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2007 Projects


Adventist Medical Center
Evidence Based Practice and IHI Initiative Support
Cindy Hiday, Clinical PI Coordinator

Adventist Medical Center promotes the clinical initiatives of the Institute of Healthcare Improvement’s Protecting 5 Million Lives from Harm Campaign. Their initial efforts will focus on the Prevent Pressure Ulcers intervention. The project provides education to clinical staff regarding the use and importance of evidence-based practices. With that knowledge in hand, educating staff about use of best practices identified by the IHI initiatives will become more meaningful. Staff will be better equipped to provide patient care that is more thoughtful, demonstrates better outcomes and provides safer care for hospitalized patients. 

Adventist Medical Center

Lifestyle Intervention Program

David Russell, Director, Contracting & Network Development


This project involves a group of patients with diabetes in a one-year healthy lifestyle intervention program. The program promotes positive personal health changes through group health education, personalized health coaching, group support sessions, and individual and/or group medical visits combined with appropriate personal incentives and motivational programs. (This project began in 2006 and has continued into 2007 with no additional funding.)
Adventist Health Medical Group

Patient Web Access

Mardee Lorenz, RN, MPA, Administrator


Adventist Health Medical Group is expanding EPIC, their current electronic medical record system, to include “My Chart,” which will provide patients with web access. This addition will expand the provider’s commitment to transparency and allow patients controlled access to their medical records and the ability to communicate electronically with their physicians. (This project began in 2006 and has continued into 2007 with no additional funding.)
Allied Health Services

STEPS Program: Strategies to Enhance Patient Success
Kim Sanderson, Regional Director


This project will focus on immediate access to treatment, treatment engagement through contingency management (patient incentives) and treatment retention. Patients will receive more direct care through increased contact with a nurse practitioner, intake worker and counselor. The four-week patient orientation process will be expanded to include a weekly 90-minute Medical Services Group presented by a nurse practitioner focusing on Hepatitis C and STDs. The program manager will monitor and track all new patients and will measure outcomes after 30 days, 6 months, and 12 months of treatment.
Cascadia Behavioral Healthcare

Community Outreach Recovery and Engagement

Stacey Moret, OTR/L, Clinical Director

Cascadia will provide wraparound support to 30 Cascadia Community Outreach Recovery and Engagement (CORE) clients who are CareOregon Advantage members. Cascadia’s CORE-Assertive Community Treatment (ACT) program is based on the consumer-centered ACT model, designed for Oregon Health Plan consumers who are at high risk of needing acute care services and have not done well in traditional outpatient programs. CareOregon funds will be used for support services, including emergency housing, medications, and treatment focused client enhancements.

Central City Concern

Primary Care Renewal
Ted Amann, Director of Health and Improvement

The Central City Concern Old Town Clinic is one of four pilot sites participating in the Primary Care Renewal (PCR) Collaborative. Pilot sites will implement a new model of primary care based on the South Central Foundation model, developing optimal new work flows, skills and technologies and exploring new ways for CareOregon to support and spread this model. The five components of the model are: 1) team-based care, 2) proactive panel management, 3) customer driven care, 4) open access, and 5) behavioral health integration.
Comprehensive Options for Drug Abusers (CODA)

Linking to Health

Jeanine Bassett, Program Director


CODA will develop a case management model for addictions treatment. This program will have two primary aims: linking people to primary healthcare and increasing engagement by removing barriers in the areas of transportation, housing and income. A case management position will allow an individual staff member to develop expertise in community resources and ways to remove barriers to care.
Community Health Center

Redesigning Chronic Care Management for Improved Health Outcomes
Ginger Scott, RN, BSN, Director of Nursing


Community Health Center will redesign its Care Management Teams (CMT) to include an integrated Exceptional Needs Care Management (ENCM) Coordinator. This new position will partner with the patient's primary-care-provider-directed CMT to assure patient engagement and self-management of chronic disease(s) and co-morbid conditions. The Coordinator will work with patients to support a systemic and coordinated plan of care to: (1) reduce the severity of the patient's disease and symptoms; (2) reduce the negative impact of the chronic illness and its symptoms on patients’ activities of daily living; (3) reduce the inappropriate use of health care resources; and, (4) increase CMT member recruitment, retention and outcomes.
Family Walk-In Medical Center

