9 of this 2011 Act and the amendments to ORS 243.125 and 243.864 by

sections 10 and 11 of this 2011 Act apply to reimbursement paid under contracts entered into

or renewed on or after the effective date of this 2011 Act.

SECTION 13. (1) Crook, Deschutes and Jefferson Counties may form a Central Oregon

Health Council when the governing body of each of the counties adopts a resolution signify-

ing the body’s intention to do so.

(2) Subsequent to the formation of the Central Oregon Health Council, a county that is

adjacent to Crook, Deschutes or Jefferson County may join the council if:

(a) The governing body of the county seeking to join the council adopts a resolution sig-

nifying the body’s intention to include a portion of that county in the region served by the

council;

(b) The portion of the county to be included in the region is part of a natural health care

referral pattern with the other counties on the council; and

(c) The Oregon Health Authority and the council approve.

SECTION 14. (1) The Central Oregon Health Council shall consist of no more than 11

members, including:

(a) A formative council consisting of:

(A) One member each from the governing bodies of Crook, Deschutes and Jefferson

Counties, appointed by each body;

(B) The chief executive officer, or a designee of the chief executive officer, of the health

care system serving the region; and

(C) The chief executive officer, or a designee of the chief executive officer, of the

Medicaid contractor serving the region; and

(b) At least three members appointed by the formative council established under para-

graph (a) of this subsection. Members appointed under this paragraph shall be represen-

tatives of:

(A) Consumers of physical and behavioral health services;

(B) Health care professionals;

(C) School districts or educational service districts;
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(D) The business community; or

(E) A member from the governing body of each county that joins the council under sec-

tion 13 (2) of this 2011 Act.

(2) The term of office of the members of the council is four years.

(3) A majority of the members of the council constitutes a quorum for the transaction

of business.

(4) The council shall elect a member of the council to serve as the chairperson.

(5) If there is a vacancy for any cause, the appointing authority shall make an appoint-

ment to the vacated position to become effective immediately.

(6) The council may enter into necessary contracts, apply for and receive grants, hold

and dispose of property and take other actions necessary to carry out the activities, services

and responsibilities assumed by the council.

(7) The council may adopt rules necessary for the operation of the council.

SECTION 15. The Central Oregon Health Council shall appoint an advisory committee to

advise the council in the performance of the duties of the council. The members of the ad-

visory committee may include representatives of:

(1) Public health agencies serving the region;

(2) Behavioral health agencies for mental health authorities serving the region repres-

ented on the council;

(3) Hospital or integrated delivery systems serving the region represented on the council;

(4) Medicaid contractors in each region served by the council;

(5) Safety net clinics;

(6) Health collaboratives;

(7) The dental profession;

(8) School and educational service districts;

(9) The business community;

(10) Primary care clinics; and

(11) Independent physician associations.

SECTION 16. (1) As used in this section, “regional health improvement plan” means a

four-year comprehensive, coordinated regional plan incorporating and replacing all health

and human service plans prescribed by the Oregon Health Authority, including but not lim-

ited to plans required under ORS 430.630, 430.640, 431.385 and 624.510 and plans required by

the State Commission on Children and Families under ORS 417.705 to 417.801.

(2)(a) The Central Oregon Health Council shall conduct a regional health assessment and

adopt a regional health improvement plan to serve as a strategic population health and

health care system service plan for the region served by the council. The plan must define

the scope of the activities, services and responsibilities that the council proposes to assume

upon implementation of the plan.

(b) The activities, services and responsibilities that the council proposes to assume under

the plan may include, but are not limited to:

(A) Analysis and development of public and private resources, capacities and metrics

based on ongoing regional health assessment activities and population health priorities;

(B) Health policy;

(C) System design;

(D) Outcome and quality improvement;

(E) Integration of service delivery; and

(F) Workforce development.

(3) The council shall submit the plan adopted under subsection (2) of this section to the

authority for approval. The authority may approve the plan or return it to the council for

modification prior to approval.

(4) The regional health improvement plan adopted under this section shall serve as a

guide for entities serving medical assistance recipients, public health authorities, mental
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health authorities, health care systems, payer groups, provider groups and health coalitions

in the counties served by the council.

SECTION 17. (1) By September 1, 2011, the Oregon Health Authority shall adopt by rule

requirements for the regional health improvement plan adopted under section 16 of this 2011

Act.

(2) The Oregon Health Authority shall adopt rules:

(a) Necessary to implement sections 13 to 16 of this 2011 Act; and

(b) That allow for the consolidation of planning and reporting requirements of the au-

thority under section 16 of this 2011 Act.

SECTION 18. No later than the dates of the convening of the 2013 and of the 2015 Legis-

lative Assemblies as specified in ORS 171.010, the Central Oregon Health Council shall report

to the Seventy-seventh and Seventy-eighth Legislative Assemblies in the manner provided

by ORS 192.245 about the results of the implementation of the regional health improvement

plan adopted under section 16 of this 2011 Act. The report shall include, but is not limited

to, performance measures of improvement of health outcomes, improvement in care and

reductions in the cost of care.

SECTION 19. Sections 13 to 18 of this 2011 Act are repealed on January 2, 2016.

SECTION 20. This 2011 Act being necessary for the immediate preservation of the public

peace, health and safety, an emergency is declared to exist, and this 2011 Act takes effect

on its passage.

Passed by Senate May 2, 2011

Repassed by Senate June 9, 2011

..................................................................................
Robert Taylor, Secretary of Senate

..................................................................................
Peter Courtney, President of Senate

Passed by House June 2, 2011

..................................................................................
Bruce Hanna, Speaker of House

..................................................................................
Arnie Roblan, Speaker of House

Received by Governor:

........................M.,........................................................., 2011

Approved:

........................M.,........................................................., 2011

..................................................................................

John Kitzhaber, Governor

Filed in Office of Secretary of State:

........................M.,........................................................., 2011

..................................................................................

Kate Brown, Secretary of State
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Enrolled

Senate Bill 648
Sponsored by Senator KNOPP, Representative BUEHLER; Senator STEINER HAYWARD, Repre-

sentatives HOYLE, MCLANE, WHISNANT, WILLIAMSON

CHAPTER .................................................

AN ACT

Relating to Central Oregon Health Council; amending sections 13, 14, 15, 16, 18 and 19, chapter 418,

Oregon Laws 2011.

Be It Enacted by the People of the State of Oregon:

SECTION 1. Section 13, chapter 418, Oregon Laws 2011, is amended to read:

Sec. 13. (1) Crook, Deschutes and Jefferson Counties may form a Central Oregon Health Council

when the governing body of each of the counties adopts a resolution signifying the body’s intention

to do so.

(2) [Subsequent to the formation of the Central Oregon Health Council,] A county that is adjacent

to Crook, Deschutes or Jefferson County may join the council if:

(a) The governing body of the county seeking to join the council adopts a resolution signifying

the body’s intention to include a portion of that county in the region served by the council;

(b) The portion of the county to be included in the region is part of a natural health care re-

ferral pattern with the other counties on the council; and

(c) The Oregon Health Authority and the council approve.

SECTION 2. Section 14, chapter 418, Oregon Laws 2011, is amended to read:

Sec. 14. (1) The Central Oregon Health Council shall consist of no more than [11] 15 members,

including:

[(a) A formative council consisting of:]

[(A)] (a) One member each from the governing bodies of Crook, Deschutes and Jefferson Coun-

ties, appointed by each body;

[(B)] (b) The chief executive officer, or a designee of the chief executive officer, of the health

care system serving the region; [and]

[(C)] (c) The chief executive officer, or a designee of the chief executive officer, of [the Medicaid

contractor] each coordinated care organization serving any of the counties in the region that

join the council; and

[(b)] (d) At least three members appointed by the [formative] council [established under para-

graph (a) of this subsection. Members appointed under this paragraph shall be representatives of] who

represent:

(A) Consumers of physical and behavioral health services;

(B) Health care professionals;

(C) School districts or educational service districts;

(D) The business community; or
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(E) [A member from] The governing body of [each] any county that joins the council under sec-

tion 13 (2), [of this 2011 Act] chapter 418, Oregon Laws 2011.

(2) The term of office of the members of the council is four years. Members may be reap-

pointed.

(3) A majority of the members of the council constitutes a quorum for the transaction of busi-

ness.

(4) The council shall elect a member of the council to serve as the chairperson.

(5) If there is a vacancy for any cause, the appointing authority shall make an appointment to

the vacated position to become effective immediately.

(6) The council may incorporate under ORS chapter 65 as an Oregon nonprofit corporation

and may adopt rules necessary for the operation of the council, enter into necessary contracts,

apply for and receive grants, hold and dispose of property and take other actions necessary to carry

out the activities, services and responsibilities assumed by the council.

(7) The council may [adopt rules necessary for the operation of the council] convene a single

community advisory council required by ORS 414.627 for all of the coordinated care organ-

izations serving any of the counties that join the council.

SECTION 3. Section 15, chapter 418, Oregon Laws 2011, is amended to read:

Sec. 15. The Central Oregon Health Council [shall] may appoint an advisory committee to ad-

vise the council in the performance of the duties of the council. The members of the advisory com-

mittee may include representatives of:

(1) Public health agencies serving the region;

(2) Behavioral health agencies for mental health authorities serving the region represented on

the council;

(3) Hospital or integrated delivery systems serving the region represented on the council;

(4) Medicaid contractors in each region served by the council;

(5) Safety net clinics;

(6) Health collaboratives;

(7) The dental profession;

(8) School and educational service districts;

(9) The business community;

(10) Primary care clinics; and

(11) Independent physician associations.

SECTION 4. Section 16, chapter 418, Oregon Laws 2011, is amended to read:

Sec. 16. (1) As used in this section, “regional health improvement plan” means a four-year

comprehensive, coordinated regional plan incorporating and replacing all health and human service

plans prescribed by the Oregon Health Authority, including but not limited to:

(a) Plans required under ORS 430.630, 430.640, 431.385 and 624.510; and

(b) The community health assessment and community health improvement plan de-

scribed in ORS 414.627.

(2)(a) The Central Oregon Health Council shall conduct a regional health assessment and adopt

a regional health improvement plan to serve as a strategic population health and health care system

service plan for the region served by the council. The plan must define the scope of the activities,

services and responsibilities that the council proposes to assume upon implementation of the plan.

(b) The activities, services and responsibilities that the council proposes to assume under the

plan may include, but are not limited to:

(A) Analysis and development of public and private resources, capacities and metrics based on

ongoing regional health assessment activities and population health priorities;

(B) Health policy;

(C) System design;

(D) Outcome and quality improvement;

(E) Integration of service delivery; and

(F) Workforce development.
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(3) The council shall submit the plan adopted under subsection (2) of this section to the au-

thority for approval. The authority may approve the plan or return it to the council for modification

prior to approval.

(4) The regional health improvement plan adopted under this section shall serve as a guide for

entities serving medical assistance recipients, public health authorities, mental health authorities,

health care systems, payer groups, provider groups and health coalitions in the counties served by

the council.

SECTION 5. Section 18, chapter 418, Oregon Laws 2011, as amended by section 64, chapter 37,

Oregon Laws 2012, is amended to read:

Sec. 18. [No later than the dates of the convening of the 2013 and of the 2015 Legislative Assem-

blies as specified in ORS 171.010,] The Central Oregon Health Council shall report to the [Seventy-

seventh and Seventy-eighth] Seventy-ninth Legislative [Assemblies] Assembly in the manner

provided by ORS 192.245 about the results of the implementation of the regional health improvement

plan adopted under section 16, [of this 2011 Act] chapter 418, Oregon Laws 2011. The report shall

include, but is not limited to, performance measures of improvement of health outcomes, improve-

ment in care and reductions in the cost of care.

SECTION 6. Section 19, chapter 418, Oregon Laws 2011, is amended to read:

Sec. 19. Sections 13 to 18, [of this 2011 Act] chapter 418, Oregon Laws 2011, are repealed on

January 2, [2016] 2022.

Passed by Senate April 9, 2015

..................................................................................

Lori L. Brocker, Secretary of Senate

..................................................................................

Peter Courtney, President of Senate

Passed by House May 28, 2015

..................................................................................

Tina Kotek, Speaker of House

Received by Governor:

........................M.,........................................................., 2015

Approved:

........................M.,........................................................., 2015

..................................................................................

Kate Brown, Governor

Filed in Office of Secretary of State:

........................M.,........................................................., 2015

..................................................................................

Jeanne P. Atkins, Secretary of State
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Central Oregon Health Council Legislation  

SB 648 

Background 
The Central Oregon Health Council (COHC) is a not-for-profit community 
governance entity. Senate Bill 204 created the COHC in 2011 to facilitate 
collaboration, regional planning, and community governance.  The COHC 
serves as the governing entity over the region’s Coordinated Care 
Organization, PacificSource Community Solutions.  Senate Bill 204 (SB 
204) (subsequently codified in O.R.S. Chapter 440) will sunset on January 
2, 2016.   This legislation serves many purposes for the COHC and the 
CCO: it allows counties and regional partners to come together to achieve 
the Triple Aim and improve the wellbeing of the region, as well as complete 
one Regional Health Assessment (RHA) and one Regional Health 
Improvement Plan (RHIP). It is critical that this legislation not sunset. 
 
Highlights since SB 204 was passed in 2011  
• Entities with representatives on the COHC Board of Directors elected to 

tax themselves and fund strategic initiatives, including: 
o Maternal child health 
o Pediatric RN care coordination 
o Transitions of care 
o Multi-disciplinary pain clinic 

 
• The successful start-up and sustainability of the three formative 

initiatives of the COHC:  
o Emergency Department Navigation project with the increased 

asset of EDIE to support the project 
o NICU follow-up clinic 
o Program for Evaluation of Development and Learning (PEDAL 

Clinic) 
 

• Many community partners are now at operating or financial risk or 
pursuing alternative payment, incentive, or withhold strategies for 
managing and delivering care to the Medicaid population in Central 
Oregon. 
 

• Successful CCO performance on Quality Incentive Measures (QIM) in 
the 2013 performance year.   

