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Director’s Letter

WHEN THE CENTER FOR OUTCOMES RESEARCH AND EDUCATION 
(CORE) LAUNCHED IN 1986, our founders believed that data and research 
were essential to making healthcare better. While our work and thinking 
have evolved to encompass a much more holistic and upstream approach 
to advancing health and equity, much of what we do is still informed by 
that belief. Today, in the midst of numerous challenges, including the 

COVID-19 pandemic, an international movement to address systemic racism, and 
a historic housing affordability crisis, we believe it’s more important than ever to 
continue leaning into scientific research and data to build evidence that supports a 
healthier future.

Yet despite our three decades of impactful research and collaboration, we haven’t 
always taken the time to share our work and findings with others who share our 
vision for a healthier world. This year we decided to change that. This report is just 
one of the ways we’re advancing our commitment to sharing insights, ideas, and 
solutions both inside of and beyond the communities in which we work and live.

During 2020, we supported 27 diverse projects with a wide range of partners across 
multiple sectors. We completed a strategic planning process that culminated in a 
new mission and vision. And we expanded our commitment to placing equity at the 
center of our organization and work. You can read more about our efforts in the 
pages ahead, but what excites us most is the opportunity to focus on our partners 
and funders, and highlight some of their game-changing work and the ways we’re 
supporting it here at CORE. 

We hope this report will inspire and inform you. As always, don’t hesitate to get in 
touch if you’d like to learn more.

Keri Vartanian, PhD 
Director of CORE

Keri.Vartanian@providence.org

mailto:core@providence.org
mailto:core@providence.org
mailto:Keri.Vartanian@providence.org


About CORE

MISSION
To drive meaningful improvements  
in health and health equity through 
collaborative research, evaluation,  
analytics, and strategic consulting.

VISION
Engaged communities, effective 
programs and policies, equitable 
systems, and healthy people.
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About CORE

THE CENTER FOR OUTCOMES RESEARCH AND EDUCATION (CORE) is an 
independent team of scientists, researchers, and data experts with a vision for a 
healthier, more equitable future. Based in Portland, Oregon, we work with our many 
partners to take on today’s biggest barriers to better health—from the COVID-19 
pandemic to the housing crisis and beyond. 

OUR PARTNERS INCLUDE health systems, state Medicaid programs, the housing and 
education sectors, community groups, foundations, and more. Our team of more than 
30 full-time staff specialize in high-impact research, evaluation, analytics, and strategic 
consulting. Through this work, we deliver research and insights that help shape and 
sustain healthier systems, policies, programs, and communities. 

TO LEARN MORE ABOUT CORE, visit our website at providenceoregon.org/core.

Our Focus: The Social Determinants of Health
The opportunity for health begins long before illness. That’s why so much of CORE’s 
research focuses on the conditions in which people live, work, learn, and play. These 
conditions, known as the Social Determinants of Health (SDH), are a major driver of 
health outcomes and disparities. We seek to understand SDH and their driving factors, 
and learn how changes that impact them can lead to meaningful improvements in 
health and health equity.



Health Care  
 Access and Quality

Neighborhood and  
Built Environment

Social and  
Community Context

Economic  
Stability

Education Access 
and Quality

THE SOCIAL  
DETERMINANTS  
OF HEALTH
Source: Healthy People 2030, 
U.S. Department of Health and 
Human Services, Office of Disease 
Prevention and Health Promotion, 
https://health.gov/healthypeople/
objectives-and-data/social-
determinants-health

http://providenceoregon.org/core
https://health.gov/healthypeople/objectives-and-data/social-determinants-health
https://health.gov/healthypeople/objectives-and-data/social-determinants-health
https://health.gov/healthypeople/objectives-and-data/social-determinants-health
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About CORE
  2020 by the Numbers




45+ 
PARTNERS  
& FUNDERS

17 
PROPOSALS 
AWARDED

 
 
 
 
 
 

$5.1 MILLION
NEW 
PROJECT 
FUNDING 
SECURED



30+ 
STAFF

27
ACTIVE  
PROJECTS

7 PEER  
REVIEWED  
PAPERS 
PUBLISHED 








2020 Highlights  
& Key Projects

During 2020, CORE led 27 studies and 
projects covering a wide range of topics. 

We conducted significant research to 
respond to the COVID-19 pandemic; helped 
our partners expand their capacity to use 
data to change systems; and built evidence 
for housing as healthcare.
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2020 Highlights & Key Projects

At CORE, our work is about health transformation—and few things 
have been more transformative to U.S. healthcare than the COVID-19 
pandemic. In response, we’re partnering with researchers within 
and outside of the Providence health system on a range of COVID-19 
research projects. This work aims to provide immediate improvements in 
COVID-19 care as well as understand the pandemic’s long-term impacts 
on healthcare. 

Evaluation of COVID-19 
Telehealth Home Monitoring  
COVID-19 has led to a rapid expansion 
in telehealth services, creating new 
opportunities for patient care during and 
after the pandemic. This study, funded 
by the Providence St. Joseph Foundation 
(PRSJ Foundation), evaluated two rapid 
response telehealth interventions, which 
provide monitoring and support for 
patients who are managing COVID-19 at 
home. The project analyzed data from 
medical records and other sources to 
assess effectiveness. Our findings will 
be used to inform current and future 
telehealth interventions and support for 
patients with COVID-19.

Assessing Disparities in COVID-19 
Testing & Infection Rates
Numerous reports have pointed to 
persistent disparities in the impact 
of COVID-19 on Black, Indigenous, or 
People of Color (BIPOC) compared 
to White populations. This project, 
funded by the PRSJ Foundation and 
conducted in partnership with the 
Coalition of Communities of Color and 
Stanford University, is analyzing data 
from across the Providence system to 
better understand racial, ethnic, and 
language disparities in COVID-19 impacts 
among patients. Results will help inform 
recommendations on how health systems 
can reduce or eliminate disparate impacts 
of the pandemic.

COVID-19 DISPARITIES: TEST POSITIVITY 
& PREFERRED LANGUAGE
In CORE’s study of individuals who received a 
COVID-19 test at Providence in Oregon, Washington, 
or California, we found that those whose preferred 
language is not English had significantly higher rates 
of positive test results.

