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Evaluation of the Behavioral Health Initiative for

Older Adults and People with Disabilities in Oregon
July 2017 — June 2018

EXECUTIVE SUMMARY, INTERIM REPORT

Background

The Oregon legislature allocated
funding to the Oregon Health Authority
(OHA) for the Behavioral Health
Initiative (BHI) for Older Adults and
People with Disabilities in 2014. A
Statewide Director, Nirmala Dhar, was
named to lead the BHI within OHA early
in 2015. Community Mental Health
Programs and other nonprofit entities
were awarded contracts to hire 24
Behavioral Health Specialists
(subsequently referred to as Specialists)

located in communities throughout Oregon. Since July 2016, the OHA has contracted with the

Portland State University (PSU) Institute on Aging (IOA) to evaluate the BHI.! This report
describes the evaluation findings from Year 2 (July 2017-June 2018), with an emphasis on

progress toward meeting the goals and objectives of the BHI and identifying ways to improve

services. When possible, comparisons are made with data from Year 1.

A 2014 needs assessment conducted by Portland State University identified an overall

lack of access to needed services. The amelioration of these gaps has been the focus of the

Specialists. To do this, they have three distinct but overlapping job functions: (1) to promote

collaboration and coordination among core stakeholders and community partners, (2) provide
complex case consultation for older adults and people with disabilities who have behavioral
health needs, and (3) to offer training to support workforce development and increase public

awareness of behavioral health issues and resources

1 PSU Institute on Aging (2017). Evaluation of the Behavioral Health Initiative for Older Adults and People with
Disabilities in Oregon, July 2016-June 2017 can also be found at https://www.pdx.edu/ioa/more-about-the-

program.
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Purpose and Methods

The purpose of the evaluation has been: (1) to systematically collect and analyze data to
inform OHA of progress being made toward achieving the goals and objectives of the BHI and
(2) to identify ways to continue to improve behavioral health services for older adults and
people with disabilities. The evaluation is based on an adaptation of the logic model developed
to guide the evaluation as shown in the following figure. Data collected for the evaluation have
focused on how activities related to Specialists’ job functions have contributed to addressing
issues related to access. We have also focused on identifying systems-related changes that have
occurred to date resulting from the work of the Specialists and Stakeholders. The logic model
serves as the organizing framework for this report.

Gaps and :> Strategies :> System :> Consumer
Barriers Actions Changes Outcomes

Figure 1. Guiding Logic Model

Data were gathered from four sources: (1) quarterly reports submitted by Specialists, (2)
reports of Specialists’ complex case consultations, (3) evaluations of training by participants,
and (4) a stakeholder survey. In 2018, the Stakeholder survey was distributed to 1,213
individuals between February and March, representing an increase in the sample of 513, or
about a 77% increase in identified Stakeholders compared to 2017. Participating Stakeholders
represented all regions and all types of program positions. About 29% of the Stakeholders
worked, volunteered, or advocated in rural counties, providing good representation of those
communities. In both years, middle managers, program managers, and clinic directors
comprised the largest share by position type. Increases were seen in 2018 in the percentage of
lay persons and advocates as well as administrators and executive directors.

Findings
Barriers and Gaps in Services

Stakeholders and Specialists were asked to rate a list of 15 challenges or gaps in services
in their communities. Over half indicated that all 15 challenges were present to a fair or great



extent. Among the most frequently identified challenges by both Stakeholders and Specialists
were a lack of affordable housing, lack of behavioral health services in long-term care, lack of
providers who accept Medicare reimbursement, lack of programs designed specifically for older
adults and people with disabilities, and restrictive eligibility criteria. Stakeholders also identified
lack of in-home services as one of their top issues, and Specialists included the lack of providers
with approved credentials for reimbursement from Medicare.

Ratings by Stakeholders remained fairly constant over time. Although the ratings of
barriers by Specialists remain quite high, statistically significant improvements were reported in
six areas. More providers are accepting Medicare, more programs are specifically designed for
the population, other needed services are increasingly available (including in-home services),
more providers have the required expertise to serve the population, and health and behavioral
health services are more integrated.

Strategies and Actions for Addressing Barriers

Collaboration and Coordination

The Initiative has had important successes in engaging key community Stakeholders and
building community capacity. Progress has been made in engaging with primary care, largely
through CCOs, although this remains a challenge in many communities. Those who do
participate in the Initiative through efforts to improve collaboration and coordination are
committed to the Initiative. As a result, coordination has improved, more agreements are in
place, and momentum for the Initiative can be maintained.

Complex Case Consultation

The Initiative has had success in providing consultation to address complex issues experienced
by older adults and people with physical disabilities who have behavioral health needs. Using a new and
comprehensive reporting tool, Specialists described complex case consultations (CCC) about 760
consumers from October 2017 through March 2018. Most stakeholders (91%) who participated in CCCs
reported that consultations are at least somewhat successful. Specialists provide valuable consumer-
level data about issues that older adults and people with physical disabilities who have behavioral health
needs are experiencing, as well as resources available to address them. Major problems or issues
reported by Specialists fell into five categories: (1) physical or medical (e.g., complex and co-occurring
medical conditions, ADL and other functional limitations; (2) Neurological/cognitive (e.g., dementia, lack
of capacity); (3) psychiatric or mental health disorders (e.g., mood disorders, substance misuse
disorders); (4) social or individual (e.g., lack of or poor family or natural supports), and (5) systems issues
(e.g., systems navigation, understanding eligibility). As Specialists continue to provide consumer-level
data about this population, the Initiative, community partners and policy makers will be informed about
the most pertinent issues concerning this population.

Training: Workforce Development and Community Awareness

With an average of 109 workforce development and community education events per
quarter, the Specialists have made an immense contribution toward producing an informed and
knowledgeable workforce and increasing community awareness. Some of the topics presented



frequently include system navigation, depression, anxiety, Alzheimer’s disease and other
dementia, psychiatric disorders, and social isolation. Stakeholders often participate in training
and are supportive of training for their staff.

PSU sent online evaluation surveys to over 2000 workforce training participants and
over 900 (44%) completed the surveys. Besides the sheer numbers of individuals trained, the
participants themselves were very satisfied with the training, reported significant increases in
knowledge (71% reported they gained a great deal). Two months later, participants reported
they were using that knowledge in their work (91%) with support from their supervisors (92%).

Systems Changes

As a result of this Initiative, the Specialists have established stakeholder groups that are
engaged in active problem solving and building capacity, provided training that is increasing
knowledge and improving practice, and supported complex case consultations. These actions
have led to significant improvements including: relevant service agencies are more
knowledgeable about each other; it is easier to make referrals; Specialists have seen increased
referrals for complex case consultation; consumers and family members have greater access to
services; and although still a tiny percent, a few more providers are willing to accept Medicare.

Consumer Outcomes

The long-term goal of the Behavioral Health Initiative is to improve the quality of life for
older adults and people with disabilities who have behavioral health needs. Results from
systems changes and their effect on large numbers of consumers may not be apparent in the
short term, but ultimately they are how the Initiative will be evaluated. It is important to keep
the focus on these consumer outcomes which are:

1. Older adults and people with physical disabilities who have behavioral health needs are
recognized as priority populations in the community.