 



• The COHC and the CCO collaborated to make QIM funds available in the community to support 
quality initiatives, including: 

o Grants to study incentives for adolescent well care visits at school-based health centers 
o A pilot project evaluating unmet transportation needs for Medicaid members  
o A grant to provide SBIRT training 
o A grant to reimburse providers for Suboxone training costs 
o A pilot project to ensure access and continuity of dental care for Medicaid-enrolled 

children 
o A grant to make a patient activation tool available to community health workers 
o A pilot project to develop a musculoskeletal medical neighborhood model of care 
o Grants to test SBIRT provider incentives 

 
• The COHC and the CCO collaborated to disburse Transformation Funds to support 

community initiatives: 
o Pediatric Health Engagement Team 
o Clinical Pharmacy Services 
o Patient Support Fund 
o Community Paramedicine Project and Medical Transportation System Optimization 
o Creating Infrastructure to Evaluate a Global Payment in Integrated Primary Care 

Practices 
o Bending the OHP Dentistry Cost Curve in Central Oregon 
o Pediatric Hospitalist Program 
o Telemedicine: Bridging Specialty Care Barriers 
o Member Engagement 
o Maternal Child Health Initiative 

 
Proposed Updated Legislation: SB 648 
• Retains most of the language from Senate Bill 204 and provides flexibility for the COHC to 

grow and meet future needs. 
• Increases the number of Board members from 11 to 15 to reflect stakeholder needs. 
• Provides that Board members may serve multiple terms. 
• Updates dates and session references. 
• States that the COHC may manage one Community Advisory Council (CAC) to satisfy the 

requirements of ORS 414-625(1)(i). 
• Clarifies that the RHA and RHIP fulfill the Community Health Assessment (CHA) and 

Community Health Improvement Plan (CHIP) requirements for the CCO. 
 
Benefits: 
Benefits include improved population health, satisfaction, and shared savings through 
collaboration; regional health planning; and effective resource management. 
 
Contacts: 
Commissioner Tammy Baney, Chair, Central Oregon Health Council, 541-388-6567, 
tammyb@deschutes.org 
Lindsey Hopper, Executive Director, Central Oregon Health Council, 541-306-3523, 
lindsey.hopper@cohealthcouncil.org
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Committees
 Community Advisory Council
The Community Advisory Council (CAC) is responsible for identifying and advocating for preventive care practices as well

as oversight of community health assessment and planning to reduce health disparities and improve the overall health of

the communities served by the CCO. The CAC includes health care consumer members of the CCO as well as

representatives of public and private agencies that serve CCO members. Consumer representatives constitute a majority

of the CAC membership.

Operations Council
The COHC Operations Council (OPS) is chartered by the Central Oregon Health Council (COHC) Board of Directors to

promote and facilitate accessible, affordable, quality health services including mental, behavioral, oral, and physical health

for Central Oregon residents. OPS is charged with providing strategic, fiduciary and operational advice to the COHC in an

effort to design and implement key initiatives to meet the goals and objectives of the COHC.

Provider Engagement Panel
The Provider Engagement Panel (PEP), formerly known as the Clinical Advisory Panel, is a committee housed within the

Central Oregon Health Council (COHC) and governed by the COHC’s Bylaws. The PEP provides a highly valued clinical

perspective to the work of the COHC. Providers on the PEP represent a variety of healthcare organizations that serve the

OHP population.
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 EXECUTIVE SUMMARY 
The Central Oregon Health Council and the Central Oregon Health Board see the Triple Aim as the key part of the new 

vision for a healthy Central Oregon, with the long term goal of making it the healthiest region in the nation. It involves 

better health care for people, greater satisfaction with care and the reduced cost of care. In order to accomplish this 

vision, collective effort in the region must occur. The Central Oregon Regional Health Improvement Plan (RHIP) is an 

effort to collectively look for common directions and common measures that can guide the system and improve the 

health of the region. 

 

The plan addresses the broad issue of health and the specifics of health care. Health is the state of complete physical, 

mental and social well-being; reduction in mortality, morbidity, and disability due to detectable disease or disorder; an 

increase in   the   perceived   level   of   health   and   the   capacity   to   adapt   to,   respond   to   or   control   life’s   challenges   and  
changes. Health care (or healthcare) is the diagnosis, treatment, and prevention of disease, illness, injury, and other 

physical and mental impairments in humans. Health care is delivered by practitioners in medicine, chiropractic, 

dentistry, nursing, pharmacy, allied health, and other care providers. It refers to the work done in providing primary 

care, secondary care and tertiary care, as well as in public health. 

 
Strategic Framework 
The outline or framework for the regional plan was based on the nine strategies established and agreed upon by the 

three counties and the Central Oregon Health Board for the county-specific strategic plans (which tie into the RHIP). The 

RHIP strategies emphasize efforts to approach changes in the health care system in a coordinated and collective 

manner. The approach also recognizes that all health care and social service interests must work collaboratively in order 

to accomplish the goals of health care reform. The nine strategies are: 

 
1. Improve health equity and access to care and services 
2. Improve Health 
3. Improve health care and service delivery  
4. Reduce cost and increase effectiveness 
5. Strengthen health integration and system collaboration 
6. Pursue excellence in health care and service delivery 
7. Promote regional efforts  
8. Strengthen health service organizations  
9. Promote sound health policy 

 
Within each of the nine strategies are goals and identified actions that will be taken toward achieving those goals. The 

plan is a broad picture of the direction health care changes will take in Central Oregon.  

 

Ten Focus Areas 
Preparation for the first two strategies in the framework (improve equity and access, better health and well-being) 

required a thorough review of existing health data. Qualitative and quantitative data was reviewed to determine which 

issues or areas of concern required attention and which were common to all three counties. The top ten issues were 

prioritized and recommended as the primary focus areas for the first two sections of the 2012-2015 Regional Health 

Improvement Plan. The ten prioritized focus areas of need were: disparity/inequity, isolation and access to resources, 
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food insecurity, early childhood wellness, safety, crime and violence, chronic disease and preventive care, alcohol, drug 

and tobacco use, behavioral health and suicide, oral health, and healthy environments. 

 

Socio-Ecological Model 
In preparing for the work plan development, the Steering Committee decided to use a socio-ecological planning model, 

which is a comprehensive approach that includes strategies impacting five levels necessary for broad-based change: 

individual, interpersonal, organizational, community and public policy. This model utilizes a collective impact approach 

and provides a more comprehensive perspective, even though not every level may be necessary for each of the ten 

focus areas in the final work plan. 

 

Work Plans 
Once the plan is approved, annual work plans will be developed to identify the lead entity responsible for the 

implementation, the goal and targeted outcomes, the specific strategies and actions to be taken to achieve the 

identified goals and outcomes, and the source and/or tools that will used to measure and evaluate progress and 

effectiveness. The work plans will also be used to help monitor and assess where changes are needed when the targeted 

results or outcomes are not being achieved. 

 

 INTRODUCTION 

Senate Bill 204, now Administrative Rule 309-014-0330 through 309-014-0340, established a Regional Health 

Improvement Plan (RHIP) for Central Oregon creating a four year comprehensive, coordinated plan for the tri-county 

area that would incorporate and replace all health and human service plans prescribed by the Oregon Health Authority, 

including but not limited to plans required by the State 430.640, 431.385 and 624.510 and plans required by the State 

Commission on Children and Families under ORS 417.705-417.801. 

 

The Central Oregon Health Board, in a delegated capacity, will function as the regional public health and behavioral 

health board for Crook, Jefferson and Deschutes Counties. This will facilitate the public health and behavioral health 

services being efficiently and effectively coordinate with the new Coordinated Care Organization which will be 

connected to the Central Oregon Health Council. 

 

The Central Oregon Health Council through the Central Oregon Health Board has been directed to conduct a regional 

health assessment and to adopt a RHIP to serve as the strategic population health and health care system plan for the 

region. The plan must define the scope of the activities, services and responsibilities that the Council proposes to 

assume upon implementation of the plan. 

 

The activities and services under this plan may include, but are not limited to: 

 

A. Analysis of public and private resources 

B. Health Policy 

C. System Design 

D. Outcome and quality improvement 

E. Integration of service delivery 

F. Workforce Development 
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Triple Aim: 

A POPULATION HEALTH PERFORMANCE SYSTEM 

The Triple Aim is a key part of the vision for a 

healthy Central Oregon, with the long term goal 

of making it the healthiest region in the nation. 

The Aims are: 

 Improve health of the population 

 Enhance the patient experience of care 

(including quality, access and reliability); and 

 Reduce or at least control the per capita cost 

of care 

 

 

 MISSION 
The mission is  to  transform  the  health  of  our  region’s  residents,  making  Central  Oregon  the  healthiest  region   in  the 
nation. The Central Oregon Health Council creates community alignment in pursuit of better health, better care and 
lower cost. 
 

 GUIDING PRINCIPLES 
 

1. Creation of efficient organizations  

2. Assurance of financial sustainability 

3. Reinvestment of shared savings  

4. High levels of transparency and accountability 

5. Flexibility and responsiveness  

6. Use of outcomes-based decision making principles  

7. Orientation toward whole person health 
 

 

In order to create a healthy Central Oregon, 
we must involve a broad group of 
stakeholders: 

 Chambers of Commerce and business 
community 
 

 School Districts 
 

 City and County Government 
 

 Community Colleges and Universities 
 

 Insurance companies 
 

 Consumers or customers 
 

 Hospitals and medical providers 
 

 Health and Human Service Organizations 
 

To start this process, we completed a regional assessment to identify the critical areas of need to move toward 

achieving a healthy community. 
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Priority Focus Areas 

1. Health Disparity and Inequities 

2. Access to Resources and Quality Services 

3. Early Childhood Wellness 

4. Safety, Crime and Violence  

5. Preventive Care and Services 

6. Chronic Disease Prevention 

7. Alcohol, Drug and Tobacco Use 

8. Behavioral Health and Suicide Prevention 

9. Oral Health 

10. Healthy Environments 

 
 

 ASSESSMENT PROCESS     (Full Health Assessment is on COHC Website) 
 

Compiling and using 150 pages of quantitative and qualitative data from a variety of Central Oregon Health and 

Community sources, the Regional Health Improvement Plan (RHIP) Data and Assessment Work Group met to review 

the data and to determine the critical issues impacting the tri-county area. The work group initially identified nine 

priority areas in which to focus and recommended those to the RHIP Steering Committee. The Committee accepted the 

nine and added a tenth area, healthy environment, to the list. These ten priority focus areas will be the focus of the first 

2012-2015 RHIP, and are listed in the blue box below. The following sections also provide a brief tri-county data 

summary and overview for each of the ten focus areas. 

 
There will be ongoing monitoring and assessment of the RHIP and related work plans to ensure progress is being made, 

to determine the effectiveness of the strategies used and to make adjustments as needed. Health statistics will also be 

monitored through the Healthy Community Institute web site that will be fully operational by the summer of 2012. The 

RHIP Steering Committee, with representation from the tri-county area, will meet on an annual basis to review and 

evaluate any changes in health statistics, to check on the status of the plan, and to make adjustments and updates 

when necessary. The RHIP plan is posted on the Central Oregon Health Council (COHC) web site 

www.cohealthcouncil.org.   

 

1. Health Disparity and Inequities 
 

Comparative mortality rates in areas of southern Deschutes 

County and northern Jefferson County are significantly higher 

than the state average and are considered a disparity (or 

difference) in health. Mortality in this case is related to 

geographic area, but the disparity is also inequitable as it is 

avoidable and unjust. It is no surprise that our rural areas have 

high rates of poverty, less access to services, and greater 

distances to travel for needed care, or that many individuals 

struggle to meet basic needs. These systematic barriers 

needlessly   impact   individuals’   health.   This   is   one   example   of  
disparity and inequity in our region. Many other disparities exist, 

warranting investigation to determine if these differences are 

equitable and just or not.  

 
Improving public health will require work toward health equity—
aiming for communities where all individuals have the 

opportunity to attain their full health potential, and where no 

one is disadvantaged from achieving this potential due to socially determined circumstance. 

 

Crook and Jefferson counties are consistently among the top 5 Oregon counties with highest food insecurity. Deschutes 

County has the largest total number of food insecure individuals in Central Oregon. In Crook County, the average cost 

per meal is nearly $1 higher than the rest of Oregon. It is estimated that more than 37% of children in Jefferson and 

http://www.cohealthcouncil.org/
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Crook Counties may be food insecure.  In Deschutes County, of all the food insecure adults and children, 45% are not 

eligible for SNAP or other federal food programs—a sizeable number of children and adults who may not be able to 

access much needed assistance.  

 

2. Access to Resources and Quality Services 
 

The ability to access resources, services or assistance is impacted by numerous factors, including transportation, travel 

distance and time, finances, social and cultural barriers, clinic flow, and the systems of care in place. An elderly person 

living alone and unable to drive may have financial means, but limited access to care. Similarly, a working single mother 

with  no  car  may  have  access   to  public   transportation,  but  can’t  afford  the  cost  of  unpaid   leave   from  work  to  access  
resources. More than 41% of Central Oregonians live in unincorporated areas and towns with less than 2,500 people.   

 

3. Early Childhood Wellness 
 

A  child’s   growth  begins   in  pregnancy  and   continues   into  adulthood.  Many   factors   impact   childhood  wellness:   social,  
environmental, physical, and cognitive. Children in environments unable to meet these needs are at increased risk for 

poorer health, safety, development, and the ability to learn. These unmet needs during childhood pose threats to 

health long into adult and later life. Early childhood wellness is a short-term investment for today and a long-term 

investment for the business, health, education and social sectors for decades to come, and can result in millions in long 

term savings to the social services and health system. 

 

4. Safety, Crime, and Violence 

 
Central Oregon counties have higher rates of confirmed child abuse and neglect than the rest of Oregon. This may be 

due to differences in reporting and resources in the system of care or it may be an actual higher rate of abuse/neglect.  

In 2009, Deschutes and Crook Counties were ranked in the top ten Oregon Counties with highest crude rate of total 

violent crimes reported. In the same year, Jefferson County was in the bottom ten Oregon counties for number of 

police per 1,000. Last year, more than 1,450 individuals in Central Oregon called an emergency crisis line about 

domestic violence alone. 

