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Overview

In the past six months, we’ve seen a lot of health changes with 
seniors that I have been working with for the past three years. 
They made it all the way through COVID, and then their 
health started deteriorating. A lot of them suffered from chronic 
conditions. and I don’t know if the time or the condition just 
got to them at this point, but they just weren’t able to continue 
on. Things just really, really changed for the past six months.

Respondents see a decline in health (80%) and quality of life 
(77%) for east Linn County residents over the last three to five 
years. The primary contributing factor (56%) was the COVID-
19 pandemic, the most commonly cited effects of which were 
isolation and other mental health impacts (38%), delayed diag-
nosis/treatment and other physical health effects (23%), and 
economic and employment effects (11%).

Other contributing factors include lack of access to medical 
care, lack of affordable housing, lack of culturally competent 
care and high levels of political and social conflict (including 
gun violence).

What are our biggest health problems?

ACCESS TO HEALTH CARE SERVICES. Eastern Linn County continues to 
have a severe lack of acute and long-term mental and behavioral 
health services for people with substance use disorder (SUDs), 
marginalized and stigmatized communities, and veterans. All of 
these unmet needs have been exacerbated by the mental health 
effects of COVID-19—especially social isolation—as well as by 
high housing costs, inflation and political strife.

Substance use disorder is one of the larger problems we’re 
facing in our community, and it impacts so many other areas.

COVID-19 has had far-reaching effects on regional health care 
capacity, resources and workforce, resulting in longer wait 
times, postponed care and related access issues. The cost of 
care and insurance is another long-standing barrier to access.

On the other hand, certain pandemic measures — such as tele-
commuting—greatly increased quality of life for some members 
of the disability community, who are now concerned that these 
gains may be lost as pandemic concerns wane. The region also 
has a need for more access in general, both through methods 
like mobile services, pop-up clinics and telehealth and through 
navigation assistance, education and outreach.

CAPACITY, COORDINATION + QUALITY OF CARE. The region’s lack of 
cultural / linguistic competence and workforce diversity — and 

the directly related issue of institutional bias — were the major 
issues in this category, followed by the lack of adequate part-
nership coordination, workforce recruitment and retention, 
and accessibility / disability rights.

COVID IMPACTS + VARIANTS. Respondents cited the ongoing toll of 
the pandemic on health and society as well as the potential for 
new variants and the toll of disability and poor health that may 
result from COVID infection.

COVID-19 is still the biggest threat to disability populations. 
Folks with autoimmune disorder or various disability types 
... will continue to suffer from and die from COVID at much 
higher rates than the general population. We’ve more or less 
gone back to normal in so many ways that are going to isolate 
and continue to threaten the disabled population.

COMMUNITY HEALTH + QUALITY OF LIFE. As housing, gas, food and 
other costs rise, fewer people are earning a living wage. This 
increases their mental and physical stress and limits their 
access to care, medication, counseling, educational oppor-
tunities, tests/screenings, nutritious foods and other health 
essentials. For people who lack access to affordable — or any 
— child care, parenting education and other family support, 
these economic pressures are even more unmanageable.

Having so many families that live in poverty — it impacts their 
health by not having the resources to access care.

Lack of access to safe and affordable housing remains an urgent 
health problem, taking a toll not just on the mental and physical 
health of individuals and families —both housed and unhoused 
— but also on the ability of health care providers, public health 
agencies and community-based organizations to recruit and 
retain workers.

Who has poor health + quality of life?

MARGINALIZED POPULATIONS. Migrants, refugees and undocu-
mented residents are at a high risk for poor health and quality 
of life, and are indigenous people, communities of color, 
LGBTQIA+ people and people with disabilities. Marginalized 
people are also less likely to seek medical care due to mistrust, 
trauma, cultural/linguistic barriers, and other issues. For those 
who do seek care, the lack of culturally competent providers 
can make that care less effective and more traumatic.

I’m tired of hearing “oh, there’s only a few black people here.” As 
if — since there’s not a lot of us — the ones who are here don’t 
deserve good service, or good health, or to be provided for. As 
a nurse, if I have one person on my unit or in a nursing home 
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who has a Foley catheter, guess what: I have an obligation to 
know how to take care of a Foley catheter — just for that one 
person! There could be 100 people, but for that one person, I 
have to know that. I can’t just be like, “Well, there’s only one of 
you, so we don’t need to do that. We’re just gonna let you die, 
because it’s just one of you.” I don’t get that narrative. I don’t 
understand how you would ever say that to anyone. Because 
again, if there’s 1%, 2%, 3%, they’re still here; they still deserve 
all the things. It just sounds so heartless to me.

People with limited English skills and few qualified interpreters 
face special legal and logistical barriers in receiving one-on-
one care and in navigating the system, as do people with 
disabilities.

LOWER SOCIO-ECONOMIC STATUS. Low-income residents — includ-
ing seniors, people in unsafe or unstable housing, the unin-
sured and the underinsured — tend to have poorer health and 
quality of life as well as less access to preventive and primary 
care and to the social determinants of health. Further, people 
experiencing poverty and housing instability often have multi-
ple stigmatized identities that complicate their search for new 
housing.