2. These adults are more likely to have timely access to the full range of services they need
(e.g., housing, medication management, transportation).

3. These adults are more likely to have access to community-based behavioral health
programs or services that have demonstrated their effectiveness.

4. These adults are more likely to have information about ways to promote mental health
well-being (e.g. social engagement, physical activities).

5. Lengths of stay for emergency departments, hospitals, jails, inpatient psychiatric units,
the Oregon State Hospital have reduced for these adults.

6. “Evictions” of these adults from community-based long-term care facilities, nursing
homes, public housing, etc. have been reduced.

7. These adults are more likely to have their signs and symptoms recognized as behavioral
health needs rather than as being due to “aging.”

8. These adults are more likely to receive help from direct service and/or primary care
providers with the requisite knowledge and skills.



9. Older adults, adults with physical disabilities and/or their family members are more
likely to seek advice or help from direct service or primary care providers to better
understand their signs and symptoms.

10. Community partners have been more successful in resolving complex cases.

To date, Stakeholders report that no vulnerable population out of 10 identified (e.g., those
living in nursing homes or assisted living communities, cultural minorities, socially isolated) is
being well served to even a fair extent. Stakeholders did indicate some progress had been made
toward desired outcomes, including:

» Older adults, adults with physical disabilities and/or their family members increasingly
are seeking advice from direct service or primary care providers to better understand
their signs and symptoms.

» Complex case consultations are resulting in more successful outcomes.

» Communities are recognizing older adults and people with disabilities who have
behavioral health needs as a priority population.

Recommendations & Conclusions
To continue progress toward needed system changes and desired outcomes for consumers, the
following recommendations have been drawn from the data:

1. Keep the focus on meeting consumers’ needs and achieving consumer outcomes. Indicators

of success of Behavioral Health Initiative (BHI) services and activities include:

a. Better outcomes for consumers through complex case consultation

b. Fewer evictions from supportive housing and LTC settings

c. Elimination of abandonment of residents (such as when residents are sent to a hospital
emergency department and not allowed to return to their former residence).

2. Change policies that encourage siloed thinking and practice. One indicator of the need for
this change is the significantly worsened score for the item, “Old resentments between
agencies get in the way of progress” in the stakeholder survey data. The following actions
address needed policy and practice changes to reduce siloing at the state and local levels.

State-level policy and practice change with local input:
a. Make meaningful changes in how services for people with complex needs are
conceptualized, funded, and implemented.
i.  Develop an integrated interagency response
ii. Use “braided” or “global” funding strategies
iii.  Promote and employ an interdisciplinary team approach
iv.  Provide the in-home services
vi.  Design and conduct pilot programs
vii.  Encourage needed changes in Medicare permitted to claim reimbursement.




b. Promote interagency efforts to support consumers
c. Include representatives from the BHI in statewide conversations to address issues
related to housing, integrated services, and transportation

Local policy and practice change with support from state agencies:
d. Prioritize bridge building
3. Strengthen the infrastructure of the Behavioral Health Initiative
a. Change the formula for assigning Specialists to emphasizes geographical area
b. Provide FTE for part-time administrative support to assist Specialists
c. Make Specialists’ positions permanent
d. Provide additional resources to support the development of materials
4. Continue to develop a knowledgeable, informed workforce on consumer issues
5. Promote the value of good behavioral health practices and planning to the general public

Conclusion

In conclusion, slow but steady progress is being made toward accomplishing the
objectives and desired outcomes of the Initiative. Community Stakeholders are working more
collaboratively to address the gaps in behavioral health services for older adults and people
with disabilities. Evidence indicates coordination among stakeholder organizations is increasing.
Similarly, important gains have been made in training the professional workforce needed to
address the needs of this population, including behavioral health and aging services providers,
health providers, emergency responders, and many others. Similarly, more training is in place
to promote awareness of these issues in the general public. A major accomplishment has been
the growth of complex case consultations throughout the state, often through the use of
multidisciplinary teams. The specific needs and life circumstances of those for whom these
services are being used are increasingly understood. This information will contribute to
continued efforts to build community capacity through collaboration among organizations and
training of the workforce and general public.

Considerable work remains, however. The data indicate that the most vulnerable
populations are not being served adequately and that desired outcomes are still elusive. To
continue the progress toward improved outcomes, the Initiative needs to continue its focus on
consumer outcomes, change policies to reduce siloed thinking and practice, strengthen the
infrastructure for service delivery, continue workforce development, and promote good
behavioral health practices to the general public.



Evaluation of the Behavioral Health Initiative for

Older Adults and People with Disabilities in Oregon
July 2017 — June 2018

INTERIM REPORT

Background

Overview

The Oregon legislature allocated funding to the Oregon Health Authority (OHA) for the
Behavioral Health Initiative (BHI) for Older Adults and People with Disabilities in 2014. A
Statewide Director, Nirmala Dhar, was named to lead the BHI within OHA early in 2015.
Community Mental Health Programs and other nonprofit entities were awarded contracts to
hire 24 Behavioral Health Specialists (subsequently referred to as Specialists) located in
communities throughout Oregon. Figure 1 shows the distribution throughout the state. Each
color represents one region of service. Most of these regions are covered by one Specialist,
although in higher population areas (e.g., Central Oregon, Lane County, Multnomah County,
Washington County), two or more Specialists may be serving the area. Two positions are

currently vacant.

Figure 1. 2018 Behavioral Health Specialist Service Areas

Portland State University (PSU) Institute on Aging (IOA) has been involved since the
beginning of the BHI, receiving contracts to conduct a needs assessment and to develop
training materials and resources to support the work of the Specialists.? Since July 2016, the

2 The full reports describing these early phases of the BHI, Senior Mental Health Specialist Investment Report to the
Budget Note Committee and Older Adult Behavioral Health Investment Initiative: Assessment, Training, and
Capacity Building, can be found at https://www.pdx.edu/ioa/more-about-the-program
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OHA has contracted with the I0A to evaluate the BHI.2 This report describes the evaluation
findings from Year 2 (July 2017-June 2018), with an emphasis on progress toward meeting the
goals and objectives of the BHI and identifying ways to improve services. When possible,
comparisons are made with data from Year 1.

Gaps in Services

The 2014 needs assessment identified an overall lack of access to needed services.
Specific factors and needs are presented in Table 1. The amelioration of these gaps has been
the focus of the Specialists. To do this, they have three distinct but overlapping job functions: to
promote collaboration and coordination among core stakeholders and community partners,
provide complex case consultation for older adults and people with disabilities who have
behavioral health needs, and to offer training to support workforce development and increase
public awareness of behavioral health issues and resources (see Figure 2). Activities related to
these core functions are discussed in detail later in this report.