 

5. Preventive Care and Services   
 

“To   prevent”   literally   means   “to keep   something   from   happening”.   The   term   “prevention”   is   reserved   for those 

interventions that occur before the initial onset of disorder.  The improvements in health status are the result of a 

health system that influences health status through a variety of intervention strategies and services.  Health and illness 

are dynamic states that are influenced by a wide variety of biologic, environmental, behavioral, social and health 

service factors acting through an ecological model.  Preventive services and health promotion involve activities that 

alter the interaction of the various health influencing factors in ways that contribute to either averting or altering the 

likelihood of occurrence of disease or injury.  In Central Oregon, prevention activities can play a role in creating a 

healthier region.  Preventive services include immunization rates, teen pregnancy prevention, and screening 

mammograms along with other interventions. 
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6. Chronic Disease Prevention 
 

In the last 65 years, adult chronic disease has grown to be the main health problem for industrialized nations. 

Cardiovascular disease, cancers, diabetes and chronic obstructive pulmonary disease account for at least 50% of the 

global mortality burden. In Central Oregon, chronic diseases, including heart disease and cancer, are the leading causes 

of death for each county.      Crook   County’s   age-adjusted prevalence of adults with high blood pressure is 46.2%, 

significantly higher than 25.8% of adults for all of Oregon. Exposures, modifiable behaviors, and risk factors all play a 

role in the development of chronic disease in later life. When exacerbated by a mental health condition, the cost of 

chronic disease management grows exponentially, often two to five times more than someone without a mental health 

condition. 

 

7. Alcohol, Drug & Tobacco Use 
 

Death, disability and injury due to drug use take a significant toll on the lives of Oregonians each year.  In  fact,  Oregon’s  
death rate from alcohol–induced disease alone is 80% higher than the US rate.  A closer look at chronic disease death in 

Oregon discovers that 50% can be attributed to tobacco use, alcohol abuse and obesity directly.   

 
Central Oregon continues to see increasing rates from Alcohol, Tobacco and Other Drug use/abuse, and in some cases 

statistics show as significantly higher than State rates (death from alcohol-induced disease, adult 30-day alcohol use, 

and 8th grade 30-day alcohol use).  Of particular concern are high risk drinking (underage, heavy and binge 

consumption), marijuana use, prescription drug abuse and tobacco use. 

 
The region agrees that in order to improve long term health, prevention efforts should focus on making population-

based community change.  In order for healthy-decision making to occur, prevention efforts should target alcohol, 

tobacco and other drug prevention specifically, as well as the issues associated with such use, including but not limited 

to: suicide, bullying, teen pregnancy, violence, problem gambling, mental health, physical health and 

nutrition.  Communities throughout the region will develop plans with specific prevention strategies and projects that 

address the unique concerns and needs of each community. 

 

8. Behavioral Health and Suicide Prevention 
 

Oregon suicide rates have been higher than national rates for two decades.  It is estimated more than 9,000 adults in 

the tri-county region have serious mental illness. Roughly 1/3 of Central Oregon 11th graders reported having a 

depressive episode in the last year. High depression scores are associated with poor academic achievement, anxiety, 

and poor peer and teacher relationships.  

 

The extent of the need for behavioral health services and the capacity to provide services should be included and 

studied as part of the Access focus area work. Early risk factors and prevention data also needs to be investigated as 

related to behavioral health. 

 

9.  Oral Health 
 

Though frequently identified by providers and community members as a problem in Central Oregon, there is little 

recent data to estimate total burden of poor oral health in the region. Poor oral health can cause pain, discomfort, and 

disfigurement; it can affect   an   individual’s   quality   of   life,   ability   to   eat   and   to   speak,   and   can   interfere   with  
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opportunities  to  learn,  work,  participate,  engage  and  contribute.  What’s  more,  oral  health  is  related  to  chronic  disease  
in later life, and results in increased avoidable emergency department usage, further increasing regional healthcare 

costs.  

 

10. Healthy Environments 
 

There   is  much  to   learn  about  the  specific  environmental  health  characteristics  of  Central  Oregon’s  communities.  The  
ecological surroundings of individuals, families, communities and regions impact the options available to individuals to 

reach their full potential for health. Environments—on any scale—simultaneously impact and are impacted by those 

within them. Built and natural environment directly impact human health, and humans directly impact the built and 

natural environment.   

 

Current and relevant data on all scales of environment is lacking in the Central Oregon region.  Locations of stores to 

purchase affordable fresh fruits and vegetables impact healthy choices.  Promoting and encouraging the safe and 

affordable alternative commute options impacts the behaviors of individuals to choose alternatives to driving, thus 

impacting the environment. Safe and easily accessible places to play outdoors impacts the ability of children to play 

outside. 

 

 

 SOCIO-ECOLOGICAL PLANNING MODEL  (Attachment 2) 
 

This model looks at planning in a connected approach. It recognizes there are small units for planning and large units 

for planning. It is understood that small moves contribute to large moves and large moves, and the large in turn 

contribute to the small. There is ecological synergy in how we address health issues promoting more holistic, 

coordinated and population based planning structure.  

 

This model includes the following five areas: 
  

 Individual – Enhancing skills, knowledge, attitudes and motivation 
 

 Interpersonal – Increasing support from friends, family and peers 
 

 Organizational – Changing policies and practices of an organization 
 

 Community – Collaborating and creating partnership to effect change in the community and increase the 
efficiency and effectiveness of care 

 

 Public Policy – Developing, influencing and enforcing local, state and national laws which promote health 
and create safe and healthy environments 

 

Improve	  Equity	  and	  Increase	  Access	   
(Attachment	  3	  for	  definitions) 
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 Improve Health Equity and Population Health 
 

 Indicators and Metrics for Health Inequities  (SES) 
Social Determinants – a primary approach to achieving health equity (CDC) 

 
Social Status (education, ethnicity, race) 

 Kindergarten readiness assessment(TBD)  
 Academic progress over time(OAKS 
 Absenteeism – specifically fewer than 18 days in 6th grade 
 3rd grade reading and math scores(OAKS) 
 8th grade algebra (and/or other standardized test scores?) 
 Credits earned in 9th grade 
 High School graduation or completion rates (including GEDs)-(need to decide 4 or 5 year rate) 
 College credits earned in high school(per student) 
 Work skills, attitudes and/or behavior(needs better definition) 
 Life skills and problem solving skills(needs better definition) 

 
Economic Status and Environment  

 Number of children in free and reduced lunch program 
 Median household income, per capita income, SES, SAIPE 
 Poverty rates 
  TANF,  
  Food Stamps, 
  Child Care Subsidies 
 Food insecurity 
   free and reduced lunch rates  
 One day homeless count, school age homelessness(ad hoc data only available) 
 Housing conditions(needs better definition) 

 
Work Status (occupations and, jobs per capita) 

 Employment opportunities for living wage jobs(needs better definition) 

 
 Data Snapshot 

 

 The number of school districts meeting or exceeding the state benchmarks in reading and math varies by 
county.  All school districts met or exceeded the 3rd grade reading benchmark.  Only Bend-La Pine and Sisters 
school districts met or exceeded 3rd grade math benchmark.  Bend-La Pine, Sisters, and Culver met or 
exceeded the 8th grade math benchmark.  Jefferson County SD was well below the Oregon target of 70% for 
both 3rd and 8th grade math (2010-2011) 

 Graduation rates  (4 year cohort) for Central Oregon school districts were as follows:  Crook County 67%, 
Jefferson County 57%, Bend – La Pine 68%, Redmond 49%, and Sisters 80%   *Redmond School district 4 year 
graduation rate may be low due to participation in the Advanced Diploma 

 The percentage of children living at or below the federal poverty level for Crook, Deschutes, and Jefferson 
Counties are 29%, 22% and 34%, respectively 

 The percentage of children qualifying for free and reduced lunch for Crook, Deschutes, and Jefferson 
Counties are 61%, 52% and 80%, respectively 
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 Jefferson County has the highest percentage of children on free or reduced lunches in the state, while having 
the lowest percent (72%) of 3rd graders meeting the state benchmark (in 2009-2010) 

 2,271 people were reported homeless during the tri-county One Day Homeless count on January 27, 2011 
(down from 2,401 in 2010) 

 Nearly half of those experiencing homelessness during the 2011 count were under age 18 (significantly higher 
than 2010)  

 The number of homeless pregnant and parenting teens under 18 decreased significantly from 19 to 7 
between 2010 and 2011   

 20% of those experiencing homelessness report as disabled, a majority of whom stated that they suffer from 
a psychiatric disability  

 In nearly all categories, Hispanic and Native America populations were over-represented 

 
Goal 1: Improve Education Success for all Central Oregon Students  
(with emphasis on those experiencing disparities) 
 

Organizational Strategies 

 Provide training to develop a community and education workforce, working together, that is not only more 
aware of the social determinants of health and what they can do to address inequities 

 
Community Strategies 

 Convene and/or support local partnerships among tri-county region public health agencies, community-based 
organizations, ESDs, and local school districts to support health improvement strategies for students 

 
Public Policy Strategies 

 Support educational success as a primary means of reducing  child  poverty  and   improving  children’s  health  
(e.g. through School Based Health Centers, OHP application assistance for qualified uninsured children and 
Community Schools) 

 
Goal 2: Address Basic Needs, Living conditions and Environments  
 

Organizational  Strategies 

 Develop a simple tool that quickly gathers basic needs and living conditions 

 Use community health workers or other supports to help patients connect with organizations to meet basic 
living needs 

 
Community Strategies 

 Continue to let the community know about food insecurity needs through media 

 Support food banks and other food distribution centers to assist people meeting some of their food needs 

 Promote healthy environments for local income housing 

 Find ways to support people in housing to reduce homelessness 
 

Public Policy Strategies 

 Public and non-public organizational policies must take into consideration the basic needs and healthy 
environment for the residents 

 
Goal 3: Increase Number of Living Wage Jobs in the Region   
 

Organizational Strategies 

 Organizations should evaluate their salary and benefits to see if it meets the living wage standard 
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Community Strategies 

 Encourage the economic development of living wage jobs 

 Economic development organizations and groups must addressing living wages in their establishment and 
recruitment of new businesses 

 
Public Policy Strategies 

 Promote livable wage jobs as a part of economic development plans 

 Counties,  cities  and  chamber  of  commerce’s  must  continue to collaborate and where appropriate consolidate 
their efforts in pursuing business that provide living wage jobs 

 
 

 Increase Access 
 

 Indicators and Metrics 
 

Health services, medical care 
 Number and percentage of population with medical insurance(ad hoc data only)   
 Number and percentage of population with a primary care provider(BRFSS-but old data) 
 Under and uninsured(data not available) 
 Capacity and availability of care, services and resources(needs better definition) 
 Hours of operation, wait time, wait lists 
 Challenges for specific populations: adults/seniors, multicultural(needs better definition) 
 Well trained work force (including cultural awareness training(needs better definition) 
 Outpatient utilization 

 Emergency room utilization 
 

Physical environment  
 Geographic isolation(distance to health care facility) 
 Transportation challenges 

 
 Data Snapshot 

 

 In Crook and Jefferson Counties, an estimated 12.3 to 19.1% of all residents are uninsured.  In Deschutes 
County an estimated 12.2 to 18.6% of all residents are uninsured 

 Those individuals (ages 19-64) who make two times the Federal Poverty Limit or less have the highest rates of 
uninsured 

 The percent of uninsured children (18 years and younger) in Crook and Jefferson Counties is estimated to be 
9.7%, while percent in Deschutes County is 4.1% 

 
Goal 1: Increase Access to Quality Health Care (with emphasis on those experiencing 
disparities) 
 

Individual Strategies 

 Address geographical barriers (transportation, bringing services to isolated individuals) 

 Promote individual utilization of self-management approaches to health care conditions 
 

Organizational Strategies 

 Make services available outside of normal work hours, including weekends 
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 Implement Patient Centered Medical Homes in Primary Care settings and increase use of Health Engagement 
Team to support primary care 

 Evaluate the need for and access to primary care providers 

 Increase use of telehealth to make use of specialty care more efficient and effective and increase access to 
such care in rural areas 

 Use community outreach workers, peer support mentors or community health workers to identify and 
intervene on barriers to accessing medical and behavioral health Services 

 Assure quality, timely access to reproductive health services as a part of implementing healthcare reform 
 

Community Strategies 

 Safety Net services engaged in collaborating with health care services. 

 Identification of and intervention with barriers to accessing medical and behavioral health services  

 Increase community wide development of population self-management programs like the Living Well 
Program 

 Seek funding for uninsured that would help fund a primary care provider position, like at Volunteers in 
Medicine (VIM) 

 For uninsured, recommend providers, hospital and others explore joint fund financial contribution to 
strengthen ShareCare Program 

 Develop a system to assure Oregon Health Plan (OHP) members have access to needed behavioral health 
services 

 For OHP, embed access improvements and incentives with individual Central Oregon Independent Practice 
Association (COIPA) provider agreements and improvements with other providers such as St. Charles, Bend 
Memorial Clinic and others 

 Promote access and support School Based Health Centers 
 

Public Policy Strategies 

 Support maintenance of current funding for access to health care coverage through Oregon Health Plan and 
School Based Health Centers 

 
Improve	  Health	   

 Early Childhood Wellness  (prenatal through age 6) 

 
 Indicators and Metrics (within five domains) 

 

Maternal and Child Health:  
 Prenatal care by first trimester 
 smoking during pregnancy, 
 post-partum depression(PRAMS)  
 birth weight,  
 breastfeeding rates  
 immunization rates,  
 child abuse 
 
Language and Literacy: Age appropriate vocabulary, key literacy measures(need better definition)  
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“Providing developmental assessments and 
intervention services for young children 
experiencing significant adversity before 
they exhibit problems in their behavior or 
development will increase their chance for 
more  positive  life  outcomes.”   

