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Background  

Overview of the Initiative 
      In 2014, the Oregon legislature 

allocated funding to the Oregon Health 

Authority (OHA) for the Behavioral 

Health Initiative (BHI) for Older Adults 

and People with Disabilities. A 

Statewide Coordinator, 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 

located in communities throughout 

Oregon. Most Specialists have graduate degrees in social work, psychology, or related fields. 

Most have extensive clinical experience in behavioral health; some also have extensive 

experience working in aging services. In July 2016, Portland State University Institute on Aging 

(PSU) received a contract from OHA to evaluate the BHI. This report describes the evaluation 

and findings to date. 

Behavioral Health Specialists 
      The role of the Behavioral Health Specialist is central for addressing gaps in services. 

Specialists have three core job functions: collaboration and coordination, complex case 

consultation, and education – both workforce development and increasing awareness of 

behavioral health in the general community (Figure 1).  
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Figure 1. Job Functions of Behavioral Health Specialists  

Evaluation Purpose and Methods 
      The purpose of the evaluation was: (1) to systematically collect and analyze data to inform 

OHA and the Oregon State Legislature 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. Data were gathered from the Specialists and from 

community stakeholders using three data sources:  

 

 

 

 

 

 

 
 

 

Figure 2. Data Sources 

Findings 
      Findings from the data from Specialists and stakeholders focus on barriers and gaps in 

services, the three core job functions of Specialists, and areas for improvement. Results of the 

Summit workgroups are then presented followed by recommendations to policy makers from 

Specialists, and Summit participants.  

Barriers and Gaps in Services  
      Barriers to multidisciplinary teams.  Specialists were asked about barriers related to 

multidisciplinary teams (MDTs), and 39% of Specialists indicated that needed expertise was not 

SPECIALISTS' QUARTERLY REPORTS:              
JULY 2016-MARCH 2017

STAKEHOLDER ONLINE SURVEY:  
234 STAKEHOLDERS REPRESENTING KEY ORGANIZATIONS AND GEOGRAPHIC REGIONS.

BEHAVIORAL HEALTH SUMMIT WORKGROUPS
159 ATTENDEES AT FIVE REGIONAL MEETINGS TO IDENTIFY COMMUNITY PRIORITIES

AND STRATEGIES FOR IMPROVEMENT.

DATA 

SOURCES 
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available in the community and that HIPAA or other privacy requirements limited information 

sharing. About 25% of the Specialists reported that core stakeholders were not represented on 

MDTs and referrals for complex case consultations were not being made.  

Barriers to consumer needs. Specialists were also asked about consumer needs. Most of 

the Specialists indicated that the following issues were barriers to a fair or great extent:  

 Co-occurring medical conditions (84%) 

 Dementia (70%) 

 Can’t afford services, insurance won’t cover costs (64%) 

 Activities of daily living and other functional limitations (58%) 

 Lack of natural supports (58%) 

 Behaviors (55%) 

 History of serious mental illness (55%) 

 Consumer or family unable to navigate the system (52%) 

 Depression (51%) 

 

Barriers to access.  Both stakeholders and Specialists were asked about barriers related to 

access. For most items, the two groups were consistent in their reporting. The access barriers 

were categorized into five groups:  

     Coordination 

 Lack of integration of behavioral services and primary care 
     Accessibility 

 Lack of transportation 
     Availability of providers 

 Lack of primary care providers knowledgeable about behavioral health 

 Lack of people with the required expertise to provide quality behavioral health services 

 Lack of providers with the credentials required to get reimbursed for providing 

behavioral health services 
     Availability of services 

 Lack of behavioral health services in long-term care settings (e.g., nursing homes, 

assisted living, adult care homes) 

 Lack of in-home services (those offered in the consumer’s residence) 

 Lack of prevention or wellness services 

 Services are present, but wait list is full or would take too long 
     Affordability  

 Lack of affordable housing 

 Restrictive eligibility criteria or person does not qualify for services 

 Lack of credentialed providers willing to accept Medicare reimbursement for behavioral 

health services 
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Specialists address all of these barriers through their core job functions, as described below. 