Mental Health Integration into Primary Care for Muslim Communities
Shagufta Hasan, MD, Owner


Family Walk-in Medical Center will conduct community education about mental health care for varied Muslim communities and partner with LifeWorks NW to integrate culturally sensitive mental health care into primary care.
Legacy Health System

Primary Care Renewal
Melinda Muller, MD, Medical Director, Legacy Clinics


Legacy Health System Emanuel Clinic is one of four pilot sites participating in the Primary Care Renewal Collaborative. Pilot sites will implement a new model of primary care based on the South Central Foundation model, developing optimal new work flows, skills and technologies and exploring new ways for CareOregon to support and spread this model. The five components of the model are: 1) team based care; 2) proactive panel management; 3) customer driven care; 4) open access; and 5) behavioral health integration.
Legacy Health System
Surgical Care Improvement
Rhonda Turner, RN, Director of Surgical Services

Focusing on the Institute of Healthcare Improvement’s Protecting 5 Million Lives from Harm Campaign’s Surgical Care Improvement Project, the project will add the focused effort of a project manager to review existing protocols, procedures, workflow and data collection mechanisms and develop and implement system-wide standards and benchmarks. Additionally, more consistent and concurrent data collection as well as  feedback tools will be developed to support this quality initiative. Protocols and tools developed will be shared with staff from more than 30 individual units in five hospitals through a train-the-trainer technical assistance model. 

LifeWorks NW

Medical Integration into Mental Health Care for Persons with Severe and Persistent Mental Illness
Deb Allison, LCSW, Program Director, King Site

This project will flip the current model of integrating mental health care in primary care settings by bringing physical health services to a mental health clinic. The goal is to   reach clients with psychotic disorders or major mood disorders who may be unable to build a lasting relationship with a primary care provider (PCP) due to symptoms of paranoia, isolation, or depression. A registered nurse will work with CareOregon members and their identified primary care providers to coordinate primary care needs. The RN will conduct basic health evaluations, provide health education, explain the purpose of the medications prescribed by the PCP, and coordinate care between the PCP and mental health provider.
Multnomah County Health Department

Patient-Centered Care Initiative

Vanetta Abdellatif, Director of Integrated Clinical Services

The Multnomah County Health Department will develop a plan to redesign their primary care services to develop a patient-centered primary care system that emphasizes panel management, team-based care, nursing case management, patient self-management, and integrated behavioral health. Efforts will improve timely access to appropriate level of care, cost-effectiveness of care, continuity and coordination of care, and quality and safety of care.

Multnomah County Health Department

Relational Database

Vanetta Abdellatif, Director of ICS


This project is developing an EMR Relational Database to maximize the use of EMR data. (This project began in 2006 and has continued into 2007 with no additional funding.)
Northwest Acute Care Specialists

Emanuel Bone Clinic

Chris Thoming, MD

The Emanuel Bone Clinic, sponsored by Northwest Acute Care Specialists, seeks to increase access and deliver high-quality, evidence-based non-surgical orthopedic care. The project specifically targets CareOregon clients as a key underserved population.
Northwest Human Services

Chronic Disease Management using Electronic Medical Records
Jeri Weeks, Clinic Director


Northwest Human Services will use CSSI funds to support the development of an electronic medical record (EMR) reporting system for chronic disease management. A database administrator will be responsible for embedding evidence-based standards into the EMR system, and developing reporting capabilities that will monitor individual provider performance in terms of how well they are meeting practice standards. 
Oregon Clinic

Chronic Obstructive Pulmonary Disease Management

Mel Morganroth, MD


This project will continue work begun in 2006 with the enrollment of 40 patients in a chronic obstructive pulmonary disease specific management clinic. The objectives of the current project are to: (1) complete the 2006 study allowing all patients to complete the 6 month trial and (2) confirm the initial positive outcomes by extending the trial period to one year. Extension of the project will allow all enrolled patients to participate during the winter months when COPD patients have higher exacerbation rates.
Oregon Health and Science University
Congestive Heart Failure: Evidence-Based Discharge Care
Christy Marchant, Care Management Specialist