SENIORS. Seniors were a commonly cited high-risk group for 
poor health: “The challenges of not being able to access social 
groups and health care are even worse for elderly people.” 
Many seniors are impacted by inflation, housing and other 
rising costs of living. They may also face worsening mental 
and physical health resulting from social isolation, lack of exer-
cise, and avoidance or postponement of medical care due to 
COVID.

Which social determinants of health most affect 
our community?

Key informants cited the following social determinants of 
health as the most significant ones for east Linn County.

• Safe and affordable housing (25%).

• Access to mental and behavioral health care (12%).

• Access to transportation (12%).

Other determinants cited include access to healthy food; racism 
and discrimination; language and literacy skills; jobs and the 
economy; access to safe outdoor spaces; access to health care; 
and economic factors.

What are the main barriers to improving health?

LACK OF ACCESS. The complexity of the health care system can 
be daunting, especially for lower-SES residents, newly insured 
patients, people with mental health issues, migrant workers 
and people with specific linguistic or cultural needs and 

expectations. Even affluent residents sometimes find it difficult 
to navigate the system and to gain insurance and health liter-
acy. Although telehealth and other online options have gained 
in popularity since the pandemic, low-SES patients may lack 
internet access, while seniors may lack the skills they need to 
use newer tech-based options.

Already a problem, provider turnover/retirement rates 
increased in the wake of COVID, as did wait times for 
appointments.

Even if you have resources, you can’t find a physician.

Lack of transportation remains a major barrier, especially at 
night or in bad weather.

Transportation really is a big barrier for a lot of folks. Whether 
the appointments are within the Valley or outside of the area, 
they don’t have transportation. Or they have transportation, 
but they are not comfortable driving that distance.

EXCLUSION, MARGINALIZATION + BIAS. Community leaders who 
hold marginalized identities often see the health care system’s 
interest in them as purely transactional; providers and public 
health agencies reach out because they need information, or for 
marketing purposes, but they do not form lasting relationships 
or make recommended policy changes. The exclusion of these 
community leaders from representation and decision-making 
within largely white institutions — combined with failure to 
address the region’s lack of cultural and linguistic competence, 
diversity, equity and accessibility — is a persistent barrier to 
cooperating with culturally specific organizations to improve 
the health of marginalized and stigmatized communities. The 
problem is complicated by a highly vocal and visible — and 
in some cases, explicitly white supremacist — political move-
ment opposing equity, diversity and inclusion efforts. Against 
this frightening backdrop, continued institutional inertia and 
insularity may deepen the mistrust marginalized community 
members already feel.

If you’re a nonwhite person, what has been done over history 
— and not just a long, long time ago — with our bodies, 
without permission and with different experiments, has 
impacted us today. So trust is huge. People saying “I’m here 
for you, Black people,” but really, they’re not — it’s just talk 
or it’s just performative — really, really hurts. It sets us back, 
because now you’re confirming that they can’t trust the health 
care system. ... I don’t think people understand that when you 
lose trust like that, especially when you are untrustworthy ... 
you have to actually reach out and you actually have to earn 
people’s trust. You have to also understand it’s gonna be really 
hard. But you don’t give up — you just keep coming, because 
you realize that there’s a lot of damage to repair.

As the region’s population ages, the lack of accessibility and 
recognition of disability rights becomes more pressing. This 
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can effect everything from employment options, to access to 
healthy food and fitness options, to the availability of medical 
care, to basic necessities like rest room access.

What we really need is buy-in, and not from other disabled 
people, or people with disabled kids, or people with a disabled 
sister. Not the people who are directly impacted by disability. 
We need buy-in from people who have no direct lived 
experience of disability culture and disability life to be like, 
“Yeah, that’s the thing. Let’s do it. Let’s move the needle. Let’s 
commit to a real and accessible world, because no one has an 
expectation of moving through their entire lifetime without a 
disability.”

INADEQUATE FUNDING OR RESOURCE ALLOCATION. Systemic political 
and cultural issues relating to the allocation of money and 
resources are complicated in the tri-county region by the 
differences between the counties, urban/rural communities 
and specific populations.

Funding is probably the biggest significant barrier. Access is 
tied to funding; the more funding you have, the more ability 
you have to make things accessible for others. If people don’t 
want to pay for it, it’s not going to happen. Or if they don’t feel 
that the people that would benefit from that, you know — they 
don’t feel that they’re deserving of assistance.

LACK OF SOCIAL DETERMINANTS OF HEALTH. Along with poverty and 
socio-economic inequality in general, the housing crisis is a 
significant obstacle to improving community health and quality 
of life and to addressing workforce shortages. In eastern Linn 
County, housing costs and traffic problems have both been 
rising as people who have been priced out of Corvallis increas-
ingly move to smaller towns like Sweet Home and commute.

Housing — even medium-quality housing — affects every 
other determinant of health.

What are the area’s main assets or strengths?

COMMUNITY NETWORKS + ASSETS are one of our major strengths:

All of us trying to do all the same work, and people really 
partnering together to make change — that is something 
that our community does really, really well. ... We can really 
build on the people that are already doing the work in the 
community, both at the system level — the CCOs and the 
county — but then also on the provider and community-based 
organization level.