Collaboration
and
Coordination

Complex Workforce &
Case Community

Consultation Education

Improving
Behavioral
Health
Services

Figure 2. Behavioral Health Specialist job Functions

3 PSU Institute on Aging (2017). Evaluation of the Behavioral Health Initiative for Older Adults and People with
Disabilities in Oregon, July 2016-June 2017 can also be found at https://www.pdx.edu/ioa/more-about-the-
program.
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Table 1. Gaps in Behavioral Health Services Identified for Older Adults and People with Physical
Disabilities

Lack of Coordination

e Systems are fragmented

e No one agency willing to take the lead in assessing or coordinating services

e Services are provided in silos; as a result those with behavioral health needs who also have
age-related or disability-related needs are not a priority for any organization.

e Each system (e.g., health system, aging and disability system, behavioral health system) has
different requirements and funding sources

e Little information sharing among agencies takes place for those with complex needs

e Those with complex needs are often invisible to multiple service systems until there is a crisis

Lack of Availability
e All health, aging and disabilities, and behavioral health systems are overloaded due to limited
resources and funding and lower priority being placed on this population.
e Lack of knowledgeable providers
e Issues of availability are particularly high in rural communities

Lack of Accessibility
e No approved Medicare providers willing to take clients in the area
e Lack of transportation
e Restrictive eligibility requirements
e Issues of accessibility are particularly high in rural communities

Lack of Affordability
e Those who do not qualify for public services often cannot afford to pay out of pocket

Lack of Acceptability
e Stigma associated with behavioral health makes older adults or people with disabilities
reluctant to seek out or accept services

e Few services are tailored to the population in terms of service location (e.g., mental health

clinics rather than in home or primary care settings) or program design

Purpose and Methods

The purpose of the evaluation has been: (1) to systematically collect and analyze data to
inform OHA of progress being made toward achieving the goals and objectives of the BHI and
(2) to identify ways to continue to improve behavioral health services for older adults and
people with disabilities. The evaluation is based on an adaptation of the logic model developed
to guide the evaluation (see Figure 3 below). Data collected for the evaluation have focused on
how activities related to Specialists’ job functions have contributed to addressing issues related



to access. We have also focused on identifying systems-related changes that have occurred to
date resulting from the work of the Specialists and Stakeholders. The logic model serves as the
organizing framework for this report.

Gaps and :> Strategies :> System :> Consumer
Barriers Actions Changes Outcomes

Figure 3. Guiding Logic Model

Data Sources

Data were gathered from multiple sources, as described below. (The specific tools used
to collect data are available upon request.) The results of the evaluation to date are presented
for each element in the logic model. When possible, we compare data collected in FY 2017-
2018 (Year 2 of the evaluation ) with those collected in FY 2016-2017 (Year 1 of the evaluation).

Quarterly Reports. Specialists have submitted reports quarterly. Beginning in July 2017,
the content of these reports varied somewhat. Specialists now report on some aspects of their
job every six months instead of quarterly. These reports contain information about barriers,
collaboration and coordination, and perceived progress in systems changes and outcomes.

Some quarterly reports cover more than one county (e.g., Linn and Benton). Also, some
reports were not received due to position vacancies. The coverage ranged from 90 to 100
percent of Oregon’s population, however, depending on the quarter. We created several
indices using multiple questions to measure change in various aspects of the Initiative over
time. All statistical tests were conducted using within-county models to ensure comparability
over time.

Complex Case Consultation. Beginning in October 2017, Specialists began recording
detailed information about the complex case consultations (CCC) they organized or participated
in. This information provides rich data and further insight into the needs of the population and
the extensive work of Specialists to address this job function. The data available for this report
were reported between October 2017 and March 2018. During this period, Specialists reported

10



on a total of 760 complex case consultations. The reporting form has been updated based on
Specialists’ suggestions and experiences.

Evaluation of Training by Participants. Although Specialists still provide information
about the training they conduct, including community awareness training, we are now
obtaining training evaluation data directly from the participants in workforce development,
who respond to electronic surveys about the training. Data in this report come from individuals
who attended one or more of the 108 workforce development training events conducted,
hosted, or planned by a Behavioral Health Specialist between October 2017 and March 2018.
We successfully sent electronic evaluation forms to 2,061 participants who had included their
name and email address on rosters at training events; 901 (44%) completed the survey. Follow-
up surveys were sent two months after the training to determine how participants were using
what they had learned in the training in their work.

Stakeholder Survey. Finally, community Stakeholders completed surveys that focused
on all areas of the logic model: gaps in and barriers to services, the Specialists’ core functions,
systems changes, and progress toward improving consumer outcomes. Most of the
Stakeholders were identified by Specialists, as well as the Initiative’s Older Adult and People
with Disabilities Behavioral Health Advisory Council and IOA staff. Stakeholders included
individuals within each Specialist’s region who are most involved with the BHI or are considered
likely to contribute to or benefit from participation. Stakeholders represented multiple
agencies and disciplines, and they hold a variety of positions (e.g., agency administrators and
executive directors, managers and clinical directors, direct services providers, and lay persons
and advocates).

The 2018 Stakeholder Survey was distributed to 1,213 individuals between February and
March, representing an increase in the sample of 513, or about a 77% increase in identified
Stakeholders. Response rates were similar in the two years of the survey to date: About 33% in
2016-2017 (Year 1) and 32% in 2017-2018 (Year 2). Participating Stakeholders represented all
regions and all types of program positions. About 29% of the Stakeholders worked,
volunteered, or advocated in rural counties, providing good representation of those
communities. In both years, middle managers, program managers, and clinic directors
comprised the largest share by position type, although to a lesser degree in 2018. Increases
were seen in 2018 in the percentage of lay persons and advocates as well as administrators and
executive directors (see Figure 4).

11
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35% o
32% 30%

0,
15% 22 17%
11% I
Administrator, Middle manager, Direct service Lay person,
executive program provider, advocate
director manager, clinical primary care
director provider

Figure 4. Distribution of Stakeholders by Organizational Position

The results of the evaluation to date for each component of the logic model are presented in the next
section. When available, we compare data collected in FY 2017-2018 with those collected in FY
2016-2017.

Evaluation Results

Barriers and Gaps in Services

Both Stakeholders and Specialists were shown a list of barriers to serving older adults
and people with physical disabilities who have behavioral health needs that emerged from the
2014 needs assessment. These barriers fell into four categories: (1) physical infrastructure,
specifically housing and transportation, (2) lack of services and programs, (3) lack of providers,
and (4) policy and systems issues. Figures 5- 8 compare responses of Stakeholders and
Specialists across time. Stakeholder data were collected in February 2017 (Year 1) and February
2018 (Year 2) and Specialists’ data were reported in the period October — December in 2016
(Year 1) and 2017 (Year 2). Thus, even though the data sources technically reflect different
calendar years, the time of reporting is comparable.

Physical Infrastructure (Housing and Transportation)

Housing represented the top barrier identified by both Stakeholders and Specialists,
with over 90% identifying this as a barrier at both Year 1 and Year 2 (see Figure 5). Although not
in the top five list of challenges, transportation and distance to services remain major barriers,
particularly in rural areas of the state.