National Scientific Council on the 
Developing Child 

Social/Emotional Development: Quality early childhood care and education settings including child care and preschool, 
healthy attachment, behavioral indicators for school readiness, cultural identity(need better definition) 

Parent and Family Support: Family and parent involvement, realistic parental expectations and interactions, family 

stability, role and engagement of father figure(need better definition) 

Cognitive Development: Problem solving abilities, age appropriate cognitive ability, adaptability(need better definition) 
 

 Data Snapshot 
 

 Over the past ten years, the rates of low and very low birth weights in the tri-counties have usually exceeded 
the state rate.  From 2000-2009,  these rates were as follows:  Crook County 51.05, Deschutes 57.93, 
Jefferson County 66.24, per 1,000 live births 

 The percent of live births with adequate prenatal care is better than the state rate in Crook and Deschutes 
Counties.  In Jefferson County, the percent of live births with inadequate, late, or no prenatal care is well 
above the state rate, indicating a problem area 

 The percentage of births to unwed mothers in 2009 in Oregon, Crook, Deschutes, and Jefferson Counties 
were 35%, 34%, 30%, 49%, respectively 

 Percent of WIC moms who started out breastfeeding was as follows:  Crook County 83%, Jefferson County 
90%, and Deschutes County 94% (2010)  

 The percent of live births with maternal alcohol, tobacco, or illicit drug use varies by county.  In Crook County, 
maternal tobacco use is problematic, while Jefferson County struggles with maternal alcohol use.  Deschutes 
County numbers are similar or better than the state rates with regard to all three behaviors  

 The 2010 rate of teen pregnancy (per 1,000 females ages 10-17) is higher than the state rate (7.3) in Jefferson 
County (13.4), but lower than the state rate in Deschutes County (6.1).  Due to privacy regarding small 
numbers, Crook County rates are not reported, however  health professionals in that area have identified this 
as a concern  

 The prevalence of childhood serious mental illness (< age 18) is 13% in Warm Springs, 12% in Jefferson 
County, 11% in Crook County, and 10% in Deschutes County (2008) 

 The two year old immunization rates were as follows:  Crook County 76%, Deschutes County 69%, and 
Jefferson County 77%.  The state rate is 73%.  There is a public health concern in Deschutes County due to the 
growing number of parents who are opting out of some or all immunizations for their children  

 The state is in the process of developing assessment tools that will measure language/literacy development, 
cognitive development, and social emotional health, and family support 

 The state is in the process of developing a tiered quality rating and improvement system that  will help assess 
quality in early care and education settings  

 
Goal 1: Develop and Coordinate Early Childhood System Data Collection and Services  

 

Organizational Strategies  

 Develop universal screening and data collection systems for prenatal through six year olds that integrate with 
regional system(s) including recommendations for a unified and coordinated system for tracking, compiling, 
analyzing, and summarizing data 

 All children 0-5 years of age will be screened in all five 
domains at pre-determined intervals (tools and intervals 
defined by the state) through well baby checks 

 
Community Strategies 

 Support early childhood programs which implement and 
evaluate early childhood wellness media campaigns 
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“High  quality  care  is  associated  with  
children’s  positive  development  of  language  
and cognitive function, social skills, and 
emotional  well  being.”  

The  Economic  Impact  of  Oregon’s  Child  
Care Industry, 2010 

 Coordinate support for families across Early Learning and Health Care Systems through Family Resource 
managers and Community Health Workers 

 Need a demographic picture, using data, of enrollment in early childhood programs (ECP) 

 Need data to address location and accessibility to ECP 

 Make sure, based on the data, that the ECP are culturally competent 

 Conduct assessment to determine whether evidence based curriculum being used and whether ECPs are 
effective in preparing children for school 

 

Goal 2: Improve Coordination and Quality in Early Childhood Care and Education (ECE) 
Settings  

 

Interpersonal Strategies 

 Educate parents about the importance of quality in ECE settings and what standards to look for so they will 
expect and demand quality 

 
Organizational Strategies   

 Implement best practices in ECE     
 settings 

 Pursue continuing education or   
 accreditation for ECE providers 

 
Community Strategies 

 Increase involvement from the business community in 
supporting early childhood programs as an economic 
development strategy  

 When   available,   utilize   Kindergarten   Readiness   data   to   identify   origin   of   children  who   arrive   “not   ready”;  
offer and/or require remediation (and technical support) for providers with children from their facility that 
are arriving unprepared or not meeting standards 

 When available, utilize the Tiered Quality and Improvement Rating System to monitor and assess quality in 
ECE settings   

 Continue to incorporate integration of WIC services as a part of the health and education transformation 
framework and planning 

 
Public Policy Strategies  

 Promote policies to increase quality standards for providers. Support and monitor development and 
implementation of improved quality child care standards 

 Provide comparative data on facilities 

 Fund child care assistance programs adequately such as Employment Related Day Care (ERDC) 
 

 

Safety, Crime and Violence Prevention 

 
 Indicators and Metrics 

 

Child (0-18) 
 Child abuse rates 
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 Assault and violent crime rates 
 Runaway and homeless youth(ad hoc one night data) 
 Bullying incidents 
 Pro-social skills and behaviors(needs better definition) 
 Life skills and problem-solving skills(needs better definition) 
 Juvenile crime rates and indicators, , referrals and/or suspensions for delinquent behavior 
 % of youth not entering or moving further into the juvenile justice system at 6 month and 1 year assessments  
 % of youth with reduced risk factors as measured by the JCP Risk assessment at  6 mo. and 1 year 

assessments 
 Foster care rates 

 
Adult 

 Domestic/interpersonal violence 
 Assault 
 Elder abuse rates 

 
 Data Snapshot  

 

 The total crimes rate (per 10,000 population) was lower in each county than the state rate of 338, although 
by county ranking Deschutes ranked 3rd with 337, Jefferson ranked 12th with 268, and Crook ranked 31st  with 
68 (2010) 

 The violent crimes rate (per 10,000 population) was lower for each county than the state rate during 2008-
2009.  Deschutes County exceeded the state rate in 2010. County ranking indicate Deschutes ranked 4th with 
31, Jefferson ranked 24th with 7, and Crook ranked 21st with 10 (2010).  The state rate was approximately 23. 

 The juvenile arrest rate was higher in all three counties as compared to the state rate between the years 
1990-2008.  In 2008 and 2009, however, the county rates were the same or better than the state rate.  
County ranking indicate Deschutes ranked 9th with 203, Jefferson ranked 16th with 155, and Crook ranked 14th 
with 172.  The state rate was 200 (2009) 

 2010 reversed a five year downward trend in child abuse and neglect victim rates in Deschutes County.  
Crook and Jefferson Counties have also experienced increased rates in the past two years.  The rate per 1,000 
children was 9.5 in Crook County, 8.1 in Deschutes County, and 13.3 in Jefferson County.  The state rate was 
12.7 (2010). 

 The foster care rate per 1,000 children was 5.0 in Crook County, 3.6 in Deschutes County, and 7.5 in Jefferson 
County. Deschutes and Jefferson Counties experienced an increase in point in time rates from 2009-2010 
while at the same time experiencing an increase child victim rates 

 Nearly  half  of  the  people  identified  at  last  year’s  Regional  One  Night  Count  were  under  the  age  of  18.  Out  of  
those 1,032 youth, 189 were unaccompanied youth or not living in the physical or financial care of their 
parent or guardian.  In this region there are 49 beds that are youth specific. That is 140-bed discrepancy from 
the count 

 Current 30 day waiting list for only homeless shelter serving youth in the region. A $50,000 federal grant for 
staffing and basic needs supplies for the Street Outreach Program was not renewed resulting in further 
decline in capacity to serve runaway and homeless youth at time when need has increased  
 
Regional Homeless Student Count by School District 2010-2011 

Bend La Pine 726 4.6% 

Crook County 40 1.4% 

Culver 47 7.4% 

Jefferson 94 3.4% 

Redmond 235 3.4% 
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Sisters 35 2.7% 

 

 Average age of runaway and unaccompanied youth served at Cascade Youth and Family Center is age 15, 53% 
are female, 46% male and 1% transgendered 

 Top Problems (self reported by youth): parent/ youth conflict, neglect, substance abuse by the adult 
caregiver and/or poor school attendance and behind in credits to graduate 

 
Goal 1: Decrease Child Abuse and Neglect 

 
Community Strategies   

 In Spring/Summer of 2012, convene Central Oregon child abuse prevention teams and regional partners to 
review current data trends, issues and barriers related to child abuse in the tri-county area. Develop local and 
regional plan and strategies to reduce child abuse and neglect in Central Oregon 

 Continue to identify resource development opportunities to fund and address identified needs and service 
providers working to decrease child abuse 

 Community and providers in the region engage in child abuse prevention training, such as Darkness to Light 
Training 

 
Public Policy Strategies  

 Enforce policies, such as mandatory reporting and safety protocols, in order to decrease child abuse 
 Enforce staff background checks for  “recorded”  facilities 
 Change zoning and / or licensing regulations to meet the needs of providers 
 Work with policy makers in the tri-county area to advance the awareness of the lifetime social and economic 

impact of child maltreatment, to ensure support for programs proven to reduce child maltreatment (i.e. 
Nurse Family Partnership, Healthy Families) 

 
Goal 2: Reduce Incidence of Domestic and Interpersonal Violence (including elder abuse) 
 

Community Strategies 
 In Spring/Summer of 2012, convene the tri-county domestic and interpersonal violence prevention partners 

and service providers to review current data trends, issues and barriers related to interpersonal violence in 
the tri-county area. Develop local and regional plan and strategies to reduce interpersonal violence in Central 
Oregon  

 Continue to identify resource development opportunities to fund and address identified needs and service 
providers working to decrease interpersonal violence and elder abuse 

 
Goal 3: Improve Safety for Runaway and Homeless Youth 

 
Individual Strategies 

 Provide emergency and transitional shelter 
 Promote and make available evidence-based Life Skills training  
 Provide needed educational and social services (e.g. drug and alcohol assessment and treatment, tutoring, 

medical and dental care)  
 

Community Strategies 

 Create a drop-in center for homeless, independent youth or youth who are on the verge of becoming 
homeless   

 Continue to promote, support and expand Community School initiatives as a poverty prevention strategy that 
provides supervision during non-school hours and as a strategy proven to improve academic achievement    
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Goal 4: Develop Regional Strategies to Reduce Juvenile Crime 
 

Individual Strategies 

 Provide individual group opportunities in skill development for youth 11-17, to include Girls Circle, Boys 
Council, etc. 

 Provide individualized case management to youth 11-17 with three or more risk factors to decrease further 
involvement in juvenile justice system 

 

Community Strategies 

 Provide community service/involvement opportunities for youth 11-17 involved in Juvenile Crime Prevention 
Programming 

 

Public Policy Strategies 

 Development of regional Youth Council structure to provide accountability and advocacy for JCP and Youth 
Investment funding for region 

 
 
Improve Preventive Care and Services 
Prevention services are both individual based and population based and must recognize the cultural uniqueness of an 
individual and community, must be based on data and must engage youth, parents, adults, other community members, 
providers and other community partners. 

 

 Indicators and Metrics 
 

 2 year old immunization rates 

 Influenza Immunization Rates(APACD) 

 Pneumonia Immunization Rates(APACD) 

 Teen pregnancy rate 

 Chlamydia rates 

 HIV rates 

 Percentage of reproductive age women using effective contraceptive method(not available) 
 

 Data Snapshot 
 

 The two year old immunization rates were as follows:  Crook County 76%, Deschutes County 69%, and 
Jefferson County 77%. The state rate is 73%. (2010). There is a public health concern in Deschutes County due 
to the growing number of parents who are opting out of some or all immunizations for their children.  
Deschutes   County’s   kindergarten religious exemption orate of 9% for the 2010-2011 school year is 
substantially higher than the state average of 5.6% 

 The 2010 rate of teen pregnancy (per 1,000 females ages 10-17) is higher than the state rate (7.3) in Jefferson 
County (13.4), but lower than the state rate in Deschutes County (6.1).  Due to privacy regarding small 
numbers, Crook County rates are not reported, however  health professionals in that area have identified this 
as a concern  

 The aggregated incidence rate (per 10,000 population) for chlamydiosis, 2005-2010, is  21.67 for Crook 
County, 25.7 for Deschutes County, and 42.81 for Jefferson County 

 The aggregated incidence rate (per 10,000 population) for gonorrhea, 2005-2010, is .97 for Crook County, .54 
for Deschutes County, and 2.66 for Jefferson County 

 The number of cases (per 100,000 population) of persons living with HIV or AIDS in 2010 were as follows:  
Crook County 0-26.4; Deschutes County 26.5-53.9; Jefferson County 26.5-53.9  
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Goal 1: Improve Immunization rates in Central Oregon  

 

Individual Strategies  

 Provide education to new parents about the benefits of immunizations (in the hospital through Healthy Start 
or NFP, at the pediatrician’s  office,  at  WIC) 

 Provide education and training to clinic staff on quality improvement activities to increase clinic 
immunization rates 

 
Organizational Strategies  

 Require immunizations for enrollment in childcare and preschool settings 

 Mitigate refusal rates for immunizations for education setting (K-12) 

 Ensure easy and affordable access to immunizations through school based health centers and private clinics 

 Promote adult vaccination for flu, pneumonia, and shingles 

 Provide education about the benefits of immunizations (in the hospital through Healthy Start or NFP, at the 
pediatrician’s  office,  at  WIC)  and through primary care provider 

 Leverage electronic medical record (EMR) reporting capabilities to allow for better tracking and outreach 
within the primary care setting and could EMR be integrated with ALERT system 

 
Community Strategies   

 Inform the public, through traditional media, social media, school newsletters, and tabling at children 
focused events about importance of immunizations 

  Maintain a strong immunization coalition that includes representatives from private and public clinics 

 Clear provider consensus on communication with patient on recommended immunizations 
 
 
Public Policy Strategies 

 Enforce policies to ensure immunizations 

 Partner with Oregon Health Authority to strengthen immunization laws 

 
Goal 2: Communicable Disease (CD) Prevention – Seven days per week response for CD 
investigation, community education and intervention 

 

 Maintain practice and standard of a seven day a week response  capability for communicable disease 
investigation, responding and  implementing control measures for reportable diseases 

 Maintain Tuberculosis case management to provide care and service     management and to assure 
communication  with  the  patient’s  primary  care  physician 

 Make available, through multiple media sources, information to the     public about communicable diseases 
and their prevention 

 Increase testing of Chlamydia  

 Increase HIV testing – standard screening 
 

Goal 3: Strengthen Family Planning Services and Reduce Teen Pregnancy 

 
Organizational Strategies 

 Use the public health referral cheat sheet for family planning 

 Develop guidelines for prescribers in public health services 

 Maintain the family planning services, primarily through public health, for sexually active teens 

  Maximize resources for family planning medications to increase access 
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 Increase outreach for women in need for reproductive health services 
 

Public Policy Strategies 

 Evaluate our drug prior authorization policy 
 

 
 Chronic Disease Prevention 

 

 Indicators and Metrics 
 

 Obesity rates 

 Physical activity rates 

 Controlling high blood pressure(not available except MRR for Medicare) 

 Cholesterol screening percentages 

 Asthma rates(DMAP) 

 Death rates  

 Living Well participants(needs better definition) 

 Breast and cervical cancer screening 

 Breast cancer rates 

 Diabetes rates 

 A1C checked annually(not easily available) 

 Pulmonologists, or Allergists-Controller/Rescue Ration>=.45% among asthmatic patients 

 Number of patients participating in colorectal and mammogram cancer screenings  

 Primary Care sensitive hospital admission for chronic conditions (diabetes, asthma, Congestive Heart Failure, 
and Chronic Obstructive Pulmonary Disease)  

 
 Data Snapshot 

 

In the last 65 years, adult chronic disease has grown into the main health problem for industrialized nations. 