In particular, community-based organizations serve popula-
tions that may find it hard to get help anywhere else. Often 
rooted in the strengths, practices and resilience of specific 
communities, they are a crucial element of the region’s social 
fabric and invaluable allies for partners who are ready to defer 
to their expertise and learn from their trusting relationships 

with the communities they serve.

These are people who are not waiting until someone else figures 
it out. They are like, “We are going to do something about it.” 
And that’s beautiful.

Partnerships between these organizations and public health, 
social services, schools, the hospital system, and local govern-
ment are an important asset that could be better utilized. A 
silver lining of the pandemic is that it often forced partners to 
work together; these connections should continue and increase 
going forward.

The health care system — and the region as a whole — also has 
the potential to benefit from the largely untapped perspectives 
and abilities of migrant and other marginalized communities.

What we have to do, then, is to facilitate the recognition of 
the skills, knowledge, expertise that people have, especially 
people who are immigrants, who come from other countries ... 
Imagine the potential of finding a way of incorporating that 
knowledge or expertise into creating solutions that work for 
the community. There is a need for the system of services — 
for the system of providers — to modify their approach and 
move away from a purely needs-based approach to one that 
emphasizes assets. And the assets are people themselves and 
the community itself.

CARE PROVIDERS + RESOURCES. Linn County’s Department of 
Human Services was noted for its dedication to promoting 
healthier families:

We work closely with the Department of Human Services, and 
they do offer a lot of services trying to help parents, trying to 
create healthy families and safe parenting.

SHS is generally viewed as a major community asset and 
as an essential partner in health improvement efforts and 
innovations.

The way that Samaritan worked with each of the county public 
health departments ... was amazing. I have not experienced 
anything like it within other health systems in Washington, 
Oregon, California or Nevada.

What issues will emerge in the next 3 to 5 years?

For most respondents, the major concern is the long-term 
impact of COVID. In addition to the unknown extent of 
mental and behavioral health effects to date, this encompasses 
the threat of current and future variants; the still-unknown 
health impacts of “Long COVID”; the delayed diagnosis and 
treatment of cancer, cardiovascular disease and other major 
illnesses; the effects of isolation, lockdown and bereavement, 
especially on children and youth; staffing and provider short-
ages, economic hardship and supply chain issues; the rapid 
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growth of conspiracy theories, social turmoil and mistrust of 
institutions and experts; and the potential for a sharp increase 
in mental illness, SUDs and disability over the coming decade.

We just lived through one of the most mass-disabling events in 
world history. We still don’t understand the scale of that, and 
it’s gonna continue to play out over time. So, where we would 
have had a population of, say, 16% of folks in the Linn-Benton 
area having some sort of disability, we might see that double 
or triple. And we have no idea what it really will look like. But 
we know it’s going to be a lot more people with a lot of different 
disability types that are suddenly becoming disabled. And 
people don’t individually become disabled: If you come up with 
a disability, the people around you also have to deal with a 
disability, right? They’re suddenly having to figure out things 
like “how do I get you into this place if you can’t walk right 
in? How do we engage in this activity if it’s uncomfortable for 
you?” All of these things that suddenly happen where families 
and communities become disabled — not just individual 
people. That’s the thing I’m trying to warn people about: The 
tsunami is coming.

Other near-term concerns include lack of primary care capac-
ity and access, inadequate institutional support for public health 
interventions, and the ongoing toll of racism and hate crimes.

What can local and regional partners do to 
improve health and quality of life?

A primary goal is for the hospital system, CCO, public health 
department, government agencies, and CBOs to improve their 
access to health care through better coordination, cooperation 
and communication.

I can’t even tell you how many meetings I attend a month, 
just to try to stay connected. And I think one of the things that 
would be really beneficial is finding a way to streamline that, 
so all of the community-based organizations and the CCO and 
the county are all in the same meetings at the same time. ... 
How we do that where it’s not taking so much time, so that way 
we can actually focus on doing the work?

This effort should include considering nontraditional, innova-
tive ways of bringing services to populations that have physical, 
cultural or personal issues that make visiting a provider diffi-
cult or impossible. Such a program might also be scaled up to 
reach entire neighborhoods:

Maybe a neighborhood navigator that’s the point person 
for the hospital and United Way and all these people. ... 
Something that makes it a little less programmatic and a 
little more relational. I think we have to get there. In light of 
what happened this week [with school shootings], I feel like 
the first key to improving mental health is being intentional 
with relationships: being very intentional with a handful of 
people, so that when crisis strikes, you’re well aware of their 

situation, instead of trying to help 50 at one time. ... Maybe 
be a little bit more in tune with neighborhoods.

Better coordination and oversight could also help to avoid 
duplication of effort and improve the allocation of resources.

I think we need a system in place — whether it’s run by a 
nonprofit or a local hospital board — that can funnel those 
resources to the right organization for the right thing. So 
like, one group does housing better than the other? Let’s stop 
spreading that money out. Give it to that one, right? If one does 
mental health or health care better, let’s get that money to that. 
Coordinated care can be really beneficial.