12
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Figure 5. Percent of Stakeholders and Specialists Reporting Housing and Transportation Barriers

The lack of affordable housing for people who are experiencing homelessness
or are at risk of homelessness is exacerbating many of their behavioral health
symptoms. Additionally, it seems that many care plans for people who are
experiencing behavioral health issues are futile when the patient has nowhere
to live. It is difficult for people who are struggling with BH issues to remain
engaged with services/treatment while homeless.

-Stakeholder

There is a pronounced lack of resources, particularly housing, for all of the
population; Older Adults compete with Veterans, Veterans compete with Mental
Health, Mental Health competes with A&D--there just simply aren't enough
housing and services to go around here and housing in particular is very
expensive.

-Stakeholder

In a rural county like mine, we are in desperate need of services that are willing
to locate or travel in the rural parts of the county. Providers often cite costs of
travel being prohibitive to serving rural communities.

-Specialist

We continue to struggle with structural challenges inherent in the modern
healthcare delivery system, as well as access to affordable housing and home-
based behavioral health services.

-Specialist

13



Lack of Services and Programs

The next most challenging barrier, both for Stakeholders (80%) and Specialists (85%) in
Year 2 was the lack of behavioral health services in long-term care settings such as nursing
homes and assisted living residential settings (see Figure 6). Although behavioral health
programs may exist in a community, older adults and people with disabilities lack programs and
services that are responsive to their unique aging or disability needs. This was a barrier
identified by 77% and 87% of Stakeholders and Specialists, respectively, in Year 1. At the same
time, this is a statistically significant area of improvement identified by Specialists, with, the
percentage of Specialists identifying this as a barrier declining to 59% in Year 2.

An additional challenge related to lack of services and programs included lack of in-
home services, identified by about three-quarters of Stakeholders, and by 86% of Specialists in
Year 1 and by 55% Year 2in Year 2. According to Specialists, therefore, this is another area of
significant improvement. Lack of prevention and wellness services were reported by 63% of
Stakeholders in Year 1, and 57% Year 2in Year 2. The majority of Specialists did not identify this
as an issue when they were asked about it in their Year 2 reports. Waitlists to obtain services
were also seen as too long by about 60% of Stakeholders in Year 1, and 56% of Specialists in
Year 2; this represented an improvement, although not statistically significant, from Year 1,
when 75% of Specialists reported this as a barrier.

100

90 85

80
80 /8 77 75

87
75
70 63 0 68
6
60 29 57 56
50 43
40
30
20
10
0 0
0
Lack BH in LTC Lack Services for Lack Wait list*
Population* Prevention/wellness

W Stakeholders 2017 m Stakeholders 2018 M Specialists 2016 & Specialists 2017

Figure 6. Percent of Stakeholders and Specialists Reporting Service and Program Barriers

Note: data on behavioral health services and lack of prevention and wellness services were not collected
from Specialists in 2016.
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Policy and Systems Issues

Two of the top five challenges identified fell in the category of policy and systems issues.
The lack of credentialed providers willing to accept Medicare reimbursement for behavioral
health services was identified by about three-quarter of Stakeholders in Year 1 and Year 2, and
by Specialists in Year 2. This was actually an area of significant improvement from Year 1, when
95% of Specialists identified this as a barrier. Another significant barrier in this category was
restrictive eligibility criteria which prevent people with significant or complex needs from
qualifying for services. The responses concerning this barrier were fairly stable over time, with
79% of both Stakeholders and Specialists identifying this as a need in Year 1, and slightly fewer
Stakeholders and slightly more Specialists identifying this as a barrier in Year 2.

Other barriers related to policy and systems issues included lack of integration of
behavioral health and physical health services, reported by about two-thirds of Stakeholders at
both times. In contrast, 77% of Specialists identified this in Year 1, compared to fewer than 50at
Year 2, a statistically significant reduction. This is likely due to the Specialists’ efforts to build
capacity for complex case consultation in their communities. Figure 7 displays barriers related
to policy and systems issues.
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Figure 7. Percentage of Stakeholders and Specialists reporting policy and systems barriers
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Lack of Providers

Although not in the top five barriers reported by Stakeholders and Specialists, issues
within this category are important to recognize (see Figure 8). They all involve training or
expertise of providers. About two-thirds of Stakeholders and three-quarters of Specialists
identified lack of provider expertise to provide quality behavioral health services as a barrier in
Year 1. Stakeholders’ responses were similar in Year 2, although the percentage of Specialists
who identified this as in issue declined significantly by Year 2, to 52% of Specialists. The change
in Specialists’ perceptions may be related to the extensive training they have delivered over the
past two years. Similar responses were seen with respect to the lack of behavioral health
knowledge of primary care providers. Finally, Centers for Medicare & Medicaid Services (CMS)
policies limit which types of providers can be reimbursed for services. These restrictions mean
that many otherwise qualified providers cannot receive reimbursement, which limits access to
services for those consumers who rely on Medicare. These consumers often do not have the
means to pay out of pocket for these services.

Summary. Stakeholders and Specialists were asked to rate a list of 15 challenges or gaps
in services in their communities. Over half indicated that all 15 challenges were present to a fair
or great extent. Among the most frequently identified challenges by both Stakeholders and
Specialists were a lack of affordable housing, lack of behavioral health services in long-term
care, lack of providers who accept Medicare reimbursement, lack of programs designed
specifically for older adults and people with disabilities, and restrictive eligibility criteria.
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Stakeholders also identified lack of in-home services as one of their top issues, and Specialists
included the lack of providers with approved credentials for reimbursement from Medicare.

Ratings by Stakeholders remained fairly constant over time. Although the ratings of
barriers by Specialists remain quite high, statistically significant improvements were reported in
six areas. More providers are accepting Medicare, more programs are specifically designed for
the population, other needed services are increasingly available (including in-home services),
more providers have the required expertise to serve the population, and health and behavioral
health services are more integrated.

Strategies and Actions for Addressing Barriers

We now turn to the strategies and actions of the Specialists designed to address these
barriers, including building community capacity through collaboration and coordination,
training, and complex case consultation.

Collaboration and Coordination

Collaboration and coordination include any activity with community partners that is
intended to or contributes to improvements to the local behavioral health system for older
adults and adults with physical disabilities who have behavioral health needs. By December
2017, half or more of the Specialists identified involvement in their regions from the following
community partners: aging and disability services (97%), behavioral health services (91%), area
Coordinated Care Organization (78%), residential care (56%), primary care clinic (53%), and
hospital emergency departments (50%). The biggest change was in the category of advocates,
consumers, and family members, which increased from 34% of Specialists identifying this type
of partner in Year 1 to 50% Year 2in Year 2.

