
Health Aspects of Kindergarten 
Readiness Measure

System-Level Social-
Emotional Health Metric 



OHA’s Vision for the System-Level Social-Emotional Health Metric 

“Children from birth to age 5, and 
their families, have equitable 

access to services that support 
their social-emotional health and 

are the best match for their needs.”

Presenter
Presentation Notes
The Oregon Health Authorities vision for this metric is that Children from birth to age 5, and their families, have equitable access to services that support their social-emotional health and are the best match for their needs.”

So the target population are children ages 0 to 5 and their families. 



Purpose 

Help CCO’s address system level factors that impact the services 
children and families receive 1.

Aid in understanding how children and families are receiving the 
services 2.

Understand barriers – financial or policy barriers – that need to be 
addressed in order to improve access to services 3.

Presenter
Presentation Notes
The purpose is to Help CCO’s address system level factors that impact the services children and families receive. So looking at aspects within the health system that could be keeping children and their families from receiving social and emotional health services. 

The metric will aid in understanding how children and families are receiving the services. Assessing gaps in services and ensuring all of the services provided are equitable and culturally responsive. 

Lastly the metric aims to understand barriers – financial or policy barriers – that need to be addressed in order to improve access to services. So Samaritan Health Plans will look within their own policies and utilization of services to understand possible barriers to services. 






Metric Preparation 

Year 1: 2022 
Complete Activities
Review Data 
Create Resource 

Map 
Engage 

community
Create action plan 

Year 2 & 3: 2023-24
Evaluate Activities
Adjust 

interventions if 
needed 

Year 4: 2025
• OHA sets 

accountability to 
CCO’s for 
achieving System-
Level Social-
Emotional Health 
Metric 

Presenter
Presentation Notes
The measure is set up so that by year 4 we will start to be accountable for achieving the System-Level Social-Emotional Health Metric. The first year we have four deliverables, including reviewing the data OHA sends to understand gaps among out target populations, crating an asset map of resources available to children and their families, engaging community partners from a verity of sectors at all levels, and creating an action plan for achieving the metric in year 4. 

Year two and three will focus on evaluating what we implemented in year 1 to ensure the actions and activities are appropriate, effective, and equitable. �




Year 1 Activities – Due December 2022 

Activity 1:  Assess Social-Emotional Health Reach Data Review and Assessment
1. OHA will provide Child-level data meant to capture a range of assessments 

(including screening) and services provided across the spectrum of providers 
and to allow for innovative billing by early learning and other community-
based providers.

2. The data includes:
• Screening Data (screenings in association with Bright Futures)
• Services Data – Specific services received based on applicable codes 

Presenter
Presentation Notes
Achieving the year one objective are essential for being successful across the four-year plan. The deliverables are due by the end of December. 

OHA will be sending us data on our target population. The data captures a rang of assessments including screening data and service utilization. We will assess the data and share the results with community partners. 



Year 1 Activities – Due December 2022 

Activity 2:  Asset Map of Existing Social Emotional Health Services and Resources 
1. Developed an Asset Map to capture services and resources in the CCO region that address children’s 

Social-Emotional health, 
2. To ensure equity and further disparities among marginalized populations, the map will include key 

characteristics of services and providers to assess capacity and gaps.

The Asset Map must include:
• Location of Clinic or Program Site 
• County(ies) served by Clinic or Program Site 
• Number of Providers who Currently Serve Young Children Birth to Age Five
• Capacity for New Referrals
• Race, Ethnicity of Provider(s)
• Language(s) Spoken by Provider(s)
• Service Modalities Provided

Presenter
Presentation Notes
A large deliverable is the asset map. The purpose of the map is to capture services and resources in the CCO region that address children’s Social-Emotional health, 

The map will include key characteristics of services and providers to assess capacity and gaps. The asset map focuses on equity and understanding possible disparities by really focusing on specific characteristics of clinics and providers, including location, capacity, race and ethnicity of providers and languages spoken, as well as how services are provided. 