KEY:

  Preferred language is something other 
than English

 Preferred language is English

Responding to COVID-19

25%

20%

15%

10%

5%

0%

March April May June July

https://supportsaintjoseph.org/
https://supportsaintjoseph.org/
https://www.coalitioncommunitiescolor.org/
https://www.stanford.edu/
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Impacts of Shifting Utilization & 
Deferred Care Due to COVID-19 
Since the pandemic’s onset, healthcare 
providers have seen substantive shifts in 
how people engage in care. This study, 
funded by Providence Foundations of 
Oregon, aims to understand how patterns 
of care have shifted for BIPOC and White 
populations, and how these changes 
compare to pre-pandemic racial and 
ethnic disparities in healthcare access and 
use. It also seeks to understand how the 
limitations of available data sources may 
mask disparities in access to healthcare, 
both before and during the pandemic. 

Investigating Long-term Health 
Impacts of COVID-19 
This research aims to better understand 
the long-term impacts of COVID-19 
on patients. The study, funded by the 
Housman Foundation for Medical 
Research, will create a cohort of 
Providence patients who tested positive 
for COVID-19 and a similar group of 
patients who tested negative. Beginning in 
2021, CORE will follow the patients for one 
year to measure subsequent health issues 
and healthcare use. 

My COVID Diary:  
Understanding Patient Experiences
With funding from the PRSJ Foundation, 
CORE is partnering with Providence’s 
Clinical Analytics Team on their My 
COVID Diary clinical research project. The 
project uses digital technology to collect 
and analyze first-person accounts of 
COVID-19 from thousands of individuals 
in order to understand symptoms, 
disease progression, subsequent medical 
challenges, and social implications and 
experiences. This data will be used to 
better prepare medical and social service 
systems to meet the short- and long-term 
impacts of COVID-19 and steer the nation 
towards recovery.

2020 Highlights & Key Projects

Emotionally 
I am sick of 

being sick. I am 
unable to work and 
am stressing about 
my financial status 
and ability to pay my 
bills with no income 
coming in. I live by 
myself, so THIS FEAR 
IS REAL.

–My COVID Diary Participant 
Day 20, Age 50s

  Responding to COVID-19





http://providencefoundations.org
http://providencefoundations.org
https://supportsaintjoseph.org/
http://mycoviddiary.org/
http://mycoviddiary.org/
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2020 Highlights & Key Projects

In 2020, we helped our cross-sector partners build and supplement 
their capacity to access and use data, design programmatic and policy 
solutions, and build and monitor strategic plans to achieve their goals— 
all with the aim of putting evidence into action for lasting, positive 
change. Our flexible expertise helped our partners identify and 
develop solutions to meet their data needs and design more effective, 
measurable, and sustainable programs.

Better Health Together 
For several years, CORE has partnered with Better Health Together (BHT) in Washington 
State to support their data, strategic, and programmatic needs. BHT is one of nine 
Accountable Communities of Health (ACHs) working as part of the state’s Medicaid 
Transformation project. CORE provides flexible expertise and capacity when and 
where it’s needed, collaborating with ACH staff as they develop, implement, and refine 
multisector solutions to the region’s most pressing issues. 

Our work with BHT includes various data collection, monitoring, and communication 
activities. We’ve helped develop funds flow models for distributing Medicaid waiver 
resources to healthcare and Social Determinants of Health service providers. We’ve 
also conducted data and environmental scans to identify regional gaps in behavioral 
health access. Additional support includes developing requests for proposals and grant 
applications, as well as shaping and articulating organizational strategy.  

Data Across Sectors for Health
For three years, CORE has served as a mentor for the Data Across Sectors for Health 
(DASH) Mentor Program, an initiative of the Illinois Public Health Institute supported 
by a grant from the Robert Wood Johnson Foundation (RWJF). The program enables 
organizations leading or participating in multisector collaborations to build data capacity 
through knowledge sharing across mentee cohorts, individual coaching with tailored 
Technical Assistance from mentors, and greater connection via the All In: Data for 
Community Health networking platform. 

As a mentor, CORE has provided multifaceted assistance to community-based 
organizations, coalitions, and public agencies across eight states and multiple sectors. 
Our tailored support and expertise include developing strategies to use data, navigating 
data governance, identifying tools and solutions, and using data to make the case for 
initiatives. 

Building Capacity to TRANSFORM SYSTEMS

http://www.betterhealthtogether.org/
https://www.hca.wa.gov/about-hca/healthier-washington/medicaid-transformation
https://www.hca.wa.gov/about-hca/healthier-washington/medicaid-transformation
https://iphionline.org/
https://www.rwjf.org/
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2020 Highlights & Key Projects
  Building Capacity to TRANSFORM SYSTEMS

DULCE Program
Since 2019, CORE has provided data solutions and Technical Assistance (TA) for the 
Center for the Study of Social Policy (CSSP) DULCE Program. DULCE aims to promote 
healthy development of newborns, address Social Determinants of Health, and provide 
support for families in the first six months of life. The initiative is based in primary care 
settings and engages an interdisciplinary team of clinical, legal, and early childhood 
specialists. CSSP partnered with CORE to develop and implement a strategy to collect, 
manage, and use data to inform program decisions and support sustainability. CORE 
helped DULCE migrate away from outdated data tools and led the collaborative 
development of new data solutions and processes to support case management, 
quality improvement, reporting, and evaluation.

Oregon CCO Metrics Dashboard 
As part of Oregon’s Medicaid Transformation, Coordinated Care Organizations (CCOs) 
administer and manage healthcare coverage for people enrolled in the state’s Medicaid 
program. CORE has a longstanding partnership with the Oregon Health Authority (OHA) 
to produce an interactive dashboard reporting tool where CCOs explore and monitor 
progress on key quality metrics. Stakeholders use the dashboard to track progress 
on improving care, making quality care accessible, eliminating health disparities, and 
curbing the rising cost of care. Through this work, CORE plays a key role in driving 
statewide health transformation by providing timely, actionable data and supporting 
OHA in building its data capacity.

 COMING SOON:  
Data for Change
To create healthy communities 
and ensure a more equitable 
future, we need to build capacity 
to use data across all our 
communities. 

Across the U.S., social service, nonprofit, and community-based 
organizations are working to advance health and equity through 
innovative programs and cross-sector partnerships. However, those 
with limited data capacity face significant barriers to measuring 
and growing their efforts. This can lead to inequitable funding and 
missed opportunities to drive positive change. 

In response to this challenge, we’re launching the CORE Data for 
Change Program. In 2021, we will select a cohort of organizations 
and expand their ability to use data to create and sustain meaningful 
change. With the support of our generous funders, CORE will provide 
targeted funding, TA, mentoring, and shared learning opportunities 
to help participants collect, manage, and use data. 