Cardiovascular disease, cancers, diabetes and chronic obstructive pulmonary disease account for at least 50 % of the 

global mortality burden. In Central Oregon, chronic diseases are the leading causes of death for each county.  Crook 

County’s  age-adjusted prevalence of adults with high blood pressure is 46.2%, significantly higher than 25.8% of adults 

for all of Oregon. Exposures, modifiable behaviors, and risk factors all play a role in the development of chronic disease 

in later life.  

 
Goal 1: Improve community health and wellness  

 
Individual 

 Access information resource Centers Wellness media campaigns through print, radio, or television 
 

Community Strategies 

 Public education on mental health, suicide prevention & intervention, and physical health (i.e. workshops, 
seminars, classes) 

 Promote and raise awareness for healthy decision-making (i.e. activities supporting bullying prevention, 
suicide prevention, problem gambling prevention, obesity prevention, gender specific activities, cultural 
diversity activities, and health & wellness activities) 
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Organizational Policy Strategies 

 Consider organizational policy strategies that promote health and wellness of employees 
 

 
 
Public Policy Strategies 

 Assess, promote and improve access to healthy lifestyle choices (i.e. biking to school/work, healthy food 
options at school/work/community)   

 Consider other public policies that will contribute to  improving mental health and physical health 

 Promote safe fund in the public arena to maintain wellness  
 

Goal 2: Cardiovascular Disease Prevention 
 

Individual Strategies 

 Promote exercise and healthy diet 
 Monitor to see that lab screening is done 

 Annual physical exams with Primary care Provider for risk management as well as early identification and 
treatment of hypertension and hyperlipidemia 

 
Organizational Strategies 

 Complex Care and Advanced medical management 

 Care coordination 

 Promote individual prevention or self-management of cardiovascular disease through patient education, like 
the  “Living  Well  Program”,  and  through  engaging  patients  as  active  participants  in  the  development of their 
treatment plan 

 Assure that appropriate lab screening is completed and reviewed with the patient 
 

Community Strategies 
 Community education and prevention that focus on healthy diets at all ages and the value of exercise 

 Accessible, affordable smoking cessation programs 

 Community education, with cultural considerations, focusing on nutrition and healthy food choices 
 

Public Policy Strategies 
 Promote policies that make walking easier and safer 

 Explore the possibilities of other environmental factors that may contribute to cardiovascular disease 

 
Goal 3: Cancer Prevention 

 
Individual Strategies 

 Promote reminders and ease of access to follow up care 
 Promote the use of sun screen and other protectors from over sun exposure 

 Annual physical exam with Primary Care Provider 
 

Organizational Strategies 
 Care coordination and use of community health workers 

 Develop and promote good electronic health information exchange that promotes collaboration and 
coordination of care 

 Leverage electronic medical record systems within the primary care setting for tracking and 
reminder/outreach to patients for timely screening and exams 
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Community Strategies 
 Promote community prevention and early intervention through community education 

 Promote mammograms and Pap smears as good preventive screening 

 Develop a Task Force to consider focused project(s) to improve colon cancer screening 

 Provide known care gaps to PCPs regarding breast cancer 
 

Public Policy Strategies 
 Examine policies that may contribute to environmental factors that contribute to cancer 

 Coordinate and enhance Media Blast 

 
Goal 4: Complex Care 

 
Community Strategies 

 Develop a comprehensive complex care strategy (CCCS) 

 Develop a detailed business and operations plan, as a part of the CCCS, for a freestanding complex care 
center 

 Develop short term opportunities into successes of a comprehensive complex care strategy for Central 
Oregon 

 Self-Management skills is a part of complex care strategy, Living Well is an example a evidence based 
program 
 

  

ALCOHOL, TOBACCO AND OTHER DRUGS 
 

 Indicators and Metrics 
 

 Youth 30-day marijuana, tobacco, alcohol and prescription drug use 

 Adult current tobacco use (including prenatal tobacco use) 

 Prenatal tobacco use 

 Tobacco use in Coordinated Care Organization members 

 Use of SBIRT(what contests, frequencies by individual or by visit or by agency) 

 Death from alcohol induced disease 
 

 Data Snapshot  
 

 Central Oregon has the highest rate of current alcohol consumption, teen consumption and overall alcohol 
dependence, as compared to the State 

 Rate of death from alcohol induced 
disease is of particular concern.  
Jefferson County is statistically 
significantly higher than the State rate 
and has been for several years. 

 Central Oregon youth have a high rate of 
“new”  users  of  marijuana  smoking 

 Amongst youth, prescription drug use 
trend has had a notable increase 

30-day Use by Drug Type. 2010 Oregon Student Wellness 

Survey 

 
Crook Deschutes Jefferson 

 
8th 11th 8th 11th 8th 11th 

Alcohol * 43.4 24 41.6 20.9 39.4 

Marijuana * 21.4 13.2 25 14.3 16.1 

Prescription 
Drugs * 12.7 4.9 6 2.7 9.6 

Cigarettes * 22.4 8.8 12.5 9.3 19.7 

Other 
tobacco * 24.3 5.2 13.3 10 23.4 

*sample size too small to 
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 The chart displays 30-day use rates by drug category for 8th and 11th graders in each respective County.  As 
noted in yellow some rates are statistically significantly higher than the State of Oregon.  
 

Goal 1: Reduce Alcohol / Tobacco / Other Drug Use 

 
Individual 

 Access to information resource centers 

 Media Campaigns through print, radio, or television 
 

Community Strategies 

 Central Oregon will actively engage and support coalitions through facilitation and technical assistance to 
implement the Strategic Prevention Framework model and evidenced based strategies as well as support 
resource development (i.e. enforcement of underage drinking laws such as minor compliance checks)  

 Public education and training on substance use/abuse (i.e. workshops, seminars, classes) 

 ATOD-Free activities support (i.e. ATOD-free activities, events, Fair, Red Ribbon, after school activities)  

 Youth education & involvement (i.e. drug prevention curriculum in schools, youth leadership, youth coalition 
efforts) 
 

Public Policy Strategies 

 Policy leaders will coordinate implementation and enforcement of consequences as outlined in alcohol, 
tobacco, and other drug (ATOD) protocol 

 Develop a regional approach to comprehensive prescription drug drop off sites in every county 

 Resource and referral development (i.e. Tip Box, Tip Line, Text Line, CRT) 

 Work with regional partners to establish 100% tobacco free policies at all educational centers and 
government properties (state and local) 

 Resource and referral development (i.e. Tip Box, Tip Line, Text Line, etc.) 

 Increase policy efforts to reduce exposure to secondhand smoke where community members live by working 
with all multi-unit housing properties in the tri-county region to voluntarily go smoke free, with a priority on 
the local housing authority  

 Consider other public policies that will reduce ATOD use and related issues 
 
 
 

 BEHAVIORAL HEALTH AND SUICIDE PREVENTION 
 

 Indicators and Metrics 
 

 All-age suicide death rate 

 Suicide ideation measures (Oregon Student Wellness Survey)-is data available and consistent 

 
 Data Snapshot 

 

 Oregon suicide rates have been higher than national rates for two decades in tri-county region 

 Total number of suicides from 1993-2010 have been 69 for Crook, 398 for Deschutes, and 66 for Jefferson 
counties respectively 

 
Goal 1: Utilize Evidence Based Strategies to Reduce Suicide Risk Factors   

 

Individual Strategies 
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 Increase  the  public’s  awareness of how to help someone at-risk for suicide by providing suicide prevention 
presentations 

 
Community Strategies 
Develop a regional approach to suicide education using evidenced based strategies in order to prevent and reduce 
suicide attempts and completions 

 
 Oral Health 

 
 Indicators and Metrics 

 

 Number of children K-5 with untreated tooth decay(need better definition) 

 Number of emergency department visits showing dental codes 

 Number people treated in hospital operating room for dental diagnosis 

 Students graduating from high school with no tooth decay(need better definition) 
 

 Data Snapshot 
 

 2010 29% of K-5 children in Crook County has untreated decay 

 Less than 50% of Oregonians have at least one dental visit a year let alone a preventive visit 

 Fee for service dentistry leads to focusing on “sick  care” service delivery model 

 Upwards of 40% of Oregonians either do not have the ability or the resources to access traditional 
restorative/replacement dental care 

 Access to dental care is challenging due to the limited number of providers who participate in the Medicaid 
Program 

 
Goal 1: Improve the Dental Health of Children, Youth, and Adults 

 
Individual Strategies 

 Care of teeth through brushing, eating right and regular preventive check ups 

 Teeth varnish on 12 month old 

 1st grade and 6th grade students get sealants 
 
Organizational Strategies 

 Create dental homes in every community 

 Conduct primary care provider (PCP) education so that fluoride varnish could be done in the PCP office 

 Improve education and coordination between dentists and medical care providers regarding importance of 
dental care during  
 

Community Strategies 
 Promote values of children getting good care of teeth through preventive strategies including fluoride varnish 

and distribution of Tooth Tool Kits to K-8. 

 Provide community education on the need for pregnant women to care for their teeth which in turn helps 
their unborn child 

 
Public Policy Strategies  

 Promote healthy access to school snacks 
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 Healthy Environments 

 

 Indicators or metrics 
 

 Number of food borne disease outbreaks(counts and rates) 

 Air Quality Index Exceeding 100 

 Number of water borne disease outbreaks 

 Number of times land use plans and housing developments address health issues in their plans(needs better 
definition) 
 

 Data Snapshot  
 

 One in six Americans get a food borne sickness 

 3000 Americans die each year from food borne infections 

 Food borne infections caused by bacteria, viruses and parasites not toxic substances 

 Built environments can include in the design physical activity components that because of the activity will 
prevent diseases and prolong life 

 Physical inactivity and poor diet cause estimated 400,000 deaths annually from chronic diseases in the United 
States in 2000 

 
Goal 1: Improve the Quality of Air, Water, and Food 

 
Individual Strategies   

 Promote carbon monoxide dictators in all homes to protect and improve health 

 Encourage radon testing in all homes where geology indicates there is a threat  
 
Community Strategies 

 Protect the quality and quantity of drinking and sub-surface water 

 Reduce exposure to food to air, water and hand borne-contaminants 

 Built environments, land use planning and housing plans must include the health impact of the plan and 
include it in the decision making processes for permits 

  Maintain public health food inspection programs to aid in safe food for public consumption assuring 
adequate and trained sanitarians for licensure, inspection and enforcement 

 Maintain current practice of investigating complaints and cases of foodborne illness 

 Support use and sale of locally grown fruit and vegetables as a means of promoting freshness and quality 

 
Improve	  Health	  Care	  and	  Service	  Delivery 
 Indicators or Metrics 

 

 Number and growth of patient centered homes 

 Number of Integrated quality councils promoting collaborative quality improvement 

 Use of telehealth in chronic care cases 

 Rural areas with telehealth care being provided 
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 Quality and efficiency in service delivery(need better definition) 

 Consumers being actively involved in their care(need better definition) 

 Customer feedback on satisfaction with service 
 

 Data Snapshot  
 

 Telehealth can improve the care for persons with chronic health conditions living in isolated areas 

 Patient centered homes provide coordinated care for the whole person 

 Consumer input and involvement in their care will improve care and their attitude about their care 

 Joint stakeholder quality groups or councils can be effective in identifying systematic issues that impact 
deliver of quality care and quality educational services 
 

Goal 1:  Promote and Develop Systems for Consumers or Customers to Express Their View 
on Their Care Experiences  
 

Individual Strategies 

 Collect quarterly feedback on consumer/customer perception of care from across the system with leadership 
provided by the Coordinated Care Organization (CCO) 

 Encourage consumer/customers to submit grievances about the care they have received to the CCO 

 Develop electronic reminders to consumers/customers of needed action and appointments to improve 
engagement in care 
 

Goal 2: Support and Encourage Family, Friends and Peers to Participate and Support Care 
Being Given to a Consumer/Customer  
 

Interpersonal Strategies 

 Encourage and simplify confidentiality releases that support and encourage family, friends and peers to be 
present with medical providers and others in the treatment of an individual 

 Provide immunization clinics that are convenient for families 
 

Organizational Strategies 

 Promote care that is patient and family-centered, meaning that patients and families are active participants 
in their care 

 Use quality councils to continuously improve care 
 

Goal 3:  Promote Best Practices and Safe Practices in the Delivery of Health Care in 
Community, Public and Private Agencies  
 

Organizational Strategies 

 Assure there are quality standards that are available and used to evaluate the delivery of safe practices 

 Assure that organizations have internal policies and practices that review best and safe practices 

 Utilize system wide quality care councils to review practices throughout the system 

 Sustain and continue to report on essential public safety programs and services throughout the region 
including 24/7 crisis services, Crisis Intervention Training, work with treatment and drug courts, support, 
where feasible, addiction treatment in jails and correction programs, and civil commitment processes 

 Build community resilience through emergency preparedness planning and practice in the region 

 Promote the use of Patient Centered Home 

 Recognized the value of telehealth in improving care and service delivery for persons with chronic care 
conditions 
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 Promote coordination of care throughout the system to assure comprehensive care within the medical care 
community and between medical care, behavioral health and other safety net providers 

 
Goal 4: Promote and Develop Quality Review Groups that Utilize Consumers/Customers in 
the Evaluation of Care  
 

Community Strategies 

 Coordinated Care Organization will appoint a consumer/customer advisory committee to help assess and 
improve care 

 Behavioral Health Organization will work with a citizen advisory group including consumers/customers to help 
assess and improve the delivery of mental health, developmental disability and substance abuse services 

 The needs of long term care consumers will be integrated in the comprehensive system of care for Central 
Oregon 