Stakeholders represented all of these types of community partners, with the largest
proportions representing aging and disability services and behavioral health, as displayed in
Figure 9. The “other” category was composed of partners such as law enforcement, veterans
services, tribal organizations, and faith communities, among others.
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Figure 9. Percentage of Stakeholders from each Stakeholder group

Engaging core Stakeholders is imperative for building partnerships and bridging gaps
between service sectors. An increasing majority of Stakeholders (53% in 2017; 60% in 2018)
reported that the Initiative is a priority for their organization. 2018 saw statistically significant
changes in Stakeholder participation in the Initiative, both in terms of more people involved in
ongoing participation and more people not participating (see Figure 10). This may reflect an
increase in proportions of Stakeholders who were CEOs and agency directors and also of
advocates, consumers, and family members, with the former less likely to attend a stakeholder
meeting and the latter more likely. Those who attended discussions and meetings remain
committed to improving behavioral health services for this population.

Stakeholders also identified obstacles to engagement. Nearly three-quarters (73%)
indicated they had several other projects that were competing for their time and attention. In
addition, the “right people” may be missing from the table in these discussions, with only 42%
of Stakeholders in 2018 reporting that the people who can make changes in agency programs
or services were participating. Stakeholders in rural communities were most likely to report
that the right people were participating. More troubling was a statistically significant increase in
the reports that old resentments between agencies get in the way of progress (37% in 2017;
49% in 2018). No differences with respect to old resentments were noted between rural and

urban areas.
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Figure 10. Participation by Stakeholders in discussions with Specialists.

Specialists were asked to rate seven statements (1=strongly disagree to 5=strongly
agree) about the extent to which core Stakeholders were engaged with the Initiative through
such activities as expressing support, having direct involvement, having regular contact with the
Stakeholders, and agreement on gaps and priorities in behavioral health services for older
adults and people with disabilities (See Figure 11). The majority of Specialists agreed or strongly
agreed with these statements. The overall engagement of core Stakeholders with the Initiative
as reported by Specialists did not change over the year.

Building and supporting community capacity is critically important to the success and
sustainability of the Initiative. Specialists reported on 10 indicators of capacity in their
communities. Examples of these indicators include: (1) forming a cohesive group to address
gaps in services, (2) meeting often enough to make progress in reducing gaps in services, (3)
putting formal agreements in place, and (4) ensuring “the right people” are participating in
their meetings. Since July 2016, community partners’ involvement in these activities has
increased significantly. More specifically, Specialists reported that coordination among
community partners has improved, formal agreements (such as memorandum of
understanding or participation agreements) are more likely to be in place, and the interference
of turnover in community partner organizations with the Initiative’s momentum has declined.
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Figure 11. Specialist ratings of community capacity

Summary. The Initiative has had important successes in engaging key community
Stakeholders and building community capacity. Progress has been made in engaging with
primary care, largely through CCOs, although this remains a challenge in many communities.
Those who do participate in the Initiative through efforts to improve collaboration and
coordination are committed to the Initiative. As a result, coordination has improved, more
agreements are in place, and momentum for the Initiative can be maintained.

Complex Case Consultation

A complex case consultation (CCC) is defined as a discussion among one or more direct
service providers (e.g., primary care providers, hospital staff, emergency responders), family
members, and the Specialist with the express purpose of resolving issues or concerns about the
care or treatment plan for an older adult or adult with physical disabilities who has behavioral
health needs. Behavioral Health Specialists across Oregon used a reporting instrument to
collect information about each complex case consultation in which they participated during
between October 2017 and March 2018. This reporting instrument was developed in
consultation with Specialists. During this period, Specialists reported on a total of 760 complex
case consultations.

The Stakeholder data reveal that 44% of Stakeholders in 2017 and 39% in 2018
participated in a CCC, which was a nonsignificant decline. This change may, reflect, in part, the
difference in the composition of the Stakeholder sample in 2018. Of those Stakeholders who
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did participate in a CCC, 44% indicated the CCC was either pretty or very successful. Another
45% reported that the CCC was somewhat successful, in that some problems were solved, but
many remained unresolved (see Figure 11). No significant differences emerged between rural
and urban Stakeholders in terms of participation in CCCs, type of CCCs attended or the
perceived success of those CCCs.

The new reporting tool used by Specialists provided important new detail about the
nature and scope of CCCs and the consumers who are served. These data are available for the
period of October 2017 to March 2018. What we know from the initial data is that consumers
were slightly more likely to be female (53%), and the largest age group of consumers included
people between ages 65 and 74 (36%), followed by those younger than age 60 (27%). Ten
percent of consumers were veterans, although veteran status was unknown in one-quarter
(23%) of consultations. In 59 percent of cases, the meeting was the Specialist’s first consultation
about the consumer. About half of consultations were planned (57%) and involved people from
multiple organizations (51%). A small portion (15%) of cases involved a team from a single
organization only.
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Figure 12. Stakeholder ratings of the success of Complex Case Consultations

The most common types of actions taken following a consultation were connecting the
consumer to resources (46%), scheduling further complex case consultations (43%), discussing
eligibility criteria (38%), and training/coaching staff (26%). Examples of other actions included
completing an assessment with a consumer or assisting the consumer with service eligibility
process. About half of cases (49%) involved a need for a change in residential setting for the
consumer. In 39 percent of those cases, a change in residence was not obtained. A majority
(71%) of changes in residential setting were moves to a more restrictive living arrangement.
When residential needs were identified, Specialists noted special circumstances, such as the
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consumer having refused the recommended residential setting or providers being unclear as to
which setting would best suit consumer needs. The Specialists reported that the community
could provide at least some of the resources necessary to address the needs of the consumer in
about 90 percent of cases. Resolution of complex cases often takes considerable time,
particularly when resources are limited and barriers to services are significant. Most
consultations (61%) involved consumers with open, unresolved cases at the conclusion of the
meeting. About one third of cases (29%) were successfully resolved, and a small portion (9%)
were closed without resolution.

As expected, most consumers presented with multiple issues. These were categorized as
physical or medical, neuro-cognitive, psychiatric or mental health, social or individual
characteristics, and systems issues (see Figure 12). About half of the consultations (58%)
involved consumers with five or more issues. Specialists and others in the CCC did not always
know whether the consumer had a relevant diagnosis. In other situations a diagnosis was
suspected but not yet determined. Consumer issues varied for each case consultation. System
navigation and complex and/or co-occurring medical conditions were most likely to be
reported, followed by lack of or poor family/natural supports and isolation/loneliness.
Specialists identified “other” reasons for consultations that were not included in the reporting
instrument. Examples include refusal to take opioid medication due to stigma and consumer
needs durable medical equipment due to a physical disability. The distribution of presenting
issues is displayed in Table 2.