Specialists’ Job Functions  

     Collaboration and Coordination. Specialists partner with others in multiple service systems. 

Findings from both Specialists and stakeholders indicate that some progress in collaboration 

and coordination has been made since the beginning of the BHI. Each group reported that 

agencies are more engaged with one another, and the population of older adults and people 

with disabilities is more visible and a higher priority for partners. The vast majority of Specialists 

reported they have active partners in aging services and behavioral health services, and three-

quarters have involvement from their local Coordinated Care Organizations. Fewer are working 

with tribal organizations, faith communities, Centers for Independent Living, or governmental 

officials. 

     Most stakeholders (81%) reported that they have participated at least occasionally in 

discussions or meetings about the planning and coordination of behavioral health services for 

older adults and people with disabilities. Of those who participated, 86% agreed that 

participants in those activities were committed to the process, 72% felt that agencies were 

more knowledgeable about each other, and 71% felt there was agreement on gaps in services. 

More than half (53%) indicated that the BHI was a priority for their organization. In contrast, 

only about 25% agreed that advocates, consumers, and families were well represented in these 

meetings and discussions.  

     Two statistically significant differences emerged between rural and urban stakeholders’ 

perceptions of collaboration and coordination activities. Urban stakeholders were more likely 

to report partners were in agreement on what the gaps in behavioral health services were. 

Rural and frontier stakeholders were more likely to report that old resentments between 

agencies got in the way of progress.  

 

     Complex Case Consultation. Complex case consultation has been an important mechanism 

for engaging partners, sharing knowledge, and directly affecting the services provided to those 

whose needs are complicated by a combination of age-related changes, disability, poor health, 

and limited resources. Specialists have been able to provide education about behavioral health, 

aging, and resources. They have helped partners to resolve or reduce gaps in services and 

improve communication. During the nine-month reporting period, Specialists participated in 

over 1,600 consultations.  
 

     Workforce Development and Community Awareness. Between July 2016 and March 2017, 

Specialists conducted 273 trainings and reached at least 7,021 training participants across 

Oregon. Training covered a wide range of topics. Those presented most frequently were: 
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The target audience for these training activities was wide ranging and fell into more than 18 

categories. Those most frequently listed were behavioral health service staff; advocacy groups, 

family members, consumers, community members; aging services staff; community-based care 

staff, and primary care clinics.  

Behavioral Health Summit 
     Participants at the Behavioral Health Summit identified community priorities and specific 

actions to improve access to behavioral health services and improve outcomes for consumers. 

These actions reflect the different communities and the needs in those communities. 

Communities will continue to work on these and other priorities over the next two years. Some 

of the priorities identified include: 

 Increasing collaboration between OHA and Aging and People with Disabilities to meet 

older adults’ and people with disabilities’ behavioral health and physical health needs 

regardless of etiology.  

 Focusing on licensed facilities. 

 Increasing the number of providers willing to accept Medicare reimbursement for 

behavioral health services. 

 Improving communication between partner agencies and between consumers and 

providers. 

 Establishing a call-in line to address loneliness. 

 Addressing social isolation. 

 Developing agency-specific workforce training on behavioral health challenges specific to 

the agency  

 Educating long-term care providers. 

 Addressing housing issues. 

 Addressing transportation needs.  

 

Information about 
the Behavioral 

Health Initiative

System navigation 
and resources

Alzheimer’s Disease 
and related 
dementias

Addictions and 
substance abuse

Behavioral health Suicide Healthy aging Depression
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     Summit participants were overwhelmingly positive about the BHI. This bodes well for 

continued enhancements to systems to improve coordination, training, and meeting the 

complex needs of older adults and people with disabilities who have behavioral health needs.  