 Create an Integrated Regional Quality Care Council through the Central Oregon Health Board (COHB)  to 
enhance regional quality improvements 

  Work to implement electronic health records across the region in all health care providers and other social 
service or safety net providers as appropriate 

 Create an Early Learning Council on a regional basis through the COHB to better integrate early education and 
improved health of children 

 
Goal 5: Health Council and Health Board will Monitor Compliance and Manage Risk in 
Collaboration with the Coordinated Care Organization   
 

Public Policy Strategies 

 Council and Board will utilizes professional and clinical advisory committees to assist them in compliance and 
managing risk 

 

Reduce	  Cost	  and	  Increase	  Effectiveness 
 Indicators and Metrics 

 Decrease in per patient care costs 

 Patients return to hospital with 30 days 

 Inappropriate use of emergency room 

 The development of a new payment model(need better definition) 

 Number of preventable hospital stays 

 Percentage reduction in inappropriate use of emergency room by persons with a chronic health problem 
and mental illness 

 Reduction in Oregon Health Plan (OHP) per patient cost of care 
 

 Data Snapshot  
 Individuals with a chronic health problem and mental illness use the emergency room inappropriately 

 The OHP per patient cost in Central Oregon is the highest in the State 

 Fee for service payment system is a disincentive to providing whole person health care leading to fragmented 
care 

 Early intervention in cases of early psychosis reduces the long term disability 
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Goal 1: Engage Consumers in Manner that Improves Their Satisfaction with Care and in 
Turn Encourages Them to Follow the Care Plan    

 
Individual Strategies 

 Educational efforts through the primary care provider and other educational media will provide guidance to 
consumer/customer in helping reduce cost and make their primary care more effective 

 
Organizational Strategies 

 Organizations will engage their customers in ways that help them reduce their health care costs and promote 
effective use of the care being provided 

 Connect with consumer/customer in a manner that engages the individual in care to reduce inappropriate use 
of the emergency room 

 
Community Strategies 

 When screening tools are developed by the state, work with tri-county providers to develop a system to 
coordinate and ensure universal screenings of all pregnant women and children 0-5 

 Use coordinated care strategies to engage individuals in the emergency room that have a wide range of needs 
that are not being met and contribute to their inappropriate use of ER 

 Develop and strengthen Assertive Community Treatment teams to address the support and structure needs of 
chronic behavioral health clients in collaboration and coordination with community health workers 

 Reduce symptoms of psychosis, mental health crises and hospitalizations by maintaining and expanding the 
Early Assessment and Support Alliance throughout the region 
 
 

Goal 2:  Develop New Funding and Payment Structures that Support and Address the 
Whole Person Thus Increasing Satisfaction, Reducing Cost, and Improving Care  
 

Community Strategies 

 Establish a reimbursement model, new payment structure in a manner that supports the Health Engagement 
Team deployment and allows its partners to realize administrative simplifications 

 
Public Policy Strategies 

 Promote the key components of the Triple Aim which are reduce per-capita health costs, improved 
consumer/customer satisfaction and improved care 

 
Increase	  Health	  Integration	  and	  System	  Collaboration 
 Indicators and Metrics 

 

 Oregon Health Plan members are able to access a wide range of services(need better definition) 

 Use of social media to communicate health information(need to define source for data) 

 Use of technology to communicate with consumers about care issues or reminder appointments(needs to be 
better defined) 

 Advanced Illness Management Task Force activity 
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 Youth at Risk Task Force developed and meeting 

 Communication system between care providers regarding consumer care and treatment is in place and 
efficient 

 Percentage of primary care providers who report no difficulty in obtaining specialty care, including behavioral 
health, for members 

 
 Data Snapshot  

 

 Care is fragmented and not coordinated 

 Consumers not having a primary care provider 

 Social Media is becoming a ready source of information for consumers 

 Coordination of care hindered by challenges of technology not protecting privacy 

 Services to youth at risk and runaway youth need improved coordination and better collaboration 

 Long term care is growing but is not coordinated as effectively with the health delivery system and as a part of 
the Advanced Illness Management process 
 

Goal 1: Develop Task Groups that Look at Combining Activities, Services and Care by 
Promoting Coordinated Care and Resource Development   

 
Interpersonal Strategies 

 Utilize the social media to improve health integration of treatment and service plans with the consumer/client 
 
Organizational Strategies 

 Develop ways of communicating electronically with clients and community providers to improve integration 
and collaboration in consumer and client care 

 
 
Community Strategies 

 Identify, develop and pursue public and private resources to address needs of runaway and homeless youth 

 Reconvene prevention task force to coordinate efforts between social service organizations and public and 
private providers 

 Develop and implement a task group to develop a coordinated, early identification and intervention system 
for students identified as at-risk and include addressing runaway and homeless youth 

 Convene the Child Abuse System Task Force and regional partners to develop strategies to reduce child abuse 
and neglect in Central Oregon 

 Regional participation in the Advanced Illness Management Workgroup in Bend to develop practice and 
program recommendations around primary, specialty, palliative, hospice and in-home care 

 Continue and further collaborative efforts to provide needed food to residents in the region 

 

Goal 2: Develop Improved Integration and Collaboration Between Behavioral Health and 
Primary Care    
 

Organizational Strategies 

 Timely access to behavioral health and substance abuse treatment/services regardless of payer type or 
insured status 

  Open communication between BH providers and Primary Care Providers to ensure a collaborative approach 
to patient treatment, appropriate medication management, and continuity of care 
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 Promote cost-effective treatment through use of generic medications when clinically appropriate 

 Collaborate with community partners to develop a maternal mental health system which provides prevention, 
screening and treatment for women at risk 

 

Goal 3: Develop Supports that Aid Schools in Addressing, with the Support of the 
Community and Parents, the Physical, Social and Environmental Barriers that Create 
Health Disparities    
 

 Public Policy Strategies 
 Support passage of legislation that funds districts and schools to assess and address physical, social and 

environmental health barriers that impede learning (must include funding) 

 
Goal 4: Engage the Community in Understanding, Acknowledging, and Collaborating in 
Promoting Health Equity  

 

Public Policy Strategies 

 Better use of a variety of public and social media to not only broadcast health information, but to engage the 
community in understanding and addressing health issues in a means of   community collaboration to improve 
health equity and improve health outcomes 

 

Pursue	  Excellence	   
 Indicators and Metrics 

 

 Health Assessment process is in place and updated annually 

 Health data is available(needs better definition) 

 Web based data system for public to use(needs negotiation with HCI)  

 Timely Clinical and other social data is readily available to providers(when HIE is operational)  

 Local data is used to guide local quality of care(needs better definition) 

 Accreditation standards of providers met 

 Community standards for managing disease states is established 

 
 Data Snapshot  

 

 Accreditation is a marketing sign of quality 

 Accreditation could be tied to funding 

 Safety and quality of care are major issues of focus both in hospitals and in community care settings 

 Data driven decisions regarding care 

 Development of Comprehensive Care Organizations 

 Development of Accountable Care Organizations 
 

Goal 1: Develop Systems that Support, Promote and Monitor the Quality of Healthcare and 
Service Delivery 
 

Organizational Strategies 

 Some funders want some form of accreditation to assure that services are delivered in accordance with 
standards of care and best practices 
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 The Joint Commission is a standard for hospital accreditation. Public Health accreditation is moving forward as 
the   measurement   of   health   department’s   performance   against   a   nationally   recognized   set   of   practice  
standards, evidence-based standards 

 National Accreditation:  Receive accreditation from Public Health Accreditation Board for all three Central 
Oregon public health agencies 

 Collaboratively, align behavioral health measureable outcomes and clinical and system improvements 

 Assure providers have timely accurate data that can draw assessments and lead to conclusions that will 
improve care and service delivery 

 Standards of practice should be a result of evidenced-based medicine or other evidence based practices of 
care 

 
Community Strategies 

 Promote through the COHB an on-going Health Assessment Capacity to guide program decisions and resources 
allocation 

 Create a regional hub for the collection, analysis, interpretation and dissemination of primary and secondary 
health related data to guide programmatic decisions, resource distribution and gauge outcomes 

 Launch a web-based regional and community health data site with shared investment and public health 
leadership.  Develop as an initiative of the Central Oregon Health Board 

 Maintain excellence in epidemiological education, surveillance and coordinated intervention 
  

Public Policy Strategies 

 Central Oregon Health Council will promote, along with the Central Oregon Health Board the importance of 
excellence through accreditation and the use of evidence based medicine and evidence based services 

 Promote health in all important policies in the region 

 Promote the development of community standards for managing disease states 
 

Promote	  Regional	  Efforts	   
 Indicators and Metrics 

 

 Number of regional programs as determined by the COHB 

 Health Information Exchange operational(need to define level of operation) 

 Specific MOU between three counties for emergency preparedness 

 Behavioral Health Organization for Central Oregon in place and operating 

 Regional reduction in inappropriate use of emergency rooms by individuals with a mental illness 

 Improved prenatal and early childhood outcomes in the region, including low birth weight and adequate 
prenatal care 

 Regional HUB Administrative structure for Early Childhood System in place and operating 

 Regional MOU/Formal Agreements in place with public and private partners for Early Childhood System 
Administration and Implementation 

 
 Data Snapshot  

 

 Regional programs, where appropriate,  create efficiencies and permit sharing of best practices and 
technology 
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 Improving collaboration in areas where  there is joint planning, joint funding and interagency agreements 
which value and promote regionalization 

 Regional training saves time and creates system consistency 

 Some behavioral health services have been regionalized and work efficiently and effectively 

 
Goal 1: Create Incentives and Systems to expand Care and Services  
 

Organizational Strategies 

 Regionally, collaborate with local agencies to reduce the burden of chronic disease by way of policy, systems 
and environmental change 

 Use data to develop and implement health related policies to address priority population health needs and 
disparities using the HIE and the Health Assessment Capacity Hub 

 Inform decision makers and stakeholders about potential health impacts of proposed plans, projects or 
policies wherein health is not a consideration 

 Promote no and low cost community resources that support health related policies 

 Collaborate with land use and transportation agencies on projects that impact population health (i.e.; Health 
Impact Assessments, membership on Regional Transportation Planning steering committee and active 
transportation initiatives) 

 Maintaining a local presence, promote and incentivize regional services that are cost-effective and add to 
service delivery (including early childhood learning) 

 Collaborate regionally with local services, education and health partners to develop a system of early 
childhood care and education that together addresses health and education outcomes 

 
Community Strategies 

 Develop a new Behavioral Health Organization Partnership to coordinate and improve the system and benefits 
of Behavioral Health (BH) in the region 

 Work to provide BH Services to indigent residents in the region 

 Develop annual work plans tied to the Regional Health Improvement Plan (RHIP) to improve health care, 
increase effectiveness of services and increase the efficient delivery of services 

 Support and expand the emergency room diversion programs to reduce the inappropriate use of emergency 
rooms  in the region 

 Develop a regional complex system of care, in conjunction with other stakeholders that will improve quality of 
care for patients and reduce the costs of delivering chronic health care 

 Coordinate and develop a regional system of home visiting programs that will improve prenatal and early 
childhood outcomes in the region 

 Develop local and regional maternal mental health programs to support the health and wellness of the mother 
and new born child 

 Develop   regional   early   childhood   system   of   supports   that   ensures   “no   wrong   door”   for   family   access   to  
appropriate services 

 Develop and implement regional strategies for quality care of children with public and private child care 
providers 

 
Public Policy Strategies 

 Ensure public private partnerships  will  promote regional efforts of quality care and service delivery 

 Pursue policies (or variances to current policy) to allow sharing of information, better coordination of services 
and supports, and more effective, cost-efficient service delivery between education and health service 
delivery systems 
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Strengthen	  Health	  Service	  Organizations 
 Indicators and Metrics 

 

 Clinical information system is timely and efficient 

 Number of collaboratives around special health issues(needs more definition) 

 Number of existing workers whose skills have been upgraded(needs more definition) 

 Data collection systems are compatible 

 Workforce development programs in place 

 Number of training programs that are coordinating training with Central Oregon health community 

 
 Data Snapshot  

 

 Addressing social determinants is a critical need in the tri-county area hit hard by the current economic 
conditions in the region. Addressing social determinants is challenging but necessary to improve personal and 
population health 

 Improving clinical practice comes when data is collected and timely disseminated to providers 

 Comprehensive and coordinated care only comes when information is shared quickly among providers 

 The  new  healthcare  environment  will  require  current  workforce  member’s  skills  to  be  upgraded and training 
to be developed to meet the new job and skill requirements 
 

Goal 1: Develop and Coordinate Data Collection Systems and Services  

 
Community Strategies 

 Refine mission and guiding principles for a Community Health Information Exchange (HIE) 

 Develop an organization, new or existing, to provide governance and operation of a Community HIE 

 Develop a selection process for a Community HIE 

 Define and develop the financial model necessary to support a Community HIE 

 Develop a system for collecting and tracking of screening and assessment data from all participating providers 
including schools that could be entered into a Community HIE 

 Use the data collection to continuously improve the Regional Health Improvement Plan and its corresponding 
annual work plan 

 
Goal 2: Provide Training to Develop and Promote Progressive Collaborative Regional 
Service Delivery via Information Technology   
 

Community Strategies 

  Develop a data collection system for the region through the Healthy Communities Imitative 

 Pilot and special projects should be collecting and analyzing data on health disparities with focus on diabetes 

  Implement coordinate regional media campaigns on areas of prevention with focus on suicide and alcohol 
abuse prevention 

 Develop means of promoting coordination and collaboration using video conferencing 

 Create relevant metrics for social determinants of health that would be monitored by subject matter experts; 
ensure inclusion of social determinants of health in data collection systems; and share, link, integrate data to 
the greatest extent possible to facilitate analysis 
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 Develop internal screening and data collection systems that integrate with regional system(s) to compile, 
track, analyze, and summarize data 

 Deploy Clara a VistaLogic software program, which is an integrated, client-centered uniform information 
management system, throughout the region as appropriate and needed 

 
Goal 3: Develop Strategies to Increase and Enhance the Health Care Workforce in Central 
Oregon   

 
Organizational Strategies 

 Develop and deploy a comprehensive workforce training and retraining strategy with focus on 
multidisciplinary teams 

 Collaborate with academic partners to provide the needed training and certification for existing workers and 
recruit from the same programs the additional workers required to support the workforce needs and 
promotes cultural competency 