Table 2. Percentages of diagnosed and suspected/diagnosis pending issues from Oct 2017 — Mar 2018

Broad Problem/Issue Diagnosed | Suspected/ | Diagnosed | Suspected/
Category Oct - Dec | Diagnosis | Jan — Mar | Diagnosis
2017 Pending | 2018 Pending
Jan — Mar Jan-Mar
Physical Complex and/or co-occurring medical 47% 3% 45% 4%
Medical conditions
Geriatric Syndromes (e.g., frailty, falls, self- 21% 3% 23% 4%
neglect)
Unresolved medical need 18% 3% 12% 3%
ADL and other functional limitations 30% 4% 35% 11%
Delirium 1% 0% 1% 1%
Polypharmacy 5% 1% 4% 2%
High utilization of emergency department 11% 2% 8% 1%
and/or 911
Neurological | Dementia 16% 8% 14% 14%
Cognitive Lack of capacity, competence for decision 14% 8% 20% 15%
making
Acquired or traumatic brain injury 5% 1% 6% 1%
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Broad Problem/Issue Diagnosed | Suspected/ | Diagnosed | Suspected/
Category Oct — Dec | Diagnosis | Jan — Mar | Diagnosis
2017 Pending | 2018 Pending
Jan — Mar Jan-Mar
2018 2018
Neurological disorder (e.g., seizures, 3% 0% 4% 1%
Parkinson's)
Psychiatric Mood Disorders (e.g., depression, anxiety) 21% 9% 22% 17%
Mental History of serious mental illness 12% 2% 18% 4%
Health Psychotic Disorders 10% 1% 8% 1%
Personality Disorders 5% 2% 2% 6%
Hoarding 2% 2% 3% 2%
Animal hoarding 0% 1% 0% 0%
Substance Use Disorders 17% 2% 19% 4%
Medication misuse 3% 2% 3% 2%
Suicidality 6% 1% 9% 0%
Disruptive behaviors 9% 1% 14% 5%
Social Isolation/loneliness 32% 38%
Individual Client refuses services 19% 21%
Financial (e.g., cannot afford services, limited 26% 28%
income)
Housing/homelessness 26% 31%
Lack of or poor family/natural supports 38% 48%
Law enforcement/criminal justice 9% 15%
involvement
Food insecurity 12% 10%
Abuse (physical, emotional sexual, financial) 7% 8%
Self-Neglect 15% 23%
Lack of insurance 2% 2%
System System navigation (difficult for 48% 54%
client/family/supports)
Understanding eligibility 29% 44%
Does not qualify for aging supports due to 12% 13%
BH needs
Does not qualify for BH supports due to ADL 10% 11%
needs
In home services needed and not available 8% 13%
Health insurance limitations 9% 4%
Workforce 2% 2%
Can't afford/insurance won't cover services 5% 5%
Lack of services 8% 15%
Lack of or limited transportation 5% 11%
Lack of communication between agencies 11% 16%
Could not agree on a care plan 5% 9%
Wait list is full or would take too long 3% 3%
Hard to determine root cause(s) 8% 6%
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Summary. The Initiative has had success in providing consultation to address complex
issues experienced by older adults and people with physical disabilities who have behavioral
health needs. Using a new and comprehensive reporting tool, Specialists described complex
case consultations (CCC) about 760 consumers from October 2017 through March 2018. Most
stakeholders (91%) who participated in CCCs reported that consultations are at least somewhat
successful. Specialists provide valuable consumer-level data about issues that older adults and
people with physical disabilities who have behavioral health needs are experiencing, as well as
resources available to address them. Major problems or issues reported by Specialists fell into
five categories: (1) physical or medical (e.g., complex and co-occurring medical conditions, ADL
and other functional limitations; (2) Neurological/cognitive (e.g., dementia, lack of capacity); (3)
psychiatric or mental health disorders (e.g., mood disorders, substance misuse disorders); (4)
social or individual (e.g., lack of or poor family or natural supports), and (5) systems issues (e.g.,
systems navigation, understanding eligibility). As Specialists continue to provide consumer-level
data about this population, the Initiative, community partners and policy makers will be
informed about the most pertinent issues concerning this population.

Training: Workforce Development and Community Awareness

In their quarterly reports, Specialists reported conducting, hosting or planning an overall
combined average of 109 workforce development training and community education events
per quarter for the six quarters between July 2016 and March 2018, for a total of 763 events
since the beginning of the Initiative. These trainings covered a wide range of topics, such as
system navigation, available resources, communicating needs, hoarding, and anxiety.
Participants ranged from behavioral health and aging and disabilities services staff to
community members. See Figure 13 for the topics covered most frequently in the trainings.
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Figure 13. Trainings offered most frequently by Behavioral Health Specialists

Most of the Stakeholders attended in-service and/or training events, increasing from
62% of Stakeholders in 2017 to 74% in 2018. Over 75% of Stakeholders (both managers and
staff) reported that their agencies were supportive of using the knowledge and skills they
gained from trainings, provided opportunities to discuss or explore practice changes, provided
opportunities to share information with other staff, and/or made it possible for them to attend
trainings.

The 2018 survey included a new question asking Stakeholders who did not attend any

in-service or training events why this was the case. The reasons cited most frequently were lack
of awareness about training opportunities and time constraints. Financial constraints were not
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perceived as a barrier to attending trainings: Only 11 percent of Stakeholders reported that
trainings are too expensive. Rural Stakeholders were less likely to have attended in-service or
training events, and they were more likely to report time constraints and lack of training
opportunities as reasons for not attending.

As described in the Data Sources section, 901 training participants completed the
evaluation. They answered questions concerning their job characteristics, their knowledge
about the topic before the training, how much they learned as a result of the training, their
confidence in their ability to use the knowledge they gained, and their perceptions of the
training, trainer(s), and the training environment. The training participants represented a wide
range of disciplines and positions within agencies, although most worked directly with older
adults or people with disabilities. A majority of participants reported working for an aging and
disability services organization (33%), followed by behavioral health services (27%). A smaller
share reported working for health services (10%) or long-term services and supports
organizations (5%). One quarter of respondents (25%) reported working for other types of
agencies, including but not limited to law enforcement, universities, housing and property
management firms, faith organizations, advocacy groups and non-profits.

About a quarter (27%) of respondents reported having little or no knowledge of the
training topic, while seventy-three percent reported having at least a moderate amount of
knowledge before the training (see Figure 14). Trainings provided valuable information,
according to the training participants. Seventy one percent reported having learned a good or
great deal, and another 21 percent reported they learned a moderate amount. Only eight
percent reported having learned little or nothing at all (see Figure 15).

Knowledge Before Training
100%
80%

60%
39% 34%

40% 27%
w B ]
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Nothing atallor A moderate A good or great
a little amount deal

Figure 14. Participants’ rating of their knowledge on the topic before the training
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Figure 15. Participants’ rating of their knowledge after the training

An important workforce development objective is for training participants to be able to
use their knowledge gains in their work. To gauge this, we asked participants how confident
they were that they would be able to do so. A majority (81%) reported being pretty or
extremely confident that they would be able to use the knowledge they gained in their work.
Only a small portion (6%) reported being only slightly confident or not confident at all.

Several questions addressed the training, the trainer(s), and the environment in which
the training took place. A majority of participants (85%) reported that the training met their
expectations. An even larger majority (90%) reported that the training provided information
that would be useful in their work.

It is important for workforce events to have the support of employers, as this support
may help address barriers to training (such as through co-sponsorship, providing release time,
and/or contributing space). Most participants (83%) reported that the training topic was in an
area supported by their employer. This is consistent with the Stakeholders’ reports described
above. Finally, because older adults and people with disabilities who have behavioral health
needs are the focus of this Initiative, it is important that the training topics are relevant to the
professionals who serve this population. A majority of training participants reported that the
training prepared them to work with or advocate for these two consumer populations (84% and
77%, respectively).