Contact us at  
CORE@providence.org  
to learn more!

https://cssp.org/
https://www.oregon.gov/oha/Pages/index.aspx
mailto:core@providence.org
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2020 Highlights & Key Projects

SWACH
Since 2017, CORE has partnered with Southwest Washington Accountable Community 
of Health (SWACH) to support their data, strategic, and programmatic needs. SWACH 
is an ACH working to further Medicaid Transformation efforts and build infrastructure 
to support community care coordination. CORE collaborates with SWACH and its 
multisector partners to design, implement, measure, and spread initiatives to improve 
community health and address the SWACH region’s major health challenges.

We provide SWACH with flexible expertise and support related to data, monitoring, 
and stakeholder engagement. That includes data collection and analysis for 
partner reporting and equity assessments, as well as tracking and monitoring the 
implementation and impact of SWACH programs. We compile and communicate data 
from multiple sources to assess needs, identify gaps and resources, inform decisions, 
and ensure alignment with state requirements.

  Building Capacity to TRANSFORM SYSTEMS

HEALTHIER WASHINGTON  
MEASURES DASHBOARD 
Available at www.hca.wa.gov

Washington State Medicaid 
Transformation Dashboard 
In 2020, we wrapped up our final year of producing the 
Healthier Washington dashboard for the Washington 
State Healthcare Authority (HCA). Throughout the five-
year project, CORE developed and produced a public 
facing, interactive dashboard, which displays quality 
measures and other analytics to support the state’s 
Medicaid Transformation. In 2020, CORE successfully 
transitioned ownership of the dashboard to HCA. The 
dashboard continues to serve as a key information 
source for the state’s ACHs, which use it to assess needs 
and monitor progress toward transformation goals. 

    

https://southwestach.org/
https://southwestach.org/
http://www.hca.wa.gov
https://www.hca.wa.gov/
https://www.hca.wa.gov/
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2020 Highlights & Key Projects
Building Evidence for HOUSING AS HEALTHCARE

Housing and health are inextricably linked, and this connection has 
long been a focus at CORE. Without a safe place to call home, it’s nearly 
impossible to focus on basic health and medical needs. That’s especially 
true for people in our most vulnerable communities and for those 
experiencing mental health challenges or struggling with addiction. Today, 
we support and lead a robust portfolio of research on housing and health 
through which we examine the impacts of housing instability on health 
and healthcare outcomes.

Regional Supportive Housing Impact Fund:  
Equitable Evaluation Framework 
The Regional Supportive Housing Impact Fund (RSHIF) Equitable Evaluation Framework 
examines what it means for homelessness research and evaluation practices to be 
rooted in racial equity and community. This work was commissioned by Health Share of 
Oregon as part of their effort to stand up the RSHIF, a new flexible fund designed to help 
address the regional homelessness crisis. Portland State University’s Housing Research 
and Action Collaborative partnered with CORE to develop the framework.

Our collaborative research team leveraged racially- and community-centered 
research models and in-depth interviews with community members who experienced 
homelessness or housing insecurity, or who work for homelessness service providers, 
in healthcare, or as researchers. The framework supports Health Share of Oregon and 
the RSHIF steering committee in developing evaluations to understand if the RSHIF 
is reaching its goals of centering on community members with lived experience of 
homelessness and who identify as BIPOC.

Housing & Health Innovation Partnership
When it comes to housing access, individuals with complex behavioral and physical 
health conditions face substantial systemic barriers. The Housing and Health Innovation 
Partnership (HHIP), funded by SWACH, uses housing and healthcare data to assess the 
impact of obtaining supportive housing on healthcare outcomes in SW Washington. 
CORE is working with SWACH and its cross-sector partners to evaluate the HHIP. Our 
findings will inform community approaches and guide investments to address housing 
and healthcare among high need populations.

https://www.healthshareoregon.org/
https://www.healthshareoregon.org/
https://www.pdx.edu/homelessness/
https://www.pdx.edu/homelessness/
http://southwestach.org
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2020 Highlights & Key Projects
  Building Evidence for HOUSING AS HEALTHCARE

You can’t really 
be vulnerable 

and be honest with 
people that you can’t 
relate to or trust. THE 
ONLY WAY TO GROW 
TRUST IS TO SHARE 
EXPERIENCE, and 
[the THWs] have a 
shared experience that 
only people that have 
suffered this 
issue have.

–Housing for Health 
Participant





Housing for Health Initiative
As part of our growing research around Traditional Health Workers (THWs), we teamed 
up with Kaiser Permanente Northwest Community Health to evaluate the impact 
of their Housing for Health initiative. In 2016, Kaiser granted $2.2 million to seven 
nonprofits to create THW-centered programs that provide support and address barriers 
to safe and secure housing, with an emphasis on individuals with mental health and/or 
substance use challenges. 

Our evaluation was developed in partnership with Kaiser and the seven 
grantee organizations. We found substantially improved outcomes, 
including:

  50% less chance of staying in inadequate facilities or sleeping  
on the street/camping 

  26% decreased likelihood of having an ED visit in the past six months 

  35% decreased likelihood of having been arrested in the past  
six months

  Greater likelihood of getting all needed healthcare, including  
medical care, dental, mental health, and medication.

By employing THWs to help navigate housing and healthcare systems and 
connect people to services and support, these community organizations 
made a difference for some of the most vulnerable people in our region. 
The results highlight the potential impacts of THW work and suggest that 
THWs may be a critical mechanism for improving community outcomes.

The Power of Traditional Health Workers
At CORE we’re engaged in a variety of promising efforts that place 

Traditional Health Workers (THWs) at the center of innovative 
programs. The state of Oregon defines THW as “an umbrella 
term for frontline public health workers who work in a 
community or clinic under the direction of a licensed health 
provider.” Examples include Birth Doulas, Community Health 

Workers, and Peer Support Specialists.

https://about.kaiserpermanente.org/community-health/communities-we-serve/northwest-community/our-impact
https://about.kaiserpermanente.org/community-health/communities-we-serve/northwest-community/improving-community-conditions/housing-security
https://www.oregon.gov/DHS/SENIORS-DISABILITIES/HCC/PSW-HCW/Pages/Traditional-Health-Worker.aspx
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2020 Highlights & Key Projects

Housing is Healthcare
In 2016, six organizations in the Portland area launched Housing is Health, a unique 
initiative in which hospitals and cross-sector partners came together to fund and 
support Central City Concern (CCC) to create a new Federally Qualified Health Center 
(FQHC) and 379 units of urgently needed new housing. The initiative seeks to improve 
cross-sector outcomes for historically underserved populations by increasing access to 
housing, healthcare, and other key services. 