Consumer Outcomes 
     The ultimate success of the BHI will be measured by consumer outcomes. Stakeholders were 

asked how much progress had been made for consumers since June of 2015. Compared to 

findings from the 2014 gaps analysis, a significant amount of progress has been made given the 

short amount of time the Initiative has been on the ground; however, more progress is needed. 

 

 

  

Percent of stakeholders who agree that progress has been made to a fair or great extent 
for older adults and/or people with physical disabilities who have behavioral health needs:

These consumers receive 
help from knowledgeable 
and skilled direct service 
and/or primary care 
providers. 

22% These consumers have 
access to programs or 
services that have 
demonstrated 
effectiveness.

18%

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

13%
These consumers have 
timely access to services.

9%

These consumers have their 
signs/symptoms recognized 
as BH needs rather than 
being due to “aging” or a 
previously diagnosed 
disability.

29%
These consumers seek 
advice or help from direct 
service or primary care 
providers to better 
understand their signs 
and symptoms.

25%

These consumers experience 
reduced lengths of stay for 
Emergency Departments, 
hospitals, jails, inpatient 
psychiatric units, and the 
Oregon State Hospital.

17% These consumers rarely 
experience “evictions” 
from various housing 
situations.

14%

Community partners 
have been successful in 
resolving complex cases.

31% These consumers are 
recognized as a priority 
population in the 
community. 

29%



7 
 

Areas for Improvement 

     Although advancements in behavioral health services for older adults and people with 

physical disabilities have been made, Specialists identified areas where more progress is 

needed:  

 Increasing representation of consumers at community partner meetings.  

 Reducing barriers to workforce development, especially release time and scheduling. 
 Increasing attendance at trainings to reach a critical mass.  

 Reaching out to community partners such as Centers for Independent Living, tribal 
organizations, and faith communities. 

 Encouraging providers to accept Medicare reimbursement for this population and to 
obtain/grant waivers to existing eligibility criteria to expand access to services. 
 

     Finally, Specialists indicated more 

effort is needed so that meeting the 

behavioral health needs of older 

adults and people with physical 

disabilities is a priority. More than 

two-thirds of stakeholders felt specific 

subgroups were underserved to a fair 

or great extent. Those served the least 

include cultural minority populations, 

such as ethnic minorities and LGBT 

individuals, and those at risk due to 

isolation. While veterans and those with substance use disorders were somewhat more likely to 

receive behavioral health services, only about 25% of the stakeholders felt these subgroups 

were being served well.  

Call to Action  
     In June 2017, PSU presented the findings from the evaluation to the leadership in the Oregon 

Health Authority and Aging and People with Disabilities. Included were recommendations from 

Specialists and Summit participants to policy makers to address barriers related to access to 

care and workforce development, as summarized below.  

     Coordination and delivery of services 

 Formalize infrastructure at the state level to bridge aging services, behavioral health 
services, and health care services. Seek waivers as needed.  

 Use “person-first” approaches (e.g., integrate funding streams to support people with 
needs that cross service sectors). 

 Revise eligibility criteria to support coordinated services. 

Veterans
Nursing home 

residents
Assisted living 

residents

Adult foster care 
residents

Those living 
independently in 
the community

Those with early 
or mild 

behavioral health 
issues

Those with 
substance use 

disorders

Those who are 
socially isolated

Members of 
ethnic and 

cultural 
minorities
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 Increase behavioral health services in primary health care clinics, and increase primary 
health care in mental health clinics. 

 Provide opportunities for relationship building across service sectors (e.g., opportunities 

for socialization, cross training). 

 Review Oregon Administrative Rules (OARs) to identify and reduce barriers to integrated 

services for older adults (e.g., peer support programs) 

     Availability 

 Provide funds to support program development and innovation generated through local 

initiatives, such as those described below.  

 Increase availability of clinical services designed for and targeting older adults and/or 

people with disabilities.  

     Accessibility 

 Reallocate state funds for staff and services to take into account travel time required in 
rural and frontier parts of the state. 