Almost all training participants perceived the trainer(s) to be prepared, knowledgeable
and responsive to their questions. The vast majority (93%) agreed or strongly agreed that
trainers were well prepared. Similarly, 93 percent of participants reported that the trainer(s)
gave clear explanations of the training topic, and 93 percent agreed or strongly agreed that the
trainer(s) welcomed questions and responded to them appropriately. Finally, training
participants were mostly satisfied with the environment in which the trainings took place. A
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majority of participants (80%) agreed or strongly agreed that the time allotted for the training
was sufficient. Eighty-four percent reported that the meeting room and facilities were adequate
and comfortable, and 90 percent reported that the training took place at a location that worked
well for them.

All training participants were sent follow up surveys two months after the training to
determine how the information obtained in the training had been used. Response rates were
quite low, so findings should be interpreted with caution. However, of those who did respond,
the training appears to have had significant impact. With respect to organizational support, the
vast majority (92%) reported having their supervisor’s support for using the knowledge and
skills gained from the training, 84% reported that they shared information from the training
with their coworkers, and three quarters (74%) reported that their agency had the staff and
resources needed to apply the information presented in the training. The training also
influenced services to older adults and people with disabilities. Almost 70 percent of the
training participants (69%) reported that they were providing better services to older adults as a
result of the training, and 65 percent reported the same for people with disabilities. Ninety-one
percent reported that they were able to use the information from the training in their job, 73
percent reported that their work improved as a result of training, and almost 80% reported that
the training gave them confidence in their ability to meet the needs of this population.

Summary. With an average of 109 workforce development and community education
events per quarter, the Specialists have made an immense contribution toward producing an
informed and knowledgeable workforce and increasing community awareness. Stakeholders
often participate in training and are supportive of training for their staff. Besides the sheer
numbers of individuals trained, the participants themselves were very satisfied with the
training, reported significant increases in knowledge, and two months later were using that
knowledge in their work with the support from their supervisors.

System Changes

As described throughout this report, as a result of this Initiative, the Specialists have
established stakeholder groups that are engaged in active problem solving and building
capacity, provided training that is increasing knowledge and improving practice, and supported
complex case consultations. We turn now to evidence that these efforts are leading to systems
changes.

Table 2 below reports the percentage of Specialists who reported that an outcome had
been achieved in their community to a fair or great extent in the fourth quarter of 2016 and
2017 or since the beginning of their time with the Initiative. Five areas have improved
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significantly: relevant service agencies are more knowledgeable about each other; it is easier to
make referrals; Specialists have seen increased referrals for complex case consultation;
consumers and family members have greater access to services; and although still a tiny
percent, a few more providers are willing to accept Medicare.

Many Stakeholders also reported systems-related successes as well. Below is a sample
of their comments.

New MH services available for OABH issues. OABHI has helped to increase
knowledge and relationships across systems.
-Stakeholder

Communication between agencies and discussions regarding lack of services are
being addressed. Slowly, but being addressed.
-Stakeholder

The addition of the specialists working as part of the Older Adult Initiative in each
county. Having someone with the expertise to assist in staffing complex cases
and focus on getting various services to the table to assist community members
who are older or have a physical disability.

-Stakeholder

We have a county specialist in our office one day a week who can touch base
with case managers and anyone else who needs to speak with him. This has
really helped cut through some of the red tape. He is available to answer
questions and provide information.
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Table 3. Community Successes

Oct-Dec Jan-Mar
2016 2018

Community Successes?

The majority of the people involved are very committed to

- 90%
improving behavioral health services °
Relevant services agencies are more knowledgeable about each
B 8 8 61% 84%
Relevant services agencies are coordinating and/or collaborating 80%
better 0
Easier to make referrals* 39% 72%
Increased referrals for complex case consultation * 43% 71%
Community partners have had more success in resolvin
VP B 42% 32%
complex cases
Consumers and their family members have greater access to
>Hme y 8 20% 25%
services
Providers more willing to accept Medicare reimbursement * 0% 4%
Organizations are able to obtain/grant waivers to existin
g /g g 7% 0%

eligibility criteria

Note: Cells with no data indicate that the item was not asked during this quarter. Asterisks
indicate that the change between 2016 and 2018 is statistically significant.

Consumer Outcomes

Many groups within the population of older adults and people with physical disabilities
are especially underserved yet have unique vulnerabilities that lead to increased needs for
behavioral services. Stakeholders were provided a list of these groups and asked the extent to
which behavioral health services were being provided them. As shown in Figure 16, less than
one-third of Stakeholders indicated that any of these groups were being served to even a fair
extent.

4 A large share of Specialists reported that they did not know the extent to which some items (6 in total) had been
achieved, such as whether emergency department stays or inappropriate hospitalizations had declined. These
items are not included in the table.
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Figure 16. Underserved Populations Reported by Stakeholders

The long-term goal of the Behavioral Health Initiative is to improve the quality of life for
older adults and people with disabilities who have behavioral health needs. Results from
systems changes and their effect on large numbers of consumers may not be apparent in the
short term, but ultimately they are how the Initiative will be evaluated. It is important to keep
the focus on these consumer outcomes.

Desired outcomes are that:

11. Older adults and people with physical disabilities who have behavioral health needs are
recognized as priority populations in the community.

12. These adults are more likely to have timely access to the full range of services they need
(e.g., housing, medication management, transportation).

13. These adults are more likely to have access to community-based behavioral health
programs or services that have demonstrated their effectiveness.
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14.

15.

16.

17.

18.

19.

20.

These adults are more likely to have information about ways to promote mental health
well-being (e.g. social engagement, physical activities).

Lengths of stay for emergency departments, hospitals, jails, inpatient psychiatric units,
the Oregon State Hospital have reduced for these adults.

“Evictions” of these adults from community-based long-term care facilities, nursing
homes, public housing, etc. have been reduced.

These adults are more likely to have their signs and symptoms recognized as behavioral
health needs rather than as being due to “aging.”

These adults are more likely to receive help from direct service and/or primary care
providers with the requisite knowledge and skills.

Older adults, adults with physical disabilities and/or their family members are more
likely to seek advice or help from direct service or primary care providers to better
understand their signs and symptoms.

Community partners have been more successful in resolving complex cases.

In both years, Stakeholders and Specialists were asked, “To what extent has progress been
made to improve services in your community for older adults and adults with physical
disabilities with behavioral health (BH) needs?” Figure 17 displays Stakeholders’ responses.
Specialists were also asked to identify progress made toward these outcomes but many
responded that they had no way of knowing this information. As a result, direct comparisons
cannot be made with Stakeholder responses. Specialists did, however, indicate significant
improvement in access to behavioral health services by consumers and their family members.

Like severalSpecialists, many Stakeholders indicated they did not know what progress had
been made. Those who did provide a rating, however, perceived that the most progress has
been made with respect to the following outcomes:

>

Older adults, adults with physical disabilities and/or their family members increasingly
are seeking advice from direct service or primary care providers to better understand
their signs and symptoms.

