








Meeting RHIP priorities: This project directly addresses the Regional Health Improvement
Plan's health priority of social determinants of health by increasing available emergency housing
and services that are vitally needed for people in our region struggling with homelessness and
poverty, while also establishing an environment of support designed specifically to promote best
practices. The project will have a systemic impact on a highly vulnerable population in Central
Oregon who have difficulty accessing needed services without at least a transitional roof over
their head. This vulnerable population frequently demonstrates a serious neglect of health
concerns, placing so many adults in a medically fragile state with enormous risks of health
failure with long-term repercussions on the individual as well as the community.

Previous evaluation efforts indicate Bethlehem Inn’s service model yields improved health
outcomes. After a stay at Bethlehem Inn, typically about thirty days, the majority of those
served will transition to stable housing, and 90% will leave better able to access vital health care
services, and be more skilled in addressing health needs. Bethlehem Inn’s services include
referrals to appropriate community agencies to ensure residents remain connected longer term to
the services and supports they will need to address identified behavioral health, oral health and
physical health needs (including untreated diabetes). By serving this difficult to reach population,
the overall health of the community benefits. The project will further refine evaluation methods to
document impact and build a knowledge base to advance the program field.

Metrics and Reporting Frequency

A) Increase access to housing for homeless families in Central Oregon. The objective
will be met by Fall 2019 with the completion of construction of Phase 2.

B) Homeless families and individuals at Bethlehem Inn will experience an increase in
supports that address behavioral, physical health and oral health needs. Reports will
be prepared at least 2 times per year on the actions carried out during the two years
following opening of the new facility.

C) Families and individuals exiting Bethlehem Inn program will demonstrate reduced
health risk. Actions carried out throughout the project period; during the two years
following opening of the new facility, enhanced outcome measurement tools will be
implemented to support research and development of best-practices; working with
OHSU, reports will be compiled at least 2 times per year.

D) Cost per person will be reduced The Bethlehem Inn Board of Directors tracks
program outcomes and financial performance at every meeting, supported by a
standing Finance Committee and Program Committee; financial reviews or audits are
conducted annually.

Sustainability plan: Bethlehem Inn has prepared a pro forma operating budget demonstrating
that operating costs will decrease per person when the current buildings are replaced. The
increased cost in maintaining a larger facility will be more than offset by the savings realized
through greater efficiency of the facility. At baseline (prior to start of our rebuilding project) the
cost per person per day at Bethlehem Inn was approximately $32 per day. After construction, the
cost per day is expected to decrease about 10%. As part of the capital campaign strategy, the



project team anticipates a planned giving follow-through to build endowment resources for long-
term sustainability and stabilization.

Corollary of metrics/benchmark/improvement

A) The 14,600 sf facility will be the right size to house 108 men and women safely with
dignity, security and energy efficiency, replacing an ill-equipped, deteriorating
building, which is not correctly designed for its purpose.

B) Improved social determinants of health (stable housing, improved economic opportunity)
and improved access to health care (physical health, behavioral health and oral health
care; increased skills in preventive care and utilization of health resources). Measured
through case management reports; pre-/post-survey of program experience evaluating
satisfaction and impact, as well as in notes from weekly resident meetings. Evaluation
methods designed to promote program refinement of best practices as well as
teaching/learning with community partners.

C) 400% increase of available units for veterans, disabled and those with special health
needs (will increase from 4 to 16 beds).

D) Greater cost-efficiency. Based on pro forma operating budget, cost per person served
at Bethlehem Inn will be reduced approximately 10% due to efficiencies such as
lower energy usage, reduced waste, more efficient maintenance, and better integration
of program areas and residents.
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emotional and behavioral health challenges which increase their
susceptibility to homelessness

Aim: Individuals and families experiencing homelessness in
Central Oregon are provided access to connecting resources in a
safe and secure environment of accountability to overcome
obstacles and address health challenges to help them transition
toward stable housing.

Boundaries: Crook, Deschutes and Jefferson County

poverty on housing stability
- Disconnect between individuals needs and
availability of suitable housing options

meet the specific needs of
this challenges population

Facility Committee &
Community partners

Create and implement a
funding plan to execute and

complete the facility with
noadad attribitac

Executive Dir.; Board
of Directors

06/01/18

Create and implement a
tracking systems to
measure program results

Program Manager
and Community
Partners

6/1/18

2. INITIAL STATE

5. SOLUTION APPROACH

8. CONFIRMED STATE

- Lacking emergency shelter, especially for ADA accessibility

- Physical facility capacity 88 beds and only 2 rooms (4 beds with
limitations) for special needs population

- Current organizational capacity sufficient for existing size

- HMIS provides opportunity to measure before/after
assessment requiring case management plan

- Missed potential for local funding due to lack of results data

- The actual cost(s) to healthcare and Law enforcement results
are still being determined

- If we develop a system to track common social
determinants of health issues, effects and outcomes,
we can better impact each person’s encounters.

- If we increase capacity, we can better serve the
most vulnerable during a time of crisis.

- If we can temporarily improve safety and security
through emergency shelter, those most vulnerable
will have access to resources that might otherwise
allude them.

3. TARGET STATE:

6. RAPID EXPERIMENTS

9. INSIGHTS

Metrics:

- New ADA compliant facility is completed by mid-2019

- Increased capacity by 22% with specifically designed rooms
included for special needs demographics (veterans, disabled,
elderly, service animals, etc.)

- HMIS utilization measures overall increase on self-sustainability
matrix with defined social determinants of health from initial
assessment and upon exit.

Target Goals:

- 80% of participants demonstrate a minimum of 25% increase
on the self-sustainability matrix based on domains related to
established social determinants of health.

- A majority of participants transition into stable housing

Efforts and testing are underway to develop a system
to incorporate identified social determinants of
health from the Ten Year Plan to End Homelessness
and updated High Desert Plan that address, and
through case management, can help participants
impact areas of physical and social determinants of
health.