CORE is evaluating the program’s impact, with a focus on the 275-unit Blackburn 
Center, which includes permanent supportive, recovery, and recuperative care units for 
homeless individuals. Blackburn also has the new FQHC on site. As part of this work, 
we’re using cross-sector data from housing, healthcare, and criminal-legal systems to 
understand the impacts of obtaining housing at Blackburn and outcomes associated 
with each housing type. Examples include healthcare use, housing stability, number of 
bookings, and jail days. This will further our understanding of how these sectors are 
connected and the role of housing in shaping outcomes across sectors. 

Northwest Pilot Project Long-term Rent Assistance Program

All too often, traditional short-term housing assistance does not provide long-term 
support for those most at risk of housing instability: older adults and those with 
prior experiences of houselessness. This project—funded by Meyer Memorial Trust 
and conducted with a variety of cross-sector partners—evaluated the Long-term 
Rent Assistance Pilot Program (LRA) implemented by the Northwest Pilot Project to 

understand the impacts of long-term assistance. 

Key themes from the longitudinal interviews include a 
positive impact on participants’ housing security, financial 
health, mental health, physical health, health access, and 
social support and leisure activities. For future housing 
assistance funds, these findings illustrate the importance of 
including a long-term focus to sustain wellbeing over time for 
those experiencing housing instability.

When I have an 
unforeseen medical issue, 

I’m not going to be homeless. 
This is the FIRST TIME IN 
20 YEARS I DIDN’T HAVE 
TO THINK ABOUT BEING 
HOMELESS in an 
emergency situation.

–LRA participant  
after one year

  Building Evidence for HOUSING AS HEALTHCARE





https://centralcityconcern.org/
https://mmt.org/
https://www.nwpilotproject.org


CORE Annual Report 2020  Page 16

Re-Entry Housing Collaborative
Across Oregon, a lack of available and affordable housing is further compounded for 
people with a criminal background, who are often excluded by landlords or deemed 
ineligible for public or supportive housing. The Re-Entry Housing Collaborative project, 
funded by Meyer Memorial Trust, sought to re-house clients experiencing barriers due 
to criminal records—which disproportionately impact communities of color. The grant 
enabled cohort organizations, including Urban League of Portland (ULPDX), ACCESS, 
Sponsors, Inc., and Northwest Housing Alternatives, to remove clients’ financial barriers 
to housing, including prior debt, fines, and fees. The project also provided assistance 
with deposits, rent, and other expenses.

CORE partnered with ULPDX and Meyer to evaluate the collaborative using program 
data and interviews with clients, who we found face unique combinations of barriers 
due to past housing or criminal histories. While financial assistance was important, case 
management was integral to identifying and supporting clients’ unique needs. These 
findings will help cohort organizations advocate for continued support for their efforts 
to serve this often-overlooked population.

2020 Highlights & Key Projects
  Building Evidence for HOUSING AS HEALTHCARE

I can actually sleep and feel 
safe and shower and do all 

that I did before I ever got 
in trouble. 

–Re-Entry Housing  
Collaborative Participant





I’ve got a wonderful place to live, 
with a wonderful cat. And I could 

not have done any of this without the 
help of [the program]. 

–Re-Entry Housing  
Collaborative Participant





https://mmt.org/
https://ulpdx.org/
https://www.accesshelps.org/affordable-housing/
https://sponsorsinc.org/
https://nwhousing.org/
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2020 Highlights & Key Projects
Additional HIGHLIGHTS

Additional 2020 focus areas included elevating our commitment to equity 
work, evaluating alternative payment models, engaging communities 
and power building, advancing innovative survey models, and supporting 
change through cross-sector data.

Elevating our Commitment to Equity
In 2020, we elevated our commitment to centering CORE and its work around equity. 
While there is much yet to do and learn, we took several key steps, including changes 
in our organizational approach, new tools, and efforts to remove barriers to engaging in 
our work. Specific examples include:

  EQUITY IN PAY: Equity starts at home, so we partnered closely with Providence 
human resources to review pay on our team and ensure that compensation was 
aligned with tenure, qualifications, and performance. 

  ANTI-RACISM & EQUITY LEARNING: We created an internal virtual forum for 
CORE staff to share resources and discuss anti-racism and equity, and hosted 
peer-led learning and discussion sessions that prioritized education about the 
experiences of BIPOC. 

  BUDGETING GUIDANCE FOR EQUITY WORK: Past experience has taught 
us that once contacts are signed and a project begins, it may be too late to 
integrate equity-specific activities into project design. To address this challenge, 
we established guidance to facilitate the formal integration of equity work in the 
development of new contracts.

  EQUITY ROADMAP: Prioritizing equity is important, but to be successful this work 
must be resourced. Our 2021 budget includes funding for CORE to develop goals, 
engage with external experts, and implement strategies related to equity. 

  EQUITY IN PROJECTS: We are working toward broadly and consistently applying 
equity practices and principles to our work. We have been examining and 
refining our approaches across all stages of our work such as co-design practices, 
explicitly examining data elements and measures, how we use language, removing 
barriers to participation, and broadening dissemination, especially to impacted 
communities. 
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Building Healthy Communities Evaluation
CORE is currently partnering with The California Endowment (TCE) on a comprehensive 
evaluation of Building Healthy Communities (BHC), a 10-year, $1 billion comprehensive 
community initiative to work in partnership with other funders to build community 
power, advance policy, change dominant cultural narratives, and transform fourteen 
California communities with significant health equity challenges into places where all 
people have an opportunity to thrive. We partner closely with other evaluators and 
researchers who are completing complementary assessments of the BHC initiative.

CORE’s evaluation relies on a secondary data sources, including population level datasets 
and TCE program data, as well as primary data collected through the CA Network Project. 
We collaborate with key stakeholders to learn about each data source and determine 
how best to incorporate it into our evaluation. These data sources help measure the 
initiative’s impact on a variety of indicators of power, including those related to voting 
and civic engagement, agency and belonging in schools, neighborhood characteristics, 
and health outcomes. We are also working closely with TCE on their data collection 
and management practices. Goals include improving data and evaluation capacity and 
strategizing around infrastructure that facilitates effective evaluation in the future.

2020 Highlights & Key Projects
  Additional HIGHLIGHTS

As part of our partnership with The California Endowment (TCE), CORE created 
and manages an ongoing network survey and platform for organizations working 
toward health, wellness, inclusion, and shared prosperity for all Californians. 