 Develop an internal Health Engagement Teams (HET) training program 

 Contract with a group to train a local practice coaches who will work directly with targeted primary care clinics 
to optimize the care team and its role in care delivery and assist clinics in patient engagement strategies that 
will be developed into self-management support that will complement the HET strategies 

 Provide training to develop a workforce that is not only more aware of the social determinants of health but 
what they can do to more effectively address inequities that involves understanding cultures 

 Expand the use of community health workers including peer support, peer mentors, and  family resource 
managers 

 Promote the development and sharing of specialists throughout the region 
 

Goal 4: Create and Build a Regional Robust Infrastructure that Supports and Strengthens 
the Partnering Organizations  

 
Community Strategies 

 Coordinate funding to create regional infrastructure for partnering organizations 

 Collaborate with local hospitals, through the Central Oregon Health Council, in the development of a regional 
assessment and regional health improvement plan 

 Promote and support health collaboratives on areas of need, for example oral health or diabetes 

 
Goal 5: Develop Strategies that Integrate Care and Solutions for Families, Youth and 
Children   
 

Interpersonal Strategies 

 Support educational success as a primary means of reducing child poverty and  improving  children’s  health 

 Promote community dialogue, engagement and accountability in efforts to reduce child poverty and improve 
children’s  health 

 
Community Strategies 

 Develop and use school based health centers to coordinate, collaborate and integrate urgent care for school 
age children  with primary care providers 
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 Maintain intensive, collaborative and coordinated community based mental intervention services for youth 
and adolescents with the goal of keeping them home and in their community  

 
Goal 6:  Align Workforce Development, Housing, Human Service and Education 
Investments Through Policy Development that Promotes Collaborative Planning, 
Implementation and Data Sharing   
 

Community Strategies 

 Implement policies adopted in Central Oregon 10-year Homelessness Plan 

Public Policy Strategies 

 Regional county policies will align the efforts of local county departments 

 Continue aligning community efforts between the public and private sector 
 

 
Promote	  Sound	  Health	  Policy	  	   
 Indicators and Metrics 

 

 Number of bike commuters and miles of walking paths 

 Communities built with walking, biking, parks and closeness to fresh vegetables 

 Workforce with cultural competency skills(needs better definition) 

 Cultural competency care policies in place 

 Protocols and Policies in place to coordinate work of Family Resource Managers, Community Health Workers 
and family advocate functions in existing early childhood education and health care programs  

 Percent of early childhood education and health care programs that are utilizing best or effective practices 

 Policies for and development of parent advisory role and function for early childhood education and health 
programs 

 
Data Snapshot  

 

 More consideration being given to integrating health into comprehensive planning 

 Transportation planners are considering biking and walking in their transportation plans 

 Early education focus and its impact on poverty and health(need better definition) 

 Demographic changes requiring cultural competency to deliver quality care 
 

Goal 1: Engage Community Leaders and Community in Early Childhood Policy 
Development and Importance for Long Term Health and Productivity  

 
Interpersonal Strategies 

 Promote and support parent and  service  providers’  understanding  of   the  value  and      impact  quality  early  
childhood services have on long term health and academic achievement goals 

 Promote use of best practices in early childhood health and education services,  program implementation 
and workforce development 
 

Organizational Strategies 
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 Promote and implement policy that supports universal screening tools and standardized process across all 
early childhood health and education services and allows for effective, efficient and consistent referral to 
services 

 Develop, promote and implement policy  that  supports  “no  wrong  door”  for child and family access to early 
childhood health and educational services 

 Develop and implement regional protocol and procedures to ensure coordination of services provided by 
Family Resource Managers (Early Childhood Education System), Community Health Workers (Health Care 
System) and existing family advocate in early care and education programs 
 

Community Strategies 

 Develop and implement policy to support, encourage and allow for parent involvement and input to the 
development of and maintenance of early childhood health and education services 

 
Public Policy Strategies 

 Pursue policies (or variations in current policy) to allow sharing of information and better coordination of 
supports and services between education and health care systems to improve effectiveness and efficiencies  

 
Goal 2: Public Policies Will Recognize and Promote Cultural Awareness and Competencies 
as it Relates to Workforce and Service Delivery  

 
Interpersonal Strategies 

 Promote community and service   providers’   understanding   of   cultural   differences,   priorities,   traditions   and  
practices  that  may   impact  an   individual’s  ability  to  access  health  care,  succeed  in  school  and/or   in  the  work  
place 

 
Organizational Strategies 

 Organizations will have policies that recognized the need for their workforce to have the cultural competency 
to service their consumer/client population 

 
Community Strategies 

 Communities, through consumer and citizens advisory groups, will insist on the system will develop policies for 
and assure that organizations and providers will provide culturally competent care 

 
Goal 3: Create a Safe and Healthy Environment for Children in their Family and in the 
Community   
 

Community Strategies 

 Land use planning and urban planning will integrate built environment policies which encourage walking, and 
biking 

 Land use planning and urban planning  will consider safe play areas for children in the development 
 
Public Policy Strategies 

 Enforce policies, such as mandatory reporting and safety protocols, in order to decrease child abuse 

 Support passage of legislation that funds districts and schools to assess and address physical, social and 
environmental health barriers that impede learning (must include funding).  

 Principles of such legislations should include specific student health measures and routine reporting on these 
measures (e.g. annual community report card) 



37 
 

 Creating mechanism for training and technical assistance to support school districts in developing and 
implementing plans 

 Ensuring all actions are based on student health data and are connected to measurable outcomes 

 Utilize best available evidence including emerging practices 
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Executive Summary: Deliverables from the Integration Planning Task Force 
 

Overview of Activities 
 

• The Integration Planning Task Force (IPTF) is made up of these members: 
o Rick Treleaven 
o Jane Smilie 
o Bob Gomes 
o Hal Sexton 
o Megan Haase 
o Dan Stevens 

 
• The IPTF met three times over the course of 4 months. 
• The first meeting involved discussions about the definition of integration, the IPTF’s 

charge, and potential next steps. 
• The second meeting focused on the survey for the Transformation Plan 2.0, framework 

for the integration environmental scan, and follow up to the scan. 
• Between the second and third meetings, Lindsey worked with members of the IPTF to 

create the integration environmental scan.  That scan is attached. 
• Members of the IPTF reviewed the draft scan to be sure it reflected current efforts and 

alignment. 
 
Deliverables 
 

• The IPTF met for a third and final time to discuss the scan and form recommendations for 
integration activities in the short term (by end of 2015). 

• The IPTF brainstormed and produced a matrix of priorities.  That matrix is attached. 
• Members of the IPTF voted to recommend these two priorities to the Board: 

o Dental risk assessments and prevention in primary care 
o Population health management analytics 

• Other options on the matrix may be fruitful for 2016 or individual organizations. 
 
Next Steps 
 
The IPTF would like the Board’s endorsement of the recommendations.   
 
Potential next steps include: 

• Creating a funding proposal for population health management analytics via the QIM 
dollars 

• Convening a discussion with key partners re: dental risk assessments and prevention 
• Tasking the IPTF with follow up 
• Disbanding the IPTF 
• Forming a new version of the group 



	  

Priority	   Category	  (type	  of	  integration)	   Core	  components	   Level	  of	  effort	  
In	  office	  dental	  procedures	  with	  
sedation	  

Payment	  integration	   	   Small	  

Dental	  risk	  assessments	  &	  
prevention	  in	  primary	  care	  

Care	  integration	  (possible	  
payment)	  

	   	  

Access	  to	  BH	  +	  primary	  care	   	   Provider	  capacity	  will	  help,	  but	  
not	  the	  only	  solution	  

	  

Prevention/prenatal	  care	   Prevention	   	   	  
Expedited	  SBIRT	  pathways	  	  	   Care	  model	   2	  pathways:	  (1)	  PCP	  addresses	  

verbally	  post	  screen…non-‐addicts	  
will	  respond;	  (2)	  for	  
addicts…embedded	  treatment	  
resources	  to	  combat	  resistance.	  	  	  
Part	  of	  the	  2016-‐17	  
Transformation	  Plan.	  	  

	  

Childhood	  obesity	   Prevention	   	   	  
Integrated	  tobacco	  cessation	  
strategy	  

Prevention	  
Primary	  care/public	  health	  
partnership	  

Provider	  training	  on	  5As;	  
electronic	  referring;	  promote	  use	  
of	  quit	  line	  

	  

Housing	   Social	  determinants	   	   	  
Severe	  addicts	   Care	  model	   People	  served	  in	  res.	  programs	  

have	  significant	  medical	  burden;	  
primary	  care	  in	  res.	  facilities;	  	  hot	  
spotting	  opportunity	  

	  

Chronic	  pain	   Care	  model	   	   	  
Regional	  analytic	  capabilities,	  
enhanced	  by	  epidemiology	  
resources	  

Information	  integration	   	   	  

Pop	  Health	  Management	  
analytics	  	  

	   Leverage	  EDIE	  and	  Pre	  Manage;	  	  
Population	  level	  health	  
information	  summary	  to	  inform	  
care	  and	  analytics	  	  

	  



Diabetes	  prevention	  program	   Prevention/care	  model	  	   Clinical	  trial	  evidence;	  need	  
primary	  care	  partner	  	  

Medium…can	  implement	  in	  6	  
months	  

Continue	  advancing	  the	  
integrated	  primary	  care	  agenda	  	  

	   Define,	  describe,	  gain	  agreement	  
on	  effective,	  integrated	  primary	  
care	  home;	  could	  include	  
community	  endorsed	  roadmap,	  
levels/tiers,	  elements	  to	  inform	  
incentive	  contracting;	  PH-‐BH-‐DH-‐
other	  
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Next	  Steps	  &	  RHIP	  Development	  
Task	   Responsible	  Party	   To	  be	  Accomplished	  By:	  	  

Develop	  a	  comprehensive	  list	  of	  Forces	  of	  Change	  with	  OPS	  by	  
asking	  participants	  to	  focus	  on	  events,	  trends,	  and	  factors	  that	  
come	  easily	  to	  mind.	  	  

OPS	   July	  17nd,	  2015	  
	  

Forces	  of	  Change	  to	  PEP	  for	  review	   PEP	   August	  12th,	  2015	  
Community	  Facilitations	  	   County	  leaders/	  facilitators	   August	  19st,	  2015	  
Create	  a	  prioritization	  matrix	  to	  determine	  most	  important,	  
effective,	  and	  changeable	  issues	  within	  in	  the	  Region.	  Utilize	  
SWOT	  Analysis	  to	  evaluate	  the	  strengths,	  weaknesses,	  
opportunities,	  and	  threats.	  Determine	  regions	  vision	  based	  on	  
all	  data	  available	  (RHA	  and	  Community	  facilitations).	  	  

OPS	  
	  
Review	  with	  PEP	  (via	  email)	  

August	  21th,	  2015	  
	  
	  

Develop	  and	  ordered	  list	  of	  strategies	  and	  goals	  that	  we	  want	  to	  
address	  as	  a	  region	   OPS	   August	  21th,	  2015	  

Develop	  a	  comprehensive	  list	  of	  community	  themes	  and	  
strengths.	   Channa	  Lindsay	   August	  28th,	  2015	  

Take	  goals	  &	  strategies	  to	  community	  Partners	  &	  State	  for	  
review	  (via	  existing	  community	  meetings	  and	  online	  page?)	   OPS	   Designate	  

Creation	  RHIP	  	   Lindsey,	  Muriel,	  Jane,	  Channa…	  	   September	  2nd,	  2015	  
CAC	  Facilitation	   CAC/	  OPS	   September	  3rd,	  2015	  
Send	  first	  draft	  of	  RHA/RHIP	  &	  send	  e-‐mail	  to	  the	  Board	   Lindsey	   September	  4th,	  2015	  
Review	  RHA/RHIP	  at	  Board	  Meeting	  &	  CAC	   OPS/	  Board/	  CAC	   September	  10th,	  2015	  
OPS	  meet	  to	  react	  to	  Board	  Meeting	   OPS	   September	  18th,	  2015	  
Final	  Board	  Meeting	  	   OPS/	  Board	   October	  8th,	  2015	  
Finalize	  RHIP	  &	  Publish	   	   By	  January	  at	  the	  latest	  
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Order	  of	  Meetings	  
	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

Community	  
Advisory	  Council	  
RHA	  facilitation	  
July	  2nd,	  2015	  

Community	  Meetings	  
RHA	  facilitation	  

(Prineville,	  Redmond,	  
LaPine,	  Sisters,	  

Madras)	  
	  

Complete	  by	  August	  
19th,	  2015	  

OPS	  Meeting	  
Forces	  of	  Change	  

	  

July	  17nd,	  2015	  

PEP	  Meeting	  
Forces	  of	  Change	  

	  

August	  12th,	  2015	  

	  

OPS	  Meeting	  	  
Take	  findings	  to	  PEP	  

Prioritization/	  
Develop	  Strategies	  
and	  Goals	  for	  RHIP	  	  

	  
August	  21th,	  2015	  

	  

Board	  Meeting	  
and	  CAC	  

RHA	  facilitation	  
	  

Mid-‐September	  

OPS	  Meeting	  
React	  to	  Board	  

Meeting	  
	  

September	  18th,	  
2015	  

Board	  Meeting	  
Final	  Board	  RHA	  

Facilitation	  
	  

October	  8th,	  2015	  

	  

Take	  findings	  to	  
Community	  
Partners	  and	  

State	  	  
Review	  findings	  

End-‐August	  

CAC	  	  
RHA/	  RHIP	  
facilitation	  

	  
September	  3rd,	  

2015	  
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Force	  of	  Change	  Facilitation	  
• Develop	  a	  comprehensive	  list	  of	  forces	  of	  change	  by	  asking	  participants	  to	  focus	  on	  events,	  trends,	  and	  factors	  

that	  come	  easily	  to	  mind.	  	  
	  

• Evaluate	  each	  force,	  and	  for	  each,	  identify	  associated	  threats	  and	  opportunities	  for	  the	  community	  and	  the	  
local	  health	  system.	  
	  

• Then	  simplify	  and	  categorize	  the	  list.	  
	  
• Add	  new	  forces	  to	  the	  list	  as	  they	  become	  apparent.	  
	  

What	  are	  forces?	  

Broad	  and	  all-‐encompassing:	  Include	  trends,	  events,	  and	  factors.	  