     Affordability  

 Advocate for Medicare reform (e.g., expand Medicare-approved providers, increase 

coverage for behavioral health to achieve parity, reimburse telemedicine, expand 

resources for those needing personal care attendants).  

 Provide subsidized and low-income housing with behavioral health and aging services to 

reduce evictions and risk for homelessness. 

     Workforce development  

 Mandate agency support for training in all service sectors to enhance knowledge of 

aging, living with disabilities, behavioral health, understanding of local resources, and 

understanding of “person-centered” care. 

 Provide behavioral health training for long-term services and supports (LTSS) staff (e.g., 

home and community-based care as well as nursing home staff). 

 Support peer-to-peer counselor training and supervision. 

 Support train-the-trainer programs. 

 Recruit and provide incentives for service providers (e.g., in-home care, adult foster care, 

LCSW, licensed professional counselors) in underserved areas, especially in rural and 

frontier parts of the state.  

Conclusions 
     Considerable progress has been made to improve behavioral health services for older adults and 

adults with physical disabilities who have behavioral health needs in Oregon. In addition to the 

Behavioral Health Specialists, key stakeholders have become actively engaged in this work and 

communities have made important gains in addressing gaps in services related to collaboration and 

coordination, addressing complex needs, developing a more knowledgeable workforce, and raising 

community awareness. Significant challenges remain, however, which will require sustained efforts at 

the state, regional, and local levels to attain the goals of the Initiative.  Based on data obtained through 

this evaluation process (i.e., quarterly reports, stakeholder survey, and Summit activities), we offer the 
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objectives to support and guide the Behavioral Health Initiative over the next few years. Some 

objectives target the Specialists and others are for policy makers.   

 

For BHI Specialists: 

       Training 
1. Increase knowledge of providers including members, or potential members, of multidisciplinary 

teams to assure that expertise needed for complex case consultation is available in every 

community. 

 

2. Provide training to all providers about causes and evidence-based non pharmaceutical 

interventions for difficult behaviors.  

 

3. Continue to provide community awareness and workforce training on topics relevant to 

community needs and interests; increase training that focuses on disabilities and behavioral 

health. 

 

Collaboration 
4. Conduct outreach to assure that providers of services for older adults, people with disabilities, 

and behavioral health are knowledgeable about available resources, including those in support 

of complex case consultation. 

 

5. Conduct outreach to aging services, disabilities services, health care, and behavioral health 

providers to assure that they are knowledgeable about needs of older adults and people with 

disabilities with behavioral health needs.  

 

6. Collaborate with aging services, disabilities services, health care, and behavioral health 

providers to build community capacity and reduce gaps in services including: 

a. Prevention and wellness services 

b. Long-term care residential settings 

c. In-home services 

d. Transportation 

e. housing 

 

7. Collaborate with policy makers and other providers to identify and provide incentives for 

providers with expertise and credentials to provide behavioral health services for older adults 

and people with disabilities. Seek waivers and revise eligibility criteria for services as needed.   

 

8. Continue to build collaborative relationships with key community stakeholders, with increased 

attention to tribal organizations and other ethnic and cultural minority communities, Centers for 

Independent Living, local governmental officials, and faith communities.  
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For policy makers 
1. Formalize infrastructure at the state level to bridge aging services, behavioral health services, and 

health care services.  

 

2. Support BHI Specialists through professional development funds and seed money to support 

community pilot projects. 

 

3. Prioritize support for services that serve older adults and people with disabilities who have 

behavioral health needs. Services should include preventive services (e.g., reducing isolation, 

addressing mild to moderate depression, integrating health and behavioral health services).  

 

4. Support parity in health and behavioral health services and system integration through various 

public and private insurance programs. 

 

5. Support behavioral health navigators to assist older adults, people with disabilities, and their 

families to identify and secure needed services.  