When planning such projects, larger entities need to recognize 
that their policies and requirements can represent obstacles 
and overhead from the standpoint of smaller partners.

People that are in a system or health care setting are very used 
to having meetings throughout the day. It’s not a big deal. But 
for community-based organizations, that literally takes people 
away from doing the work.

Another central part of increasing collaboration is acknowledg-
ing and overcoming the historical and current exclusion and/
or exploitation of culturally specific partners and the ongoing 
failure of regional institutions to improve cultural competence.

I want to emphasize the coming together part, so it doesn’t feel 
like “we’re over here and you need to come, you community 
member of color. Black folk, come over here to us and we’ll 
let you play with us today because we need some information 
from you. But you ain’t going to hear from us until the next 
time we need information from you.” ... If you have a friend 
that does that, that’s actually not a friendship. That’s like, “I’m 
using you for what I need. But when you need something, I’m 
busy.” Right?

I want to stress that we can do better. Partnership’s not 
talking down or making people feel like they’re only there to 
serve you. ... You don’t come with expectations like “it’s for me 
to get something from you.” You’re coming because you want 
to enjoy and learn and grow, because we have something to 
teach as well.

More generally, there’s an opportunity to be more engaged with 
and responsive to the communities throughout the region — 
particularly those who have historically been underserved.

I think giving more power and agency to the community itself. 
... Maybe going back to cultural competency and tactfulness, 
and addressing some of these things that carry such a huge 
impact for the individual and therefore the community. Just 
having more compassion, more receptiveness. More awareness 
about how things are done and how things are said. It’s almost 
like a hyper-recognition of the nuances of interaction, and 
therefore being able to navigate them more adequately.
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These efforts should include providing help with culturally 
responsive navigation, patient advocacy and care coordina-
tion, and, when possible, reducing barriers and friction points 
that arise when patients need to move between agencies and 
providers.

If we can minimize the number of things that patients — 
especially disabled patients — are having to maintain and 
communicate over and over and over again, we open the door 
to better care and better quality of life.

As part of community engagement, holding or supporting 
events that convene community members simply for food and 
fun —without any transactional or ulterior motive such as gath-
ering health data — might also help marginalized communities 
to feel valued and respected by institutions and providers.

What should our priorities be for the next 3 to 5 
years?

MENTAL + BEHAVIORAL HEALTH SUPPORT. The region already lacks 
mental/behavioral health facilities, workforce and funding, 
and the need for these resources is likely to increase signifi-
cantly in the wake of COVID-19, as youth and adults cope with 
the mental, physical and behavioral effects of the pandemic, 
including depression, anxiety, isolation, SUD and suicidality.

IMPROVE ACCESS. This entails not just facilitating and coordinat-
ing access to all aspects of care, but also providing necessary 
support ranging from child care, to transportation, to tech-
nology skills and access, to insurance literacy, health naviga-
tion, patient advocacy, cultural/linguistic competence, and 
accessibility.

We need to be more connected! I get calls from doctors’ offices 
that have no idea what we do. And we’ve been here for 35 
years, and we’ve got stuff everywhere, but they have no idea. 
And then what they do is, they refer people, but they don’t pay 
attention that we can only serve the senior population that’s 55 
and over. ... If we could get better connected, it would be better 
for everyone.

Where possible, partners should aim to bring care to patients 
(e.g., through telehealth, mobile services, pop-up clinics and 
alliances with schools, culturally specific organizations and 
other community-based partners).

It does not have to be a brick-and-mortar facility. The pop-up 
vaccination centers during the pandemic are a great example. 
Or using existing community facilities. Like, “we will have 
basic dental examinations and cleanings on the first Saturday 
of the month at the Senior Center” or something like that.

CULTURAL + LINGUISTIC COMPETENCE. Building cultural and linguistic 
competence, increasing workforce diversity, reducing institu-
tional discrimination and bias, and partnering more closely 

and transparently with culturally specific organizations are 
long-standing needs that have taken on an even greater urgency 
since 2019.

Addressing racism and discrimination in our communities—
especially our health care professionals and organizations. 
And not on a computer doing modules or whatever they 
do, but actual education. Like, training and next steps and 
strategic plans — all of that. So, not just having some equity 
team, but actually like, “What are we doing here? How are 
we addressing our implicit biases, and going through our 
hiring practices and stuff like that?” And actually having 
conversations about racism and discrimination: “What 
are the impacts to our patients and their families as we 
neglect populations that we are not serving? Whether that 
be LGBTQ , people of color, houseless people, poor people — 
what are the impacts of our bias, and sometimes racism and 
discrimination?”

SUPPORT COMMUNITY HEALTH + WELLNESS. Primary needs include 
expanding access to child care, parenting education and other 
family supports, and addressing the housing crisis.
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What are the top health problems in your community?