CORE’s work with The CA Network Project combines our longstanding strengths 
in survey design, fielding, and reporting with a variety of other methods like 
social network analysis and network visualization; web design and back-end 
data architecture; custom programming for complex data transformation; 
customer engagement and management; and the development of interactive 
tools for data exploration. After just one year of operation, the CA Network 
Project is shaping up to be a long-term asset for both strategy and evaluation. 

INNOVATIVE SURVEY METHODS: The CA Network Project

https://www.calendow.org/
https://www.buildinghealthycommunities.org/
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Supporting Change through Cross-Sector Data 

At CORE, we believe cross-sector collaboration is essential to addressing complex 
problems and serving populations experiencing barriers in multiple aspects of their 
lives. Our cross-sector and collective impact work includes a wide range of partners and 
projects, from healthcare and social services to housing, education, transportation, and 
more. During 2020, we supported more than a dozen cross-sector initiatives—including 
ACHs, CCOs, community coalitions, and collaboratives—and helped our partners 
measure impact and demonstrate the value of their efforts. Key activities included:

2020 Highlights & Key Projects
  Additional HIGHLIGHTS

  DEVELOPING SHARED VISION: We helped partners 
come together to identify problems and create shared 
vision, goals, and strategies to address them, while 
identifying shared measures to track progress and 
outcomes.

  FOSTERING COLLABORATION: We created spaces 
for partners to convene, communicate, build trust, and 
share expertise. We helped collect and surface learnings, 
facilitate decision-making, and ensure that stakeholders 
have a voice.

  FACILITATING CROSS-SECTOR DATA SHARING: 
We supported efforts to share data and information by 
mapping data sources, connecting systems, navigating 
data governance processes, and building technical infra-
structure to house data. CORE served as a data backbone 
for collaboratives—acting as a central holder of data 
assets and processes—and supported partners in building 
their capacity to use data.

  COMBINING & ANALYZING MULTISECTOR DATA: 
We worked with data from a range of sources in a variety 
of formats. We integrated, matched, and linked it to get 
a holistic understanding of various issues. Our experts 
helped combine quantitative and qualitative data to 
create meaningful insights, answer questions, and tell 
stories. And we used statistical and analytic approaches to 
measure impact, demonstrate value, and track outcomes.

Disconnected data from multiple  
sectors can only tell part of the story

Integrated data allows you to see patterns 
and insights across sectors and systems

CREATE 
INSIGHTS

ANALYZE

CONNECT

1
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2020 Highlights & Key Projects
  Additional HIGHLIGHTS

Evaluating Alternative Payment Models
To curb rising healthcare costs and unacceptable variations in quality, many U.S. 
healthcare payers and providers are implementing Alternative Payment Models (APMs). 
APMs are aimed at incentivizing high-quality and cost-effective care, rather than paying 
providers based on the volume of services provided. Through evaluation and consulting, 
CORE is helping generate and apply evidence about APMs. 

  DONAGHUE FOUNDATION’S “GREATER VALUE PORTFOLIO”: CORE is 
evaluating the impact of a primary care APM designed by CareOregon, a large 
nonprofit insurance plan serving low-income Oregonians. Our analysis will 
evaluate if APMs in primary care can slow healthcare spending growth while 
maintaining quality. Results will also inform APM investment and design strategies 
as CareOregon seeks to meet state targets.

  BETTER HEALTH THROUGH HOUSING: CORE is helping Better Health Together 
and key partners in Washington State design a reinvestment model that helps 
chronically homeless individuals with multiple, complex health conditions connect 
to housing and support. This will provide a framework through which different 
sectors agree to reinvest potential savings to sustain the project and related efforts 
to address Social Determinants of Health and health inequities. 

https://donaghue.org/
http://www.careoregon.org
http://www.betterhealthtogether.org/


CORE Annual Report 2020  Page 21

Publications

To ensure our insights and evidence reach others working to advance 
health and health equity, we regularly collaborate with our partners to 
publish peer-reviewed manuscripts describing our work and findings. 
During 2020, CORE submitted nine manuscripts for peer-reviewed 
publication; seven were published and two were under review as of this 
report’s publication.

Direct and Indirect Pathways Between Childhood Instability and Adult Homelessness 
in a Low-Income Population, Cohen-Cline H, Jones K, Vartanian K. Children and Youth 
Services Review, January 2021. https://doi.org/10.1016/j.childyouth.2020.105707

Behavioral Health Integration and Outcomes that Matter to Patients: A Longitudinal 
Mixed-Methods Observational Study, Wright B, Broffman L, McMenamin KA, Jones K, 
Weller M, Brown K, Jacobson L, Bouranis N, Kenton NR. The Journal of Behavioral Health 
Services & Research, October 2020. https://pubmed.ncbi.nlm.nih.gov/32076948

Life Experiences Associated with Change in Perpetration of Domestic Violence, 
Adhia A, Lyons VH, Cohen-Cline H, Rowhani-Rahbar A. Injury Epidemiology, August 
2020. https://pubmed.ncbi.nlm.nih.gov/32736590

The Effect of Increased Cost-Sharing on Low-Value Service Use, Gruber J, Maclean JC, 
Wright B, Wilkinson E, Volpp KG. Journal of Health Economics, July 2020.  
https://pubmed.ncbi.nlm.nih.gov/32686138

Effect of a Health System-Sponsored Mobile App on Perinatal Health Behaviors: 
Retrospective Cohort Study, Cawley C, Buckenmeyer H, Jellison T, Rinaldi JB, Vartanian 
KB. JMIR Mhealth Uhealth, July 2020. https://pubmed.ncbi.nlm.nih.gov/32628123

Understanding the Socioeconomic and Health Challenges of the Medicaid Expansion 
Population in Oregon, Vartanian KB, Cohen-Cline H, Kulkarni-Rajasekhara S, 
Polonsky HM, Wright B. Population Health Management, June 2020.  
https://pubmed.ncbi.nlm.nih.gov/31513472

Drivers of High-cost Medical Complexity in a Medicaid Population, Labby D, Wright B, 
Broffman L, Holtorf M. Medical Care, March 2020.  
https://pubmed.ncbi.nlm.nih.gov/31876646

Children and Youth Services Review 120 (2021) 105707

Available online 17 November 2020

0190-7409/© 2020 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license

(http://creativecommons.org/licenses/by-nc-nd/
4.0/).