§ Trends	  =	  are	  patterns	  over	  time	  
§ Factors	  =	  discrete	  elements	  

o Ex:	  	  Community’s	  demographics,	  urban/rural/	  suburban	  community,	  geography,	  etc.	  
§ Events	  =	  One-‐time	  occurrences	  

o Ex:	  Passing	  new	  legislation,	  opening	  DCDC,	  forest	  fire,	  etc.	  

	  

	  

Questions	  to	  ask:	  	  

• What	  is	  occurring	  or	  might	  occur	  that	  
affects	  the	  health	  of	  our	  community	  or	  the	  
local	  health	  system?	  

• What	  specific	  threats	  or	  opportunities	  are	  
generated	  by	  these	  occurrences?	  
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Strategic	  Issues	  Facilitation	  

	  

	  

	  

	  

	  

	  

	  
	  

Can	  use	  SWOT	  analysis/	  to	  evaluate	  the	  strengths,	  	  
weaknesses,	  opportunities,	  and	  threats.	  	  
http://upload.wikimedia.org/wikipedia/commons/thumb/0/0b/SWOT_en.svg/320px-‐SWOT_en.svg.png	  

Create	  Prioritization	  Matrix	  to	  Determine:	  Impact,	  preventability/controllability,	  and	  
feasibility	  of	  goals	  and	  strategies.	  

	  
	  

Step	  1.	  Brainstorm	  potential	  strategic	  issues	  
1) Review	  the	  shared	  vision,	  common	  values,	  and	  results	  of	  the	  Assessments.	  	  
2) Each	  potential	  strategic	  issue	  should	  be	  phrased	  as	  a	  question.	  
	  

Step	  2.	  Develop	  an	  understanding	  about	  why	  an	  issue	  is	  strategic	  
“Strategic	  issues	  are	  those	  fundamental	  policy	  choices	  or	  critical	  challenges	  that	  must	  be	  addressed	  for	  a	  community	  to	  
achieve	  its	  vision.”	  
	  
Step	  3.	  Determine	  the	  consequences	  of	  not	  addressing	  an	  issue	  
	  
Step	  4.	  Consolidate	  overlapping	  or	  related	  issues	  
3) A	  community	  should	  have	  no	  more	  than	  12	  strategic	  issues;	  the	  fewer	  the	  better.	  

	  
Step	  5.	  Arrange	  issues	  into	  an	  ordered	  list	  
4) Determine	  if	  certain	  issues	  should	  be	  addressed	  first	  	  
5) If	  there	  are	  issues	  with	  immediate	  consequences	  
6) If	  there	  are	  timelines	  or	  upcoming	  events	  that	  may	  help	  or	  	  

hinder	  addressing	  an	  issue	  
	  

Questions	  to	  ask:	  Step	  1	  
What	  factors	  identified	  in	  the	  assessments	  
must	  be	  addressed	  in	  order	  to	  achieve	  the	  
vision?	  

Questions	  to	  ask:	  Step	  3	  
"What	  are	  the	  consequences	  of	  not	  
addressing	  this?	  
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Goals	  and	  Strategies	  Facilitation	  

(Overview	  of	  Steps	  to	  Create	  the	  RHIP)	  
(OPS-‐>	  PEP-‐>	  CAC-‐>OPS-‐>	  Board)	  

Step	  1:	  Develop	  goals	  related	  to	  the	  vision	  and	  strategic	  issues	  
• Goals	  should	  be	  relevant	  to	  the	  vision	  and	  strategic	  issues	  

	  
Step	  2:	  Generate	  strategy	  alternatives	  

• Identify	  several	  strategies	  for	  each	  strategic	  issue	  	  
• Strategy	  alternatives	  should	  build	  on	  strengths	  and	  opportunities,	  and	  counter	  the	  threats	  reflected	  in	  the	  

strategic	  issues.	  	  
	  

Step	  3:	  Consider	  barriers	  to	  implementation	  
	  
Step	  4:	  Consider	  implementation	  details	  

• Helps	  to	  identify	  and	  refine	  the	  best	  strategies	  	  
• Lays	  the	  groundwork	  for	  the	  next	  phase—the	  Action	  Cycle.	  

	  
Step	  5:	  Select	  and	  adopt	  strategies	  
	  
Step	  6:	  Draft	  the	  planning	  report	  

• Create	  a	  written	  planning	  report	  (RHIP)	  
• Disseminated	  plan	  to	  the	  community.	  

	  
What	  is	  a	  Goal?	  A	  goal	  is	  what	  we	  want	  to	  achieve	  when	  we	  address	  the	  strategic	  issue.	  It	  is	  the	  desired	  
resolution.	  	  

What	  is	  a	  Strategy?	  A	  strategy	  explains	  how	  we	  plan	  to	  achieve	  the	  goal,	  and	  the	  actions	  necessary	  to	  do	  so.	  	  
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COHC Integration Planning Task Force 

Drafted by Lindsey Hopper in September 2014 

Revised October and November 2014 

Overview: 

At the September COHC Board of Directors meeting, COHC staff volunteered to create a task 
force road map for CCO integration planning with key figures from the CCO, oral health, 
physical health, behavioral health, public health, and hospital system. 

The Board described key attributes of this task force: 

• Small and nimble 
• Key participants and high-level thinking 
• Big plans for integration and “best case” scenarios 
• Implementation work to be planned and carried out by COHC committees, CCO, and 

COHC staff—not the task force itself 
• Key players to work with their organizations to be sure views and opinions are gathered 

Statement of work: 

The COHC will establish a CCO integration planning task force process by which the COHC, 
CCO, and community solidify ideas for CCO integration and service delivery, and work with the 
CCO and COHC committees and staff to translate these ideas into actionable work and planned 
outcomes.  

Proposed Key Participants: 

• One CCO representative: Dan Stevens, PacificSource* 
• One oral health representative: Mike Shirtcliff, DMD, Advantage Dental* 
• One physical health representative: Megan Haase, FNP, Mosaic Medical* 
• One behavioral health representative: Harold Sexton, MD, Deschutes County Health 

Services* 
• One hospital system representative: [pending COHC Board recommendation] 
• One substance abuse service provider: Rick Treleaven, BestCare Treatment Services* 
• One COHC staff member: Lindsey Hopper 

* indicates a suggested participant, but no participants have been confirmed 

Framework 

The integration planning task force will incorporate the following components: 

• Appointment of the COHC task force 
• Environmental scan to address state of existing integration 



• Critical assumptions about the future 
• Development of integration domains 
• Major goals within each integration domain, along with a high-level roadmap for 

integration 
• Review by COHC Board of Directors 
• Delegation of development of strategies within each major goal (per the roadmap) to 

CCO, COHC staff, and COHC committees, as appropriate 

Planning Cycle and Deadlines 

1. COHC Integration Planning Task Force 

The COHC will appoint individuals to a COHC integration planning task force.  This task force 
shall be convened as needed.  Its work is limited in time and scope. 

 Deadline: December 2014 

2. Environmental Scan and Critical Assumptions 

The task force will ask the COHC staff to conduct an environmental scan to address the state of 
existing integration, gaps, planned integration work conducted by COHC committees, and other 
planning work conducted by others in the community.  The CCO and COHC will work together 
collaboratively to document critical assumptions for the future.  The Board will review both 
documents. 

 Deadline: January 2014 

3. Development of Integration Domains 

The task force will develop integration domains. 

 Deadline: February 2014 

4. Major Goals 

The task force will develop major goals and a roadmap with specifics. 

 Deadline: April 2014 

5. Review by COHC Board of Directors 

The task force will present the identified integration domains as well as major goals.  The Board 
will review, discuss, and endorse.  

 Deadline: April 2014 

 

 



6. Delegation of Strategies 

The Board will delegate work to make each major goal actionable to CCO staff, COHC staff, and 
COHC committees, as appropriate.  This is designed to make the best use of time and expertise. 

 Deadline: April 2014 

7. Alignment 

The work of the task force will be aligned with the COHC Strategic Plan, any CCO planning, the 
Transformation Plan, and the Regional Health Improvement Plan, as applicable.  This supports 
integration efforts for maximum impact. 

 Deadline: Ongoing  

8. Communication 

The COHC staff will be responsible for communicating the work of the task force to key 
stakeholders, committees, and work groups, and working to keep efforts aligned. 

 Deadline: Ongoing 

Role of the Board 

The Board will play an active oversight role in task force process. The Board will: 

1. Regularly review updates from the task force. 
2. Disseminate task force information to organizations represented on the Board. 
3. Bring insights from and help communicate with key stakeholders and community 

partners. 
4. Provide input to the task force as appropriate. 
5. Monitor progress. 

Role of COHC Staff 

1. Bring objective analysis and recommendations to the task force as appropriate or as 
requested. 

2. Connect task force work and other COHC committee work, COHC priorities, and 
planning (including COHC strategic plan). 

3. Draft summary updates and reports, as well as final action plans. 
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OPTIONAL Checklist for Community Health Improvement Plan (CHP) Progress Report 

Reporting period July 1, 2014 – June 30, 2015 

Updated: 6/23/2015 

 
This checklist is an optional supportive document CCOs can use to guide their compliance to the contract 
agreements. If this checklist is used, it can serve as the foundation for the progress report due June 30, 2015. 
 
The language is taken from the CCO Contract Exhibit B #4 (pages 28-30). This document relates to “Guidance 
document for Community Health Improvement Plan (CHP) update” available on the Transformation Center’s 
Resource page. Select Community Advisory Councils from the dropdown menu: 
http://www.oregon.gov/oha/Transformation-Center/Pages/Resources-Transformation.aspx.  
 
(a.1.) To the extent practicable, the contractor shall include in the CHA and CHP a strategy and plan for 
working with:  Check any partners below that have been included in CHA and CHP work 
X  Early Learning Council  

 Youth Development Council 
X  Local Mental Health Authority  
X  Oral health care providers  
X  Local public health authority 
X  Community based organizations  
X  Hospital systems 
X  School health providers in the service area 
Please see attached report (pages 1-2). 
 
 
 
 
 
 
 
 
 
(a.2.) To the extent practicable, the contractor shall include in the CHA and CHP a strategy and plan for 
coordinating the effective and efficient delivery of health care to children and adolescents in the community: 
Check areas of focus for CHP work 
X  Base the CHP on research, including research into adverse childhood experiences 

 Evaluate the adequacy of the existing school-based health center (SBHC) network to meet the specific 
pediatric and adolescent health care needs in the community and make recommendations to improve the 
SBHC system 

X  Improve the integration of all services provided to meet the needs of children, adolescents, and families 
X  Address primary care, behavioral and oral health, promotion of health and prevention, and early 

intervention in the treatment of children and adolescents 
Please see attached report (pages 2-3). 
 
 
 
 
 
 
 
 



OPTIONAL Checklist for Community Health Improvement Plan (CHP) Progress Report 

Reporting period July 1, 2014 – June 30, 2015 

Updated: 6/23/2015 

 
(a.3.) To the extent practicable, the contractor shall include in the CHA and CHP a strategy and plan for: 
Contractor shall add to its CHP; Check any partners below that have been included in CHA and CHP work 

 School Nurses  
X  School Mental Health providers 
X  Individuals representing child and adolescent health services  
Please see attached report (page 4). 
 
 
 
 
 
 
 
 
(b.) Contractor, with its CAC, shall collaborate with OHA Office of Equity and Inclusion to develop meaningful 
baseline data on health disparities. Resources: OEI Contact – Leann Johnson, Interim OEI Director, 
leann.r.johnson@state.or.us, 971-673-1287 
Please see attached report (pages 4-5). 
 
 
 
 
 
 
  
Contractor shall include in the CHA identification and prioritization of health disparities among Contractor’s 
diverse communities, including those defined by the following. Contractor shall include representatives of 
populations experiencing health disparities in CHA and CHP prioritization: Check any that apply 
X  Race 
X  Ethnicity 
X  Language 
X  Disability 
X  Age 
X  Gender 

 Sexual orientation 
 Other factors in the service area: 

 
 
Please see attached report (pages 4-5). 
 
 
 
 
 
 
 
 



OPTIONAL Checklist for Community Health Improvement Plan (CHP) Progress Report 

Reporting period July 1, 2014 – June 30, 2015 

Updated: 6/23/2015 

 
(c.) Contractor shall conduct the CHA and CHP so that they are transparent and public in process and outcomes. 
Contractor shall assure that the contents and development of the CHP comply with Section ORS 414.627. 
Please see attached report (pages 5-6). 
 
 
 
 
 
 
 
 

 
 
(d.) The CHA and CHP adopted by the CAC shall describe the full scope of findings, priorities, actions, 
responsibilities, and results achieved. The CHP may include, as applicable: Check all that apply 

 Findings from the various community health assessments made available by OHA to Contractor  
 Findings on health needs and health disparities from community partners or previous assessments  
 Findings on health indicators, including the leading causes of chronic disease, injury and death in the 
Service Area  

 Evaluations of and recommendations for improvement of school based health systems in meeting the 
needs of specific pediatric and adolescent health care needs in the community  

 Focus on primary care, behavioral health and oral health  
 Analysis and development of public and private resources, capacities and metrics based on ongoing CHA 
activities and population health priorities  

 Description of how the CHA and CHP support the development, implementation, and evaluation of 
patient-centered primary care approaches  

 Description of how the objectives of Health Systems Transformation and Contractor’s Transformation 
Plan, described in Exhibit K, are addressed in the CHA and CHP  

 System design issues and solutions  
 Outcome and Quality Improvement plans and results  
 Integration of service delivery approaches and outcomes  
 Workforce development approaches and outcomes 

 
Please see attached report (pages 6-7). 
 
 
 
 
 
 
 
 
 

 
 
  



OPTIONAL Checklist for Community Health Improvement Plan (CHP) Progress Report 

Reporting period July 1, 2014 – June 30, 2015 

Updated: 6/23/2015 

(e.) The CHP shall identify the findings of the CHA and the method for prioritizing health disparities for 
remedy. Contractor shall provide a copy of the CHP, and annual progress reports to the CHP, to OHA June 30 
of each year. 
Deliverable: CHP progress report due to David Fischer at DMAP by June 30, 2015. 
 
(f.) Adopt a comprehensive local plan for the delivery of local mental health services for children, families, 
adults and other adults that describes the methods by which the LMHA will provide those services. 
Please see attached report (page 8). 
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