Year 1 Activities – Due December 2022 

Activity 3: CCO-Led Cross-Sector Community Engagement
1. Engage community partners from: 

• A variety of community sectors 
• Community organizations that serve historically marginalized populations 

2. Engage community partners on: 
• Social-Emotional Health Reach Metric data
• Asset Map of Social-Emotional Health Services and Providers
• Barriers and opportunities to improve Social-Emotional Health service capacity and access

Presenter
Presentation Notes
Another deliverable is to engage our community partners. This is an essential step which is why we are here. We cannot accomplish this alone. It is essential to bring a diverse group together to accomplish the work together. The goal is to establish a workgroup of partners who will aid in the deliverables and provide feedback on the data and action plan. 

We want to include partners who work with our target population and their families as well as community partners who work with tribal communities, Hispanic and Latinx communities, and LGBTQ+ communities.



Year 1 Activities – Due December 2022 

Activity 4: Action Plan to Improve Social-Emotional Health 
Service Capacity and Access

1. Based on the OHA Reach data and community conversation, an 
action plan is developed with a minimum of two target areas for 
improving capacity and access to social-emotional health services 
for children and families 

Presenter
Presentation Notes
The last deliverable which we hope to start working on by May is the Action Plan to Improve Social-Emotional Health Service Capacity and Access. The action plan will be developed after we have reviewed services capacity, the data provided by OHA and input from community partners. WE will need to choose a minimum to two target areas to improve capacity and access to social-emotional health services for children and families. 




Year 1: 2022 
Complete Activities
Review Data 
Create Resource 

Map 
Engage 

community
Create action plan 

Year 2 & 3: 2023-24
Evaluate Activities
Adjust 

interventions if 
needed 

Year 4: 2025
• OHA sets 

accountability to 
CCO’s for 
achieving System-
Level Social-
Emotional Health 
Metric 

Presenter
Presentation Notes
We will continue to engage throughout years two and three to ensure we are prepared to meet the metric in year 4. 



Questions 



IHN-CCO member data demographics and Behavioral 
Health Utilization 
• Member data:
 Individuals who are eligible for IHN-CCO services as of February 22, 2022 

• Behavioral Health Claims:
 Consists of claims with a primary ICD-10 diagnosis code related to:  

o Anxiety 
o Major Depressive Disorder
o PTSD
o Drug Use Disorders 
o Schizophrenia and other psychological disorders 
o ADHD, Conduct Disorders, and Hyperkinetic Syndrome



Age distribution of IHN-CCO members 
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Age Percentage
0-4 9.3%
5-9 9.8%

10-14 9.7%
15-18 7.1%

39.9% are 
18 and 
under 



The reported County of residence for 
IHN-CCO members ages 0-5  

The reported sex of IHN-CCO 
members ages 0-5
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Changes in IHN-CCO membership from 2012-2021
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27.1%

1.0%
0.7%

2.3%
1.0%

8.6%

0.6%

58.7%

White

Asian, Pacific Islander, and/or Native
Hawaiian
Black or African American
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European
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Other

No Answer/Unknown

Race and ethnicity of IHN-CCO members 18 and under 



Most common primary diagnosis codes listed on claims related to mental/behavioral 
health for IHN-CCO members ages 0-5 from 2020-2021
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The percent of IHN members ages 0-18 who filed a claim with the 
primary diagnosis code relating to behavioral health in 2020 and 2021

2.7% 2.3%
12.3% 12.3%

27.3%

46.8%

74.9%

86.1%

22.0% 21.3%

0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

100%

2020 2021

Pe
rc

en
ta

ge

Year

0-5 6-10 11-14 15-18 Total Memebers



Most common primary diagnosis codes listed on claims related to 
mental/behavioral health for IHN-CCO members ages 6-18 from 2020-2021
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OHA Reach Data 

• Data consist of: 
• Assessments conducted by pediatrician, community health worker, or a 

behavioral health provide
• Service utilization – Specific diagnosis codes specific to child and adolescent 

behavioral health. 