Direct and indirect pathways between childhood instability and adult 

homelessness in a low-income population 

Hannah Cohen-Cline , Kyle Jones , Keri Vartanian * 

Center for Outcomes Research and Education, Providence St. Joseph Health, 5251 NE Glisan St, Portland, OR 97213, USA   

A R T I C L E  I N F O   

Keywords: 

Childhood instability 

Homelessness 

Adolescent experiences 

Structural equation modeling 

Upstream 

A B S T R A C T   

There is a homelessness crisis in the United States. Many investments have been made to reverse this crisis 

including building more affordable housing and providing rent subsidies, which create mechanisms to support 

people who are currently experiencing homelessness. However, less is known about how to invest upstream to 

prevent homelessness in the first place. In this paper, we explore the pathway to adult homelessness from 

childhood instability through potentially modifiable adolescent experiences including running away, school 

dropout, and abuse of drugs or alcohol. We used results from our life course survey of a Medicaid population (N 

= 2,348) in a large metropolitan area in Oregon to create a structural equation model that measured the re-

lationships between these experiences and adult homelessness. The overall effect of childhood instability on 

adult homelessness was 0.475 (p < 0.001). The direct effect of childhood instability on homelessness was 0.313 

(p < 0.001). Both running away from home and alcohol and drug abuse mediated the overall association between 

childhood instability and homelessness. Running away from home (0.108, p < 0.001)) accounted for 22.7% of 

the overall association; alcohol and drug abuse (0.051, p = 0.053) accounted for 10.7%. In contrast, dropping out 

of school did not mediate the overall association between childhood instability and adult homelessness. These 

results strongly emphasize the importance of intervening upstream to reduce childhood instability to help pre-

vent adult homelessness. Interventions that that support adolescents who run away from home and prevent or 

treat adolescent substance abuse may also reduce entry to adult homelessness.   

1. Introduction 

On a given day more than half a million people are homeless in 

America (The US Department of Housing and Urban Development, 

2018). There has been a slowdownward trend in the percent of people 

experiencing homelessness over the last decade; however this decline 

has been minimal the past few years (The US Department of Housing and 

Urban Development, 2018). A recent nationally representative study 

demonstrated that youth homelessness was a significant problem, with 

3% of household with adolescents 13–17 years old reporting explicit 

youth homelessness (Morton et al., 2018). This increased to almost 6% 

for households with young adults 18–25 years old – in both age groups 

the percentage was even greater when considering couching surfing 

(Morton et al., 2018). 

Substantial financial investments have been made across the country 

to combat homelessness – these investments typically focus on 

increasing the availability of affordable housing units, providing rent 

subsidies, or other mechanisms that improve access to housing (Joint 

Center for Housing Studies of Harvard, 2019). While these efforts are 

necessary to address the needs of people who are currently experiencing 

homelessness, less is known about effective upstream strategies to pre-

vent homelessness from happening in the first place. There are a range of 

risk factors across multiple spheres of influence that likely contribute to 

adult homelessness, suggesting there are many ways to potentially 

intervene to promote prevention. The goal of this study was to under-

stand the pathways across the life course that contribute to adult 

homelessness in order to identify possible upstream targets for 

intervention. 
Several studies have investigated the pathways that lead to home-

lessness. Many have linked different aspects of childhood instability - 

Abbreviations: SEM, Structural Equation Model; CFI, comparative fit index; RMSEA, root mean square error of approximation; SRMR, standardized root mean 

square residual. 
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Life experiences associ
ated with change in

perpetration of domestic violence

Avanti Adhia
1* , Vivian H. Lyons

1,2, Hannah Cohen-Cline
3 and Ali Rowhani-Rahba

r1,2

Abstract

Background: This
study assessed whether several a

dult life experiences, inclu
ding loss of support, lo

ss of food

security, loss of ho
using, and substance use cessation, are associated with change in domestic violence (DV)

perpetration from early to later adulthood. U
sing 2015 to 2016 cross-sectional, se

lf-report survey da
ta from Medicaid

enrollees in Oregon (N = 1620), we assessed change in DV perpetration from early adulthood (19–30 years) to later

adulthood (≥ 31 years of age), c
ut points determined by existing survey questions.

Multinomial logistic regressi
on

models were constructed to estimate the association between life experiences and physical DV perpetration using

odds ratios (OR), a
djusting for sociodemographic characte

ristics, DV victimization, and childhood abuse, bullying,

and social support.

Findings: Of the 20% of participants wh
o perpetrated DV, 36% perpetrated DV in both early and later adulthood

(persisters), 42% discontinued (desisters) and 22% began (late-onsetters) pe
rpetration in later adulthood. L

oss of

support and loss of food security were both associated with change in DV perpetration (i.e., desistance or late onset

of perpetration or both). Loss of s
upport was associ

ated with 9.5 times higher odds of
being a desister (OR = 9.5,

95% CI = 1.1, 84.1) and 54.2 times higher odds of
being a late-onsetter (OR

= 54.2, 95% CI = 6.5, 450.8) of DV

perpetration compared to persisters. Loss of
food security was assoc

iated with 10.3 times higher odds of
being a

late-onsetter (OR =
10.3, 95% CI = 1.9, 55.4) of DV perpetration compared to persisters. In addition, substanc

e use

cessation was associated with 10.3 times higher odds of
being a desister (OR = 10.3, 95% CI = 1.9, 56.2) compared to

persisters.

Conclusions: Find
ings suggest that

specific life experiences in adulthood, includi
ng loss of support, lo

ss of food

security, and substance use cessation, are associated with changes in DV perpetration.

Keywords: Domestic violence, Inti
mate partner violence, P

erpetration, Substa
nce use

Introduction

Domestic violence (DV) is a substantial public health

problem with severe and long-lasting consequences and

considerable economic burden for society (Peterson

et al. 2018). DV includes physical violence
, sexual vio-

lence, stalking and psychological har
m and can include

violence perpetrated by intimate partners, immediate

family members, or other rel
atives (Garcia-Moreno et al.

2006; Smith et al. 2018). The
majority of DV is perpe-

trated by intimate partners (i.e., current or former part-

ners or spouses)
(Truman and Morgan 2015), and DV is

a term often used to refer interchangeably to intimate

partner violence
(IPV) (Costa et al. 2015). In this study,

we use DV to refer to violence against partners and

loved ones including other family members, while IPV

refers to violence specifically between intimate partners.

Although the focus of this s
tudy is on DV, prior researc

h

has largely focused on IPV given that it constitute
s the
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Abstract
Background: Pregnancy mobile apps are becoming increasingly popular, with parents-to-be seeking information related to

their pregnancy and their baby through mobile technology. This increase raises the need for prenatal apps with evidence-based

content that is personalized and reliable. Previous studies have looked at whether prenatal apps impact health and behavior

outcomes among pregnant and postpartum individuals; however, research has been limited.