ACCESS TO HEALTH CARE SERVICES 48%

Mental / behavioral health and SUD support 30%

Mobile, telehealth and other offsite care 20%

Affordable care and insurance 20%

Transportation 20%

Resource awareness and navigation help 10%

CAPACITY, COORDINATION + QUALITY OF CARE 37%

Cultural competence and workforce diversity 33%

Strong partnerships and coordination 22%

Institutional bias and discrimination 11%

Workforce recruitment and retention 11%

Accessibility and disability rights 11%

Criminal justice system reform 11%

COVID IMPACTS + VARIANTS 25%

COMMUNITY HEALTH + QUALITY OF LIFE 21%

Child care and family support 60%

Safe and accessible housing / shelter 40%

How has health and quality of life changed in your community over the last 3 to 5 years?

DECLINED SAME

80 10 10
BETTER &
WORSE

DECLINED SAME

77 15 8
BETTER &
WORSE

HEALTH

QUALITY OF LIFE

NEGATIVE FACTORS

COVID-19 IMPACTS. Mental health effects; physical health effects; 
delayed diagnosis and treatment; economic and supply chain 
issues; political and social conflict.

LESS ACCESS TO CARE + RESOURCES. Lack of providers and 
capacity; lack of cultural and linguistic competence; lack of trust; 
lack of transportation; lack of health literacy, awareness and 
education.

LOWER COMMUNITY HEALTH + QUALITY OF LIFE. Housing and 
shelter; lack of exercise and fitness options; environmental and 
climate impacts.

INFLATION + HIGH COST OF LIVING.

POLITICAL + CULTURAL FACTORS. Inertia and inaction on public 
health issues; political and social conflict; gun violence.

POSITIVE FACTORS

COVID-19 IMPACTS. Increased access and options for the disability 
community, more cooperation and coordination between partners.

MORE HEALTH LITERACY, AWARENESS + EDUCATION.

BETTER COORDINATION OF COMMUNITY PARTNERS.

POLITICAL + CULTURAL FACTORS. Benefits of strong family connections and 
emotional support.

APPENDIX B

KEY INFORMANT INTERVIEW RESPONSES
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What people or groups of people in your community do you view as having poor health 
and quality of life?

Which social determinants of health most affect your community?

MARGINALIZED POPULATIONS 33%

Migrant, refugee and undocumented communities 37%

Indigenous and communities of color 25%

Disability community 12%

LGBTQ+ communities 12%

All marginalized groups 12%

LOWER SOCIOECONOMIC STATUS 29%

Low-income families and individuals 57%

Unhoused and housing-insecure families and individuals 29%

People lacking access to healthy food 14%

SENIORS + CHILDREN / YOUTH 29%

Seniors 71%

Children and youth 29%

PEOPLE WITH MENTAL + BEHAVIORAL HEALTH NEEDS 8%

Safe and accessible housing / shelter 26%

Access to health and behavioral health care 13%

Transportation 13%

Access to healthy foods 10%

Racism, discrimination and inequity 10%

Language and literacy skills 6%

Community engagement and resilience 6%

Access to safe outdoor spaces and activities 6%

Economy, jobs and income 3%

Access to education 3%

Accessibility and disability rights 3%

COMMUNITY NETWORKS + ASSETS 42%

Community-based organizations and advocates 50%

Strong partnerships and coordination 20%

International and immigrant communities 20%

Health navigators and community health workers 10%

COMMUNITY ENGAGEMENT + RESILIENCE 25%

CARE PROVIDERS + RESOURCES 17%

Public health departments and agencies 25%

Samaritan health services 25%

Accessible clinics 25%

Telehealth options 25%

COMMUNITY HEALTH PROGRAMS + RESOURCES 17%

Education and learning environments 50%

Natural and built environment 25%

Mental/behavioral health courts 25%
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What are the most significant barriers to improving health in your community?

What are the most important strengths or assets for improving health in your 
community?

 BARRIERS TO ACCESS 42%

Lack of resource awareness and navigation skills 45%

Lack of providers and appointments 27%

Cost of care / insurance 18%

Lack of transportation 9%

EXCLUSION, MARGINALIZATION + BIAS 27%

Lack of linguistic and cultural competence 29%

Identity-based trauma and mistrust 29%

Lack of community representation or empowerment 14%

Lack of accessibility / recognition of disability rights 14%

Racism and discrimination 14%

LACK OF SOCIAL DETERMINANTS OF HEALTH 19%

Lack of safe and accessible housing / shelter 40%

Poverty and economic inequity 20%

Food insecurity and food deserts 20%

Lack of access to safe outdoor spaces and activities 20%

INADEQUATE FUNDING OR RESOURCE ALLOCATION 12%

COMMUNITY NETWORKS + ASSETS 42%

Community-based organizations and advocates 50%

Strong partnerships and coordination 20%

International and immigrant communities 20%

Health navigators and community health workers 10%

COMMUNITY ENGAGEMENT + RESILIENCE 25%

CARE PROVIDERS + RESOURCES 17%

Public health departments and agencies 25%

Samaritan health services 25%

Accessible clinics 25%

Telehealth options 25%

COMMUNITY HEALTH PROGRAMS + RESOURCES 17%

Education and learning environments 50%

Natural and built environment 25%

Mental/behavioral health courts 25%
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Describe your community’s issues with accessing health care.