Complex case consultations are resulting in more successful outcomes.

Communities are recognizing older adults and people with disabilities who have
behavioral health needs as a priority population.

They perceive the least progress being made in:

>

>
>

Reducing evictions of these adults from community-based long-term care facilities,
nursing homes, public housing, etc.

Providing timely access to services such as housing or transportation.

Providing access to information about ways to promote mental health and well-being,
such as social engagement and physical activities.

No significant differences were found between rural and urban Stakeholders in terms of
perceived extent to which progress has been made in the past year in their communities.
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Figure 17. Stakeholder assessment of progress toward consumer outcome goals

Recommendations

The following recommendations were developed by the Portland State University Institute
on Aging based on analyses of the evaluation data (i.e., Stakeholder surveys, Behavioral Health
Specialists’ quarterly reports, training evaluations, complex case consultation reports,
recommendation survey of Behavioral Health Specialists), with the aim of improving outcomes
for older adults and people with physical disabilities.

3. Keep the focus on meeting consumers’ needs and achieving consumer outcomes. (See
Perceived Progress Toward Better Consumer Outcomes chart in Stakeholder Report for list
of outcome goals). Indicators of success of Behavioral Health Initiative (BHI) services and
activities include:

a. Better outcomes for consumers through complex case consultation
b. Fewer evictions from supportive housing and LTC settings

33



C.

Elimination of abandonment of residents (such as when residents are sent to a hospital
emergency department and not allowed to return to their former residence).

4. Change policies that encourage siloed thinking and practice. One indicator of the need for
this change is the significantly worsened score for the item, “Old resentments between
agencies get in the way of progress” in the stakeholder survey data. The following actions
address needed policy and practice changes to reduce siloing at the state and local levels.

State-level policy and practice change with local input:

a.

Make meaningful changes in how services for people with complex needs are
conceptualized, funded, and implemented. Many of the consumers who are the focus
of the BHI have complex health, behavioral health, and ADL needs that cannot be met
by any one agency, let alone one discipline. Therefore:

Vi.

Develop an integrated interagency response that can be initiated by any of the
participating agencies to ensure that consumer needs determine services
received.

Use “braided” or “global” funding strategies so that each agency (e.g., OHA,
CCOs, APD, other agencies) contributes a portion of funds to support the needed
array of services.

Promote and employ an interdisciplinary team approach to supporting older
adults and people with disabilities who have a behavioral health condition.
Develop mechanisms so that participating agencies can provide the in-home
services needed by many older adults and people with disabilities.

Design and conduct pilot programs using these approaches, possibly through
the use of waivers. Examples: Support MH beds in APD facilities (as used to
happen in the Taft Home in Portland); allow and support ADL care in MH
residential care settings.

Encourage needed changes in Medicare by charging the BHI Advisory Council to
work with Oregon’s federal congressional team and statewide legislative
advocacy groups to obtain needed increases in reimbursement rates and
expansion of the list of credentialed providers permitted to claim
reimbursement.

I"

Promote interagency efforts to support consumers by developing models of
interagency agreements and memoranda of understanding for (a) establishing a
common understanding of HIPAA and shared language and processes for collective
assessment and help for consumers with multiple and complex needs and (b) training
staff in implementing agreements.

Include representatives from the BHI, including Behavioral Health Specialists and key
Stakeholders, in statewide conversations to address issues related to housing, integrated
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services, and transportation to ensure that the unique needs of older adults and people
with disabilities who have BH needs are met.

Local policy and practice change with support from state agencies:

c. Prioritize bridge building in local communities to help agency/organization leaders and
staff understand each other’s services, resources, and challenges. The following
approaches have demonstrated success in many local communities:

i. Increased emphasis on face-to-face meetings (e.g., stakeholder planning meetings;
complex case consultation; cross-agency training) that help each provider
understand the others’ systems, including services offered and eligibility
requirements. Keep the focus on meeting the needs of consumers.

ii. Increased emphasis on building personal relationships. Several Specialists already
spend dedicated time in several different agencies. Agencies could also designate
staff to serve as liaisons to the BHI.

Strengthen the infrastructure of the Behavioral Health Initiative for older adults and
people with disabilities. To assure continued growth and development of BHI programs and
to recruit and retain qualified staff:

a. Change the formula for assigning Specialists from one focused on population (e.g.,
30,000 older adults for each Specialist) to one that emphasizes geographical area, as
well. More FTE is needed in rural communities, especially in frontier counties, where the
proportion of older adults exceeds the state average and rates of suicide are high. The
current formula results in dramatically fewer services available per capita in rural areas
because of travel time and the multiple communities covered. FTE for specialists should
be added and not transferred from more urban areas.

b. Provide FTE for part-time administrative support to assist Specialists in activities such
as meeting preparation (e.g., arranging space, follow-up with participants) and training
(e.g., correspondence with speakers, finding venues, publicity).

c. Make Specialists’ positions permanent, which will contribute to the recruitment and
retention of Specialists and encourage long-range planning and engagement with
Stakeholders.

d. Provide additional resources to support the development of materials for training,
marketing (including public awareness campaigns), orientation, and community
development.

Continue to develop a knowledgeable, informed workforce on consumer issues through

training that:

a. Isfocused on the needs of underserved populations and best practices for meeting
those needs

b. Promotes the integration of health, APD and BH services

35



c. Leads to continued engagement of participants in the Initiative (e.g., training that leads
to providers willing to accept Medicare reimbursement and participate in complex case
consultations, training, and other collaborative efforts).

d. Is mandated by individual agencies (with encouragement from State agencies) for their
staff, including community-based long-term services, long-term care, behavioral health
organizations, and health care clinics.

7. Promote the value of good behavioral health practices and planning to the general public
(e.g., educate the public about the importance of social connections and the need for
proactive planning for these in retirement and when declines in health and abilities are
being experienced).

Conclusion

In conclusion, slow but steady progress is being made toward accomplishing the
objectives and desired outcomes of the Initiative. Community Stakeholders are working more
collaboratively to address the gaps in behavioral health services for older adults and people
with disabilities. Evidence indicates coordination among stakeholder organizations is increasing.
Similarly, important gains have been made in training the professional workforce needed to
address the needs of this population, including behavioral health and aging services providers,
health providers, emergency responders, and many others. Similarly, more training is in place
to promote awareness of these issues in the general public. A major accomplishment has been
the growth of complex case consultations throughout the state, often through the use of
multidisciplinary teams. The specific needs and life circumstances of those for whom these
services are being used are increasingly understood. This information will contribute to
continued efforts to build community capacity through collaboration among organizations and
training of the workforce and general public.

Considerable work remains, however. The data indicate that the most vulnerable
populations are not being served adequately and that desired outcomes are still elusive. To
continue the progress toward improved outcomes, the Initiative needs to continue its focus on
consumer outcomes, change policies to reduce siloed thinking and practice, strengthen the
infrastructure for service delivery, continue workforce development, and promote good
behavioral health practices to the general public.
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