Objective: The primary objective of this study is to assess whether the use of a health system–sponsored mobile app—Circle

by Providence—aimed at providing personalized and reliable health information on pregnancy, postpartum recovery, and infant

care is associated with improved health outcomes and increased healthy behaviors and knowledge among users.

Methods: This observational study compared app users and app nonusers using a self-reported survey and electronic medical

records. The study took place over 18 months and was conducted at Providence St. Joseph Health in Portland, Oregon. The sample

included patients who received prenatal care at one of seven Providence clinics and had a live birth at a Providence hospital.

Recruitment occurred on a rolling basis and only those who completed the survey were included. Survey respondents were

separated into app users and app nonusers, and survey responses and clinical outcomes were compared across groups using

univariate and adjusted multivariate logistic regression.

Results: A total of 567 participants were enrolled in the study—167 in the app user group and 400 in the nonuser group. We

found statistically significant differences between the two groups for certain behavior outcomes: subjects who used the app had

75% greater odds of breastfeeding beyond 6 months postpartum (P=.012), were less likely to miss prenatal appointments (P=.046),

and were 50% more likely to exercise 3 or more times a week during pregnancy (P=.04). There were no differences in nutritional

measures, including whether they took prenatal vitamins, ate 5 fruits or vegetables a day, or drank caffeine. We found no differences

in many of the infant care outcomes; however, there was an increase in awareness of “purple crying.” Finally, there were no

significant differences in measured clinical health outcomes, including cesarean births, length of hospital stays (in minutes), low

birth weight infants, preterm births, small-for-gestational-age births, large-for-gestational-age births, and neonatal intensive care

unit stays.

Conclusions: The use of the Circle app, which provides access to personalized and evidence-based health information, was

associated with an increase in certain healthy behaviors and health knowledge, although there was no impact on clinical health

outcomes. More research is needed to determine the impact of mobile prenatal apps on healthy pregnancies, clinical health

outcomes, and infant care.

(JMIR Mhealth Uhealth 2020;8(7):e17183) doi: 10.2196/17183

JMIR Mhealth Uhealth 2020 | vol. 8 | iss. 7 | e17183 | p. 1
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Drivers of High-co
st Medical

Complexity in a Medicaid Population

David Labby, MD, PhD,*
Bill Wright, PhD,† Lauren Broffman, PhD, M

A,‡ and Megan Holtorf, MPH†

Background: Efforts to improve outcomes for the 10% of patients

using two thirds of health care expenditures increasingly include ad-

dressing social dete
rminants. Empiric

evidence is needed
to identify the

highest impact non
medical drivers of

medical complexity
and cost.

Objectives: This study examines whether complex, highest cost

patients have different patterns
of critical life adversity than those

with better health and lower utilization.

Research Design: Using a validated algorithm we constructed a

complexity/cost risk patient profile. W
e developed and fielded a life

experience survey
(Supplemental Digital Cont

ent 1, http://links.l
ww.

com/MLR/B920) to a representative sa
mple, then examined how the

prevalence of spec
ific adversities var

ied between complex, high-cost

individuals, and others.

Subjects: Surveys were sent to 9176 adult Medicaid members in

Portland, Oregon.

Measures: Our primary variable was high medical complexity

health cost risk; an alternative specification combined health cost

risk and actual utilization/cost. Our survey instrument measured

exposure to early and later-life adversities.

Results: Compared with healthy individuals in our population,

medically complex individuals had significantly higher rates of ad
-

versity. The greatest risk of medical complexity and cost was as-

sociated with substance use [odds ratio (OR), 4.1], homelessness

(OR, 3.0), childhood maltreatment (OR, 2.8), and incarceration

(OR 2.4). Those with the highest prior y
ear acute care utili

zation and

cost had the highest rates of these same factors: substance use

(62.5%), homelessness (61.7%), childhood maltreatment (55.5%),

and incarceration (52.1%).

Conclusion: Clini
cal and policy strategies that mitigate high-impact

social drivers of p
oor outcomes are likely critical for improving both

health and costs for complex, high-needs p
atients.

Key Words: life adversity, medical complexity, health care cost/

utilization

(Med Care 2020;58: 208–215
)

With estimates that the most expensive dec
ile of patients

accounts for up to two thirds of total health care

expenditures,
1 developing programs that improve outcomes

for complex, high-cost p
atients has become an established

national priority.
2,3 Many such programs focus on reducing

expensive hospital and emergency department (ED) use

through health system intensive care management. However,

the challenge is in
creasingly recognized as more than medical

—it is also about addressing social and behavioral issues
that

help generate costly intensive care needs.

Addressing nonmedical drivers of complex, high-cost

health appears espe
cially critical for lo

w-income “high ut
ilizers,”

whose publically funded care includes higher rates of mental

illness and substance use treatment, and who may be involved

with the criminal justice, housing, or other human service

systems.4 The experiences of pov
erty and inequality have long

been linked to poor health outcomes,
5 but a deeper under-

standing is needed of how specific life experiences are con-

nected to poor health and high costs, and of upstream policies

and programs that can
potentially mitigate those linkag

es rather

than face a continuing
stream of complex, high-cost pat

ients.

There is a strong precedent for such
research. The Ad-

verse Childhood Experiences (ACE
s) study

6 and similar work

has linked childhood challenges to later-life health impacts,
7

including heart, lung, or liv
er disease,

8 disease risk behaviors

such as tobacco or injection drug use,6 and to poor social out-

comes including academic challenges,
9 financial and employ-

ment problems,10,11 adult sexual
victimization,

12 incarceration,
10

and homelessness,
13 which have in turn been associated with

early mortality.
14,15 ACEs are particularly relevant to low-in-

come communities, which have higher preval
ence rates.

16,17

However, ACEs
are focused on traumas during early

life and not on a broader view of exposure to adversity across

the life course. Th
e overall relations

hip between critic
al social

adversities and high health care expenditures has yet to be

empirically examined.

In this paper, we loo
k at a generally high-risk Medicaid

population to assess whether pa
tients with the most complex,
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What’s Next?

In 2021, we’ll continue working on many of the projects described in 
this report and more, including this exciting new work:

ALTERNATIVE  
PAYMENT MODELS  
& PRIMARY CARE

Funded by the Donaghue Foundation, this project will explore 
how Alternative Payment Models (APMs) impact quality and 
cost outcomes in primary care.