The project seeks to deliver evidence-based discharge instructions and smoking cessation information to all patients with congestive heart failure (CHF) who are discharged to home and to verify that patients and families understand what is expected of them following discharge. Project nurses will telephone all patients with CHF who are discharged to home 24 to 48 hours post discharge to confirm that patients are able to comply with discharge instructions once patients/families are home. This nurse-managed initiative has been developed to be consistent with the Institute for Healthcare Improvement’s Protecting 5 Million Lives from Harm campaign and will further institutional goals for developing nursing excellence.
Oregon Health and Science University
Operation SCRUB: Scrub a dub dub Combat Resistant Bugs 
Heidi Behm, Infection Control Specialist

Operation SCRUB aims to increase health care workers’ compliance with appropriate hand hygiene practices to exceed 90%. Operation SCRUB consists of two elements: 1) a house-wide campaign to empower patients to ask health care workers whether or not they’ve washed their hands; and 2) placement of hand hygiene monitors in “high risk” units. Complementary empowerment messages will be developed for both patients and health care workers. Hand hygiene monitors will spend approximately 25 hours per week observing hand hygiene practices throughout the hospital. Appropriate hand hygiene is essential to several of the Institute of Healthcare Improvement Protecting 5 Million Lives from Harm Campaign interventions.
Oregon Health and Science University, Department of Emergency Medicine
ED Data

Robert Lowe, MD, MPH, Director, Center for Policy and Research in Emergency Medicine


The Oregon Health and Science University Hospital Emergency Department will continue to provide data about CareOregon members who frequent OHSU ED.

Oregon Health & Science University, Department of Family Medicine, Richmond Clinic
Primary Care Renewal
Ann O'Connell, Executive Director


OHSU Richmond Clinic is one of four pilot sites participating in the Primary Care Renewal Collaborative. Pilot sites will implement a new model of primary care based on the South Central Foundation model, developing optimal new work flows, skills and technologies and exploring new ways for CareOregon to support and spread this model. The five components of the model are: 1) team based care; 2) proactive panel management; 3) customer driven care; 4) open access; and 5) behavioral health integration.
Oregon Health & Science University, Department of Internal Medicine

Care Management Plus: Improving Outcomes for Multiple Complex Diseases
David Dorr, MD, MS, Assistant Professor

OHSU Internal Medicine will create a care-management system focused on identifying and providing care of patients with multiple complex chronic conditions and social barriers. The project will implement a system of care that includes a care manager who will adapt and validate protocols for general assessment, prioritization, and care of specific diseases (mood disorders and diabetes; substance abuse and HIV) and implement software to store, retrieve, and remind providers about specific care plans for patients. 
Oregon Health and Science University, School of Nursing
Doula Care for Laboring Women: Impact on Obsterical Outcomes and Patient/Provider Satisfaction

Carol Howe, CNM, DNSc


Use of doulas has been shown to lower the cesarean birth rate with a decrease in costs associated with the surgery and the decreased length of hospitalization.This project will assess the impact of doula services on a variety of obstetrical outcome measures, most notably on the cesarean section and operative delivery rate and need for anesthesia. Patient satisfaction with doula services will be assessed, as well as the birth experience and provider satisfaction with the presence of doulas. 

Oregon Neurology

Streamlining Data Collection for Neurological Chronic Diseases
Susan Curtis, Administrator


Oregon Neurology has developed protocols for neurological disease management with past CSSI funding. With the implementation of electronic medical records (EMR), the collection of data will be streamlined for entry and reporting. The project will develop templates and data collection points in the new EMR system and will continue annual testing and questionnaire completion at office visits for chronic neurologic disease patients.
Pediatric IPA

Quality Improvement

Sharon Fox, MHA, CEO


This project will fund a Pediatric IPA quality improvement (QI) registered nurse, a medical director and stipends to the clinics that participate in training. Centralized expertise will be developed within the IPA, creating an IPA member quality structure and an IPA QI committee with representatives from the clinics, consistent QI methods, and eventual adoption and implementation of protocols. 
Pacific Medical Group

Chronic Care Disease Reminders

Laura George, EMR Project Manager


Pacific Medical Group will implement the preventive services and disease management module of its electronic medical record system (EMR) to assist in optimizing chronic care. The goal of the project is to increase the number of patients who receive regular treatment of their chronic disease. Initially the system will have reminders of evidence-based guidelines for preventive care and chronic diseases based on patient medical conditions available to the provider at the time of the visit. Later in the year, recall capabilities will be integrated in order to contact patients proactively to receive their scheduled recommended care.  