The percent of children ages 0-5 who received social-emotional health services or 
assessments
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The percent of children ages 0-5 with social complexity factors 
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Poverty (Child or either/both parent access of TANF, below 37% of federal poverty level) 5.5%

Foster care – Child received child welfare services 17.2%

Parent death – Death of parent in Oregon 8.3%

Parental incarceration 6.2%

Mental Health: Child received mental health services through DHS/OHA 21.1%

Mental Health: Parent received mental health services through DHS/OHA 4.8%

Substance Abuse: Parent substance abuse treatment through DHS/OHA 6.1%

Child abuse/neglect 19.1%

Potential Language Barrier (Language other than English listed in the primary language) 1.4%

Parent Disability (Parent is eligible for Medicaid due to recognized disability) 8.1%

The percent of children ages 0-5 with social complexity factors 

Red = Top Three 



Discussion Questions

• What do you think of the data we just went over, initial thought.
• What social and emotional health programs, services, and or resources are 

available in Benton County – that you know of – for children ages 0-5 and 
their families? 

• Do you believe the services that are available through these programs are 
equitable? For instance, are the social-emotional health service available  
appropriate for individuals experiencing poverty or homelessness or  
minority populations, LGBTQ+ families, etc. 

• What are the major gaps in social-emotional health services in Benton 
County? 

• What social-emotional services are available for parent/guardians and their 
families? Are they equitable? 



Pollywog Update
3 March 2022

There are currently 2,254 individuals in the Pollywog 

Database:  Linn – 816, Lincoln – 66, Benton – 264, 

Other – 32.

There are 27 prenatal and childbirth classes 

being offered by Samaritan and other partners.

There are 28 parenting education 

classes available, 8 of them taught in

Spanish.

Added Google Translate, two new 

pages, and the “Resources” page is 

getting a facelift..

We had 5,637 views of our Facebook 

posts, and our new Instagram page 

viewership is up 16.9%.

The February Parent Newsletter was about 

parenting stress and mental health.  It contained 

resources for local and national supports. 

We have added a third blogger:  Kyle Isaacs from the 

Benton Community Health Centers.  She will be writing 

about pediatric dentistry once a month.

Individual Users 01

Prenatal & Childbirth Classes02

Parenting Education Classes 03

Pollywog Website04

Pollywog Facebook & Instagram 

Pages
05

Parent Newsletters (753)06

The Parent Voice07
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FAMILY CONNECTS UPDATE 
Health Care Integration Work Group 

March 2022 
 

News and Updates 
 
 
 

 

Legislative Clarification 
As an Early Adopter (EA) site for Family Connects in Oregon, the 
Linn/Benton/Lincoln Counties site has experienced ups and downs, 
especially regarding private insurance coverage of FC visits. Thankfully, we 
are seeing progress toward a resolution of this issue with the passage of 
Oregon State Bill 1555 on March 1, 2022. This bill includes language that 
clarifies the insurance coverage for universal home visiting, and requires 
insurance companies to cover accepted visits costs. More information to 
come as the insurance issue …. 
 
Provider Outreach 
We are excited to share that FC nurses will have a regular five minutes at 
the beginning of Samaritan’s monthly system meetings for pediatricians and 
obstetrician/gynecologists. We plan to include data and stories from visits in 
these information spotlights to encourage more referrals from providers to 
Family Connects. 
 
New Partners 
Young Roots (in process) 
 

Family Connects Data for January 2022 
 (Data is one month behind due to reconciliation with actual birth data from OHA.) 

 

Eligible birth population: 95 
Scheduled Integrated Home Visits (IHVs): 18 
Completed IHVs: 22 (some scheduled in prior month) 
Follow-up Home Visits: 1 
Total New Referrals (for month): 35 
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