DATA  
FOR CHANGE

This new CORE program will help community-based 
organizations build their capacity to use data in support of 
their mission and work to drive change.

HEALTHY TEAM  
HEALTHY U

Health Team Health U is a state employee wellness program 
in Oregon. CORE will measure impacts on self-reported 
health behaviors and healthcare outcomes.

PROVIDENCE  
PRECISION MEDICINE

In support of Providence’s genomics pilot, this five-year 
project will use Social Determinants of Health data to 
better understand how genetics and social risk intersect to 
shape health.

SOCIAL DETERMINANTS  
OF HEALTH &  
HEALTH DISPARITIES

Funded by the Kuni Foundation, this project will assess how 
the Social Determinants of Health drive disparities in access 
to breast cancer screening.

UNDERSTANDING THE  
LONG-TERM IMPACTS  
OF COVID-19

Two projects, My COVID Diary and another funded by 
Housman Foundation for Medical Research, will explore 
the long-term effects of COVID-19 on patients and 
health systems.



Thank You
  To all of our partners, funders, 

project participants, and community 
stakeholders for your collaboration and 
support. We’re proud to be a part of your 
important work!

  To the community members, providers, 
and survey and interview participants 
who put your trust in us and took the time 
to contribute to this work by sharing your 
insights and experiences.

  To the entire CORE team for your hard work, 
ideas, and commitment to advancing  
health and health equity every day.
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ACCESS

Advocate Aurora Health

All Children Thrive Long Beach

All in for Health Merced County

Better Health Together

Boyle Heights Health Innovation 
Community Partnership

CareOregon

CCS—Care Coordination Systems

Center for the Study of Social Policy

CHI Memorial Hospital

Coalition of Communities of Color

Community Partners

Council for the Homeless

Data Across Sectors for Health.

Desert Vista Consulting

Donaghue Foundation

East San Jose PEACE Partnership

Esperanza Community Housing

Fresno Community Health 
Improvement Partnership

Health Action Sonoma County

Health Share of Oregon

Healthy San Gabriel Valley Initiative

Hearst Foundation 

Home Forward

Hope Rising Lake County

Housman Foundation for Medical Research

Humboldt Community Health Trust

Illinois Public Health Institute 

Imperial County Accountable 
Community for Health

JOIN

Joint Office of Homeless Services

Kaiser Permanente Northwest 
Community Health

Kuni Foundation

Legacy Health System

Merck Foundation

Meyer Memorial Trust

National Institutes of Health: 
National Cancer Institute

NW Pilot Project 

Oregon Health & Science University

Oregon Health Authority

Providence Foundations of Oregon 

Providence St. Joseph Foundation

Providence St. Joseph Health

Providence St. Joseph Health —Oregon:  
Community Health Division

Providence St. Joseph Health—Oregon: 
Earle A Chiles Research Institute

Providence Supportive Housing

PSU Housing Research and 
Action Collaborative (HRAC)

Public Health Advocates

Reinvent South Stockton Coalition 

Robert Wood Johnson Foundation (RWJF)

San Diego Accountable 
Community for Health

SIREN: University of California, 
San Francisco 

PARTNERS & FUNDERS

Our work is generously funded and conducted in partnership with a 
wide range of cross-sector partners, including foundations, government 
agencies, ACHs, CCOs, health systems and more. Examples include:
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  PARTNERS & FUNDERS (CONT.)

  The CORE TEAM

Southwest Washington Accountable 
Community of Health

Sponsors, Inc.

Stanford University

The California Endowment (TCE)

UCLA Center for Healthier Children, 
Families, and Communities

Uncommon Solutions

United Way of Greater Houston

United Way of Northwest Vermont

Urban League of Portland

Vancouver Housing Authority

Washington State Health Care Authority

West Sacramento Accountable 
Communities for Health

Lisa Angus, MPH, Program Manager

Kristin Brown, Administrator

Hannah Cohen-Cline, PhD, MPH,  
Program Director

Stacy DeLong, MPH, Program Director

Claire Devine, MPH, Research Associate

Lindsay Dickey, MPH, Research Analyst

Taylor Doren, MA, Data Systems Analyst

Kristen Dulacki, MPH, PMP, Operations 
Manager

Daniel J. Fish, PhD, Analyst Supervisor

Ritu Ghosal, MS, MPH, Research Associate

Monique Gill, PhD, MPH, Associate 
Research Scientist

Aisha Gilmore, MPH, PMP, Project Manager

Ben Gronowski, MHR, Research Associate

Megan Holtorf, MPH, CCRP, Supervisor, 
Research & Reporting

Carly Hood-Ronick, MPA, MPH, 
Consultant 

Kelley Jewell, Administrative Assistant

Kyle Jones, MSc, MA, Research Analyst

Natalie Kenton, MS, MPH, Research 
Scientist

Erica Millan-Juarez, Administrative 
Systems Coordinator

Elliott Moon, MPH, MS, Research Analyst

L. Bentley Moses, MPH, Program Manager

Kimberly Phillips, MOT, CCRP, Research 
Associate

J.B. Rinaldi, PMP, Project Manager

Sarah Roth, PhD, Associate Research 
Scientist

Jennifer Rountree, PhD, PMP, Project 
Manager

Allie Ryan, MPH, Research Associate

Charles Schroeder, MPA, CRA, Finance 
Program Manager

Michael Sutcliffe, PhD, Research Associate 
& Integrity Specialist

Keri Vartanian, PhD, Director

Maggie Weller, MS, PMP, Project Manager 
Supervisor

Tanisha Woodson, PhD, Consultant

Bill Wright, PhD, Executive Director for 
Health Services Research, Providence

Chia-Hua Yu, MBI, Reporting Analyst



5251 NE Glisan St. 
Portland, OR 97213

core@providence.org 
providenceoregon.org/CORE

  

mailto:core%40providence.org?subject=
http://ProvidenceOregon.org/CORE
http://ProvidenceOregon.org/CORE

	Director’s Letter
	About CORE
	2020 Highlights & Key Projects
	Responding to COVID-19
	Building Capacity to Transform Systems
	Building Evidence for Housing as Health
	Additional Highlights

	Thank You...
	16.pdf
	Director’s Letter
	About CORE
	2020 Highlights & Key Projects
	Responding to COVID-19
	Building Capacity to Transform Systems
	Building Evidence for Housing as Health
	Additional Highlights

	Thank You...


	p2-logo: 
	Button 20: 
	Logo Back cover: 


