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Community Resource Desks
Responding to patients with HRSN

5 Oregon Counties 

Background/Origins of the Model



What is a Community Resource Desk (CRD)?
The CRD program is a community service provided in partnership with and 
staffed by local social service non-profit organizations funded through 
Providence Community Benefit grant dollars.   



Services Offered
✓ Clothing vouchers
✓ Bus passes
✓ Personal Care Panty
✓ Rental Assistance 
✓ Energy Assistance 
✓ Resource directories to 

organizations providing food, 
shelter and warmth

✓ Transportation through 
Providence



Personal Care 
Pantry

Shampoo
Bar Soap
Deodorant
Toothbrush and 
Toothpaste
Razors,
Shaving cream
Hairbrush
Dish Soap
Household Cleaner
Laundry Soap
Toilet Paper
Tampons/Pads

Adult Depends
Socks

Sleeping bags
Backpacks
Ponchos
Hats
Light bulbs
Baby wipes

Baby Diapers
Baby Bottles
Children's books



Clatsop County CRD 2024 At-A-Glance

Top Needs were Housing, 
Utilities and Transportation 

Processed 496 Referrals & 
served 434 Individuals, 

benefitting 651 in household

56% were seniors 60+
89% of clients served had 

Medicaid or Medicare

Community Resource Desk Program

16% of clients served 
identified as people of color

41% Epic Referrals & 45% Walk-
Ups 

707 resource needs identified



Client Engagement and Support at the CRD
How does this work? 

Norma Mota, CCA Resource Specialist 



Who Can Use the Resource Desk Services?

Individuals can self-refer or be referred by all staff, regardless of 
credentials:

• Epic referral (available to ambulatory teams only)

• Warm handoff via email, phone, text or Teams message

✓ Encourage patients to contact CRD on their own

✓ Walk someone over to the Desk or exam room consult if on-site

“We have a service 
available to patients and 

their families – the 
Community Resource 

Desk. Can I make a 
referral to them for you 
so they can support you 
with your social needs?”

The CRD is more than a service to our patients, and is open and available to 
anyone

✓ Non-patients are welcome too: friends, family, Providence staff or the community at large
✓ There are no eligibility requirements for the CRD, but most services connected to have income-

based eligibility criteria

Specialists are available Mon-Fri 7:30am-4:00pm
In-person availability - Monday through Friday in Seaside 

3 days in Portland Metro and 4 days in Medford



Epic Referral Details



Epic Sample Note



From pilot to a statewide program:  
CRD’s are now a pivotal component of our HRSN 

continuum of care 



Our Partners:
• Impact NW for the Portland Service Area; Serving Multnomah, 

Clackamas and Washington County
• Access for Southern Oregon; Serving Jackson County
• Clatsop Community Action for the Oregon Coast; Serving Clatsop 

County

• Specialists are non-employee contractors employed through the 
community partners, not Providence employed caregivers

• Bilingual and bicultural

• Trained in person-centered service delivery & trauma-informed care

Community Resource Desk Partners 





PMG Social Needs Screening Data
PMG Oregon Social Needs Screening Data

Top 10 clinics with the highest number of positive food insecurity screens

68%



• Community Resource Desks

• Community Health Workers

• Clinical Case Managers

RN Care Managers
LCSW’s 

Roles Supporting HRSN Response 

2023-2025 CHIP Resources

Referrals are directed based on type 
of support requested, acuity, co-
occurring mental/behavior needs or 
other conditions 



Community Resource Desk Program

CRD Service Areas – Monthly Caseload 2024 

Multnomah 

County*

Washington 

County 

Clackamas

County

Jackson 

County 

Clatsop 

County

Average Epic 

Referrals per 

Month 
417 181 126 85 16

Average 

Intakes per 

Month

287 104 61 52 36 

*Note: Multnomah County has 2.0 FTE 



Partnering to Address Food Insecurity 

2023-2025 CHIP Resources



Social 
Determinants 

of Health 
Screening at 
Providence 

Medical Group

Hunger Vital 
Sign 

(Validated 
Screening 

Tool)



• Satellite of Portland Open Bible Community Pantry (OFB Network)
• Serves two high need primary care clinics
• Serves on average 6-8 patients/households per day
• "Shopping model" pantry visits facilitated by community resources specialists who 

provide ongoing food resources

Providence Gateway Food Pantry
Located in NE Portland



SERVING THE COMMUNITY

• Pantry is open to all community 
members
• Up to 300% of federal poverty level
• Jackson County resident

• Clients leave with a 3–4-day supply of 
food
• Shelf stable – canned and dry
• Produce
• Baked goods
• Frozen meat
• Dairy
• Also – hygiene items



Community Partnerships: 

HRSN Compliance
Funding Considerations 

2023-2025 CHIP Resources



Regulatory Requirements for Screening

Joint Commission

• Effective 1/1/23

• Domain: Screen for 1 domain- to be 
selected by health setting (financial 
resource strain)

• Patients: Identified population of choice 
by health setting (all admitted patients)

• Who/where: The workflow to satisfy TJC 
is the same as the inpatient CMS 
screening. 

• If need talking points on why there was 
a change this can be provided 

CMS

• Effective 1/1/24

• Domains: Screen for 5 domains (CMS 
allows starting with 1 cascading question)
• Housing
• Transportation
• Food Insecurity
• Utilities
• Safety/violence

• Patients: All admitted adults 18+

• Who Screens: Acute Nursing at Admit 
Arrival

• Positive Screen Workflow: Refer to IP SW

• Owner: Sarah Power and Mike Dahlen

OHA

• Effective 1/1/23; reporting 1/26

• Domains: Screen for 3 domains
• Housing
• Food
• Transportation

• Patients: All Medicaid patients/members 
in primary care (adults and children)

• Who Screens: PMG MAs or PSSs

• Where in Epic: History section

• Positive Screen Workflow: CRD or PMG 
Care Management

• Owner: PMG SDOH Workgroup led by 
Rachelle Favorel 

SDOH requirements only require screening now, but have glide paths to report on # referrals and connection rates



OHA SDOH Measure Overview
Social Needs Screening & Referral Measure

• This measure aims to acknowledge and address OHP 
members’ social needs over the course of three years

• Component 1: 2023 – 2025: Assesses CCO’s plans for 
implementation of social needs screening and referral in an 
equitable and trauma-informed manner; ensures 
groundwork is laid for data sharing and reporting.

• Component 2: Measurement years 2025 – 2026: Measures 
the percentage of CCO members screened and, as 
appropriate, referred to services.  



Using Data to Inform Partnerships and Justify Funding 

In 2024, Providence Oregon screened nearly 200,000 unduplicated patients across payers in ambulatory, acute 
and home & community care settings.

• 12% positive rate across all settings
• Goes up to 27% among Medicaid patients  

 

PMG alone screened 131,096 patients and sent 17,085 referrals to the Community Resource Desk or PMG Care Management
• 7,650 of those referrals were for a Medicaid member (38%)

• Medicaid members accounted for 44% of all CRD referrals

• In the Portland Metro Area - 9,475 CRD referrals went to 4.5 staff



Funding 

• Primarily Funded by Community Benefit

• Goal is to move to braided funding 

• Pursuing billing and reimbursement for Medicaid 

• Supporting our CBO partners to contract with CCO’s as 
HRSN service providers



Thank 
You!
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