What do you see as emerging health issues for your community in the next 3 to 5 years?

LACK OF SERVICES + PROVIDERS 37%

Mental and behavioral health care 50%

Primary care 50%

BARRIERS TO ACCESS 50%

Cost of care and insurance 50%

Difficulty of understanding / navigating the system 37%

Lack of transportation 12%

LACK OF CULTURAL + LINGUISTIC COMPETENCE 12%

MENTAL + BEHAVIORAL HEALTH AFTER COVID-19 53%

Mental and behavioral health needs 42%

Youth trauma and suicidality 33%

Substance use disorders 25%

COVID EFFECTS + HEALTH COMPLICATIONS 22%

COMMUNITY HEALTH + QUALITY OF LIFE ISSUES 13%

Effects of school closures on children and youth 33%

Lack of child care and family support 33%

Racism and hate crimes 33%

CAPACITY + ACCESS ISSUES 13%

Lack of primary care capacity / access 67%

Provider and workforce shortage 33%
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What could local and regional partners do to improve health and quality of life in your 
community?

What do you think should be community health priorities over the next 3 to 5 years?

CAPACITY, COORDINATION + QUALITY OF CARE 33%

Collaboration and coordination 83%

Community engagement and partnerships 17%

EXPAND ACCESS TO HEALTH CARE SERVICES 39%

Mobile, telehealth and other offsite care 29%

Resource awareness and navigation help 29%

Mental / behavioral health and SUD support 14%

Primary and preventive care 14%

Rural and geographically isolated populations 14%

PROMOTE EQUITY, DIVERSITY + INCLUSION 22%

Empower culturally competent partners 50%

Improve cultural and linguistic competence 25%

Expand accessibility and disability rights 25%

ADVOCATE FOR INSURANCE EXPANSION 6%

ACCESS TO HEALTH CARE SERVICES 47%

Mental / behavioral health and sud support 47%

Mobile, telehealth and other offsite care 13%

Affordable care and insurance 13%

Transportation 13%

Resource awareness and navigation help 7%

Women's health and reproductive rights 7%

COMMUNITY HEALTH + QUALITY OF LIFE 28%

Child care and family support 33%

Nutrition and food security 33%

Safe and accessible housing / shelter 22%

Exercise and fitness 11%

CAPACITY, COORDINATION + QUALITY OF CARE 25%

Cultural competence and workforce diversity 37%

Strong partnerships and coordination 25%

Institutional bias and discrimination 12%

Accessibility and disability rights 12%

Criminal justice system reform 12%
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APPENDIX C

COMMUNITY SURVEY RESPONSES

How much attention should be paid to the following issues?

0 100 200 300 400 500 600 700 800

Access to dental  care

Access to food

Access to medical care

Access to mental health care

Access to an interpreter

Access to transportation

Barriers to health insurance

Child abuse and neglect

Childcare access and cost

Chronic diseases (such as heart disease, diabetes)

Community  gathering places

Community  safety and wel lbeing

COVID-19

Domestic violence

Environmental issues (such as air/water quality)

Health care costs

Help navigating the heal thcare system

Homelessness

Housing cost/rent and quality

K-12 education

Mental health (such as depression, anxiety)

Nutrition, exercise, and obesity

Poverty and unemployment

Support for older adults

Support for pregnancy and early childhood

Support for youth

Racism and discrimination

Substance use (such as alcohol, tobacco, drugs)

Suicide and self-harm

Walkability and cleanliness of neighborhoods

How much attention should be paid to the following issues? (Linn)

Some attention Least attention Don't know Blank
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Highest priorities in Linn County according to the community survey.

How healthy is your community? 
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How healthy are you? 

What language do you usually speak at home?
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What is your gender identity?

How old are you?

What race or ethnicity do you identify as?
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Are you a veteran?

Where do you get your health insurance?
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APPENDIX D

FOCUS GROUP RESULTS

Qualitative information from focus groups is used primarily 
to inform and confirm the overarching CHNA narrative and 
to provide quotes that illuminate common health concerns, 
individual experiences relating to understanding and access-
ing care, and the impacts of social determinants of health on 
specific communities.

Focus groups conducted in or relating to east Linn County 
included representatives of Spanish-speaking and bilingual 
communities, the African American community, isolated rural 
communities, people with behavioral health issues such as SUD, 
the unhoused or unstably housed population, and health or 
social service providers. Focus groups were conducted through 
an interpreter when necessary, and English translations were 
supplied either during the group or during transcription. The 
following section identifies major themes of these discussions 
and includes representative quotes from various focus group 
members.

In general, participants had the same concerns as other groups. 
MENTAL AND BEHAVIORAL HEALTH ISSUES (such as depression, anxiety, 
substance use disorder, domestic violence and sexual abuse) 
and LACK OF ACCESS TO CARE were cited as top priorities. 

Access issues included lack of providers, appointments and 
staff; lack of transportation; cost of care; lack of care coordi-
nation; lack of senior care; lack of veterans care; and lack of 
resource awareness and navigation help.

• If you don’t have transportation, you have to find a way. 
Not everyone has two cars.