Salem Hospital
Reducing Surgical Complications
Surgical Care Improvement Project
Robin Large, Development Analyst

Surgical site infections are the second most common type of adverse events occurring in hospitalized patients. The Surgical Care Improvement Project is an intervention of the Institute of Healthcare Improvement Protecting 5 Million Lives from Harm Campaign.Salem Hospital is committed to achieving a 99% reliability rate in providing these care measures to surgical patients. The hospital will use a skilled, dedicated expert in process improvement to work with the patient care team to evaluate current processes and develop new systems. The process expert also will be involved at the immediate point of care to extract real-time data. In addition, the hospital will contract with a human factors expert to collaborate with the process expert to provide communication and teamwork training to surgeons, anesthesiologists and surgical services staff. The goal is to enhance the potential for sustainable improvement. 
Salem Women's Clinic

Perinatal Psychiatric Care

Adrianne Moss, PNP

Salem Women’s Clinic will work collaboratively with CareOregon care support staff to develop and evaluate a focused perinatal case management model for innovative solutions to the unique psychiatric and psychosocial needs of pregnant and post-partum mothers. The project focuses on education and resource information targeted to psychosocial and mental health issues related to pregnancy and to the newborn and focused case management.
Tuality Healthcare
Improving Systems of Care for Congestive Heart Failure and Acute Mycardial Infarction Patients
Linda Budan, Clinical Education Manager

The goal of this project is to reduce mortality and decrease medical harm associated with congestive heart failure (CHF) and acute mycardial infarction (AMI) patient care. The specific aims are to improve the organization’s rate of adherence to the CHF and AMI “bundles” as defined by the IHI Protecting 5 Million Lives from Harm Campaign and the American College of Cardiology. The intended system changes include procedures for concurrent chart review, data analysis and guidelines for real-time feedback to staff and physicians regarding adherence to “perfect care.” Improved procedures for real-time access to aggregate data on delivering the components of care also are key, as well as procedures for improving patient-centered care through the systematic use of patient education materials and post-discharge follow-up contact. 
Virginia Garcia Memorial Health Center

Primary Care Renewal
Ann Turner, MD, Medical Director

Virginia Garcia Memorial Health Center Cornelius Clinic is one of four pilot sites participating in the Primary Care Renewal Collaborative. Pilot sites will implement a new model of primary care based on the South Central Foundation model, developing optimal new work flows, skills and technologies and exploring new ways for CareOregon to support and spread this model. The five components of the model are: 1) team based care; 2) proactive panel management; 3) customer driven care; 4) open access; and 5) behavioral health integration.
Women's Healthcare Associates

Electronic Medical Record Planning

Brian Kelly, CEO


Through effective use of electronic health records and health information technology, Women's Healthcare Associates (WHA) seeks to improve the quality of patient care, efficiency of service to patients and colleagues, and to better manage risks associated when providing health care. Consultants will work with WHA employee work teams to examine current processes and develop improved processes to enhance patient care, support utilization of evidence-based practice, reduce wait time, and increase efficiencies. 
Women's Healthcare Associates

Quality Improvement Coordinator

Brian Kelly, CEO


Women’s Healthcare Associates (WHA) plans to continue assessment, monitoring, and evaluating patient care related to both Group B Strep Prevention and Treatment Guidelines and Gestational Diabetes Screening. In addition, two new clinical topics have been selected for performance evaluation; Vaginal Birth After Previous Cesarean Delivery, (VBAC), and Perinatal Human Immunodeficiency Virus (HIV) testing. The goal is to monitor adherence to best practice guidelines, ensure that compliance is appropriately documented, report clinical performance results to clinicians, and provide education, tools and methods to improve performance where indicated. WHA aims for 100% performance on each of the topic-specific key performance measures.

Yakima Valley Farm Workers Clinic

Tomando Control de su Salad
Sue Plaster, Director, Community Health Services


Yakima Valley Farm Workers Clinic will implement Tomando Control de su Salad/Chronic Disease Self-Management Program (CDSMP), the evidence-based practice developed by the Stanford Patient Education Research Center, for patients with diabetes at the four YVFWC Oregon clinics. The program will educate patients with diabetes about self-management. Major objectives of the program include building capacity in the clinics for program coordination and master training and building capacity through recruitment, training and mentoring of a cadre of lay health leaders who can teach the classes. 
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