• Maybe there are resources and services specific for mental 
health, but if they exist in our community, they are very 
expensive and inaccessible.

• A lot of the kids that I’ve worked with, they’re not willing 
to re-engage because of the provider turnover. They feel 
like they’re constantly having to ... be retraumatized be-
cause this counselor doesn’t know what they’ve already 
disclosed to the other counselor, obviously. So some of 
them are just like, “I don’t even want to try, because I’ve 
already tried and that person just left.” 

• I think that our culture is not used to going to the doctor 
once a year to see if we are well or in good health. We only 
consider going when we feel bad.

• If you are asked about your health insurance, your citizen-
ship status or your income, that creates a big barrier, and 

you decide you do not want to go through that because it is 
depressing and invasive.

• Sometimes people do not have enough money to go to the 
emergency room, so they wait to see if the illness passes 
because they think “I prefer to put up with it than to have 
another expense.” 

Focus group participants were more likely to cite specific 
DISEASES as a top health problem. For example, Latinx respon-
dents tended to cite air quality/allergies and diabetes as major 
issues in their community. Black participants cited the high rate 
of pregnancy-related deaths among Black women as well as 
issues relating to hypertension, heart disease, prostate cancer 
screening that disproportionately affect the Black community.

LACK OF CULTURAL COMPETENCE. Institutional bias and inequity, lack 
of workforce diversity, identity-based trauma shame and stigma, 
and lack of culturally and linguistically appropriate care.

• I’ve had a few experiences where some of my peers would 
say that they’ve gone to the emergency room, or to differ-
ent doctors, and they would ask if we could go with them 
because of how poorly they’re being treated. When we go 
with them, it seems like [staff ] are more attentive, they 
listen more. They want to care a little more, because [pa-
tients] have somebody that is going to advocate for them.

Participants who hold marginalized and stigmatized identities 
tended to report more health issues, poorer mental and behav-
ioral health, less access to social determinants of health (including 
housing and health care), and more experience of bias, discrimi-
nation, racism and inappropriate and/or inadequate care.

Participants from specific marginalized communities empha-
sized that experiences of trauma and bias will be difficult to 
undo, but that addressing institutional bias, workforce diver-
sity and providing culturally responsive care and patient advo-
cates are the minimum steps it will require.

• We have to teach our people how to advocate for them-
selves. In mental health and physical health and even 
spiritual health ... we need that cultural responsive physi-
cian to understand “I’m crying because I feel X, Y and Z. 
You know, that’s why I’m breaking out because I’m sure I’m 
stressed.” Right? And what does that look and feel like? So, 
really having a person to help you advocate for yourself.

On a more positive note, SLCH was acknowledged as offering 
better than average care to people with SUD.
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• People that need to go to the emergency department, that 
are substance users, [should be] treated with dignity and 
respect. We’ve had patients ask to go to specific hospitals — 
primarily Lebanon Community Hospital — because they 
know that they have learned to treat people that come in 
that are using substances and active use with dignity and 
respect.

It’s important to note that institutional stigma and bias don’t 
only affect marginalized groups. Multiple focus group partic-
ipants—particularly those with dyed hair, piercings, tattoos 
and or “unconventional” clothing—reported that SHS staff had 
interpreted their ED encounters as drug-seeking behavior and 
left painful and/or life-threatening conditions undiagnosed 
and untreated. Further, witnessing this type of mistreatment in 
an ED may distress fellow patients from many different back-
grounds, lowering the perception of SHS and its quality of care 
for the broader community. 

COMMUNITY HEALTH AND QUALITY OF LIFE issues include poor nutri-
tion, food insecurity, lack of safe and accessible housing and 
shelter, and socioeconomic inequality.

• If everything we have is derived from our food intake then 
we are not taking good care of our own nutrition. We have 
relatives who have died of cancer, so if we don’t have a 
good diet we will go through the same thing. 

Selected answers to focus group questions

What people in your community do you view as having poor 
health and quality of life?

• People who don’t have an education, which then translates to 
not having job opportunities, which translates into not being 
able to get really get ahead in any of those other categories. 

• We [Latinx] are used to “I will make you something to 
drink right now, like a home remedy. It will calm you 
down.” It does calm down symptoms, but the problem is 
still there.

• Hispanics because there is no confidence or trust to talk 
about what is happening.

• Farm workers, because they have to work in extreme 
climates.

• Black people that have an added layer of oppression on 
top of being Black: so, those that fall in the intersection of 
being Black and being trans or LGBTQ+.

• People struggle with access to healthy food in some areas. 
... They might only live next to places that are more like fast 
food or convenience store-type food. 

• Folks who have engaged in drug use or misuse, and even 
though they probably are in recovery now—those folks’ 
bodies have been through hell.

• People who are living unsheltered and don’t have an option 
of shelter and can’t make all those different appointments 
in the gaps and services.

• Undocumented, because they do not know their health 
rights and are afraid to ask for help.

• Older people because they do not know about health pre-
vention and how the health system works.

• Children sometimes because they are playing do not eat 
a proper diet. They give priority to play than to eat, or 
sometimes in schools they grab food that is not so healthy. 

Which social determinants of health most affect your 
community?

• A lack of doctors that I feel actually are going to under-
stand my experience. 

• There’s such a measure of shame that comes from asking 
or seeking help.

• I think discrimination plays a big role in the lack of reliable 
health care services. I have had traumas caused by what 
seems like medical neglect due to discrimination.

• Lack of education. I don’t mean to say that people just 
don’t know what’s best for them. But all of the options are 
not shared with you, you can’t really make a decision.

• We’re sort of isolated in this area. Black folks, we’re more 
communal when we’re together — then we can help each 
other, like you said, and navigate things. But being kind of 
isolated and spread out in this area, I think that’s a barrier. 

• Sometimes faith can get in our community’s way. You 
know, relying on Jesus or whoever —you know what I 
mean? “It is what it is — it’s God’s hand.” And that just goes 
into us being delayed in getting care.

• A dentist is needed for low-income people, because dental 
services are very expensive and sometimes people do not 
have insurance to cover for them. I think that would help 
the community a lot. There are no payment plans, either.

• Parents are so focused on just surviving and making sure 
they can pay the rent, or the mortgage, or whatever — you 
know, put milk on the table — that the value of education 
is no longer in the picture.

• There are a lot of people who are working for the minimum 
wage; it’s not really a livable wage. And then on top of that, 
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the prices of rents in the area are not compatible with some-
body who is making minimum wage. 

• Lack of education about drugs and harm reduction.

• Lack of birth control/sex education and reproductive 
health education. 

• Shortage of baby formula. You know, they’re feeding their 
babies with things that aren’t fortified with all the Brain 
Stuff. And so we’re gonna see the effects of this in three or 
four years when these kids have delays because they didn’t 
get the nutrients they needed. 

What are the most significant barriers to improving health 
in your community?

• It’s scary to go to the doctor. You don’t know what your 
bill’s gonna be! I went to the ER and it was thousands of 
dollars. No one can really afford that. So then you almost 
want to not go.

• Most of us go when it is already too late. We already have 
this big problem of illness, or a very serious family prob-
lem, so then is when we go to the doctor or to a counselor.

• A big barrier is the fact that you are asked if you are a U.S. 
citizen or a lawful permanent resident. 

• Feeling like you’re treated differently because you have 
state insurance or you have OHP. Like, I had to swallow 
my pride because my kids matter ... But I could see how 
some people would be like, “This wasn’t worth it. The 
shame was not worth it.”

What do you see as emerging health issues for your 
community in the next 3 to 5 years?

• One of the problems is the cost of living. Everything is 
going up and with that comes many difficulties for our 
community to progress. 

• When the pandemic ends, people’s mental health is predict-
ed to get worse. I feel like I’m already seeing some of that 
with folks, and that’s for people housed and unhoused alike.

• The younger generation, very reasonably, doesn’t have 
confidence in the large systems. It would actually be in-
sane if they did, given their experiences — that would be 
the definition of insanity, if they had confidence in those 
systems. At the same time, that’s the direction we need to 
move because it’s way more easy to destroy it than create. 
It’s way easier to divide than bringing people together.

• Child care, because even though they want to go to work 
they can’t, so they don’t help their own family finances and 
they can’t give themselves a better kind of life.

• The biggest problem that we’re experiencing now — and 
we’ll continue to — is the workforce. We’ve got to get a 
larger workforce in the health care field and in the preven-
tion, treatment and recovery field.

If you could do just one thing to improve health and quality 
of life in your community, what would it be?

• Nutritionists that work with low-income families ... I have 
wanted to go to a nutritionist, but they are expensive.

• Build groups that inform the community of their rights and 
resources available in their community.

• If I was going to do one thing, it would be a community 
center for Black people that can be welcoming to the rest 
of the community. It would be something like the Black 
Cultural Center on campus, but for the area at large.

• Culturally appropriate community resources; no one 
would ask about your citizenship status. 

What can the hospitals, health departments, OHP providers 
and community organizations do to improve quality of life?

• Have health navigators to help the community.

• Access to interpreters in multiple languages.

• Build groups that inform the community of their rights and 
resources available in their community.

• These organizations [should have] nonbiased advocates 
that are able to check in with the families and be like, “OK, 
let’s fill out this form together.”

• In addition to fixing the systems in their own facilities, I 
think also putting money in the hands of Black-led organi-
zations that know how to exactly what their people need. 

• We need a needle exchange in Linn County. 

• Our CBO is putting in micro shelters on a piece of land with 
a navigation center. They can be there 24/7 and have a safe 
place to sleep. And it’s managed 24/7, so they always have 
someone to go to. And we have services arranged to come in 
to meet them in our navigation center, so they don’t have to 
go out and try to make all these appointments. 

• I think we need more trainings with providers to address 
the way they treat people that use drugs. Are people expe-
riencing homelessness? Are people engaging in sex work? 
You know, just marginalized communities in general. I 
think we could just be so much more effective—even if we 
still have long wait times—if people were treated like they 
mattered and like they were important when they came in 
for care. I think that would make a big difference.
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