 

6. Increase transportation options for older adults and people with disabilities  

 

7. Advocate to expand Medicare and Medicaid reimbursement for behavioral health to include 

qualified counselors and other professionals not currently allowed by law (e.g., substance abuse 

counselors).  

 

8. Increase requirements for providers of long-term services and supports to receive training in 

behavioral health needs and evidence-based interventions.   

 

9. Address housing issues with the aim of increasing affordable housing options, reducing evictions 

from all settings, and increasing wrap around services for individuals living in home or 

community-based care settings.  

 

10. Revisit strategies for allocating Specialists based on population and take into account large 

geographic areas and limited resources in rural and frontier counties.  
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Evaluation of the Behavioral Health Initiative for Older Adults and 

People with Disabilities in Oregon 

July 2016 – June 2017 
 

Submitted to the Oregon Health Authority by Portland State University Institute on Aging 

 

Introduction and Background 
 

In 2014, the Oregon State Legislature allocated funding to the Oregon Health Authority (OHA) 

for the Behavioral Health Initiative (BHI) for Older Adults and People with Disabilities.1 This legislation 

supported a needs assessment to identify gaps in services, the creation of a workforce of “Behavioral 

Health Specialists” (referred to as “Specialists” in this report) who would serve older adults and people 

with disabilities with behavioral health needs in all Oregon counties, and development and 

implementation of a training plan to support the Specialists in their work. In 2014, OHA contracted with 

the Institute on Aging (IOA) at Portland State University (PSU) for two tasks: to conduct the needs 

assessment and develop training to support the Specialists.2  

       In July 2016, PSU received a contract from OHA to evaluate the BHI. This report describes 

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

Following the Introduction, the report includes a description of the framework used to guide the 

evaluation, methods and data sources used, evaluation findings, and recommendations for helping to 

improve the Initiative moving forward.   

 

The Landscape for Behavioral Health Prior to 2014 
 

Before we turn to findings from the gaps analysis and description of the BHI, it is useful to 

provide a description of the landscape for behavioral health for older adults and people with disabilities 

at the time the BHI was funded. The majority of older adults and people with disabilities does not 

experience poor behavioral health.3 A significant proportion of both groups, however, share a significant 

                                                           
1 The term “behavioral health” encompasses mental health and addictions in this report. The BHI is one of several 
sponsored by OHA which includes the Adult Mental Health Initiative 
http://www.oregon.gov/oha/HSD/AMH/Pages/Choice-Model.aspx and, more recently, the Behavioral Health 
Collaborative http://www.oregon.gov/oha/HPA/CSI-BHP/Pages/Behavioral-Health-Collaborative.aspx. The BHI is 
unique in its focus on older adults and people with physical disabilities. 
2The full reports, 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 
3For example, see Carstensen, L.  (2011). A Long Bright Future Random. House Inc., N.Y.  

http://www.oregon.gov/oha/HSD/AMH/Pages/Choice-Model.aspx
http://www.oregon.gov/oha/HPA/CSI-BHP/Pages/Behavioral-Health-Collaborative.aspx
https://www.pdx.edu/ioa/more-about-the-program
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proportion of unmet needs. We begin first by looking at the needs of those with a disability and then at 

those of older adults. Disability is defined4 by as: 

1. Being limited in any activity because of a physical, mental, or emotional problems 

2. Having a health problem that requires use of special equipment  

3. Being blind or having serious difficulty seeing even when wearing glasses 

4. Having difficulty concentrating, remembering, or making decisions 

5. Having serious difficulty walking or climbing stairs 

6. Having serious difficulty dressing or bathing 

7. Having difficulty doing errands alone 

 

In 2014, 27% of adults over 18 in Oregon had a disability, compared to 22% nation-wide. Those 

with disabilities were more likely to describe their health as fair or poor (43.7% of Oregonians with 

disabilities) compared to those with no disabilities (8.4%), more than half of those with disabilities (56%) 

described their health as excellent, very good, or good.5 Although the rates of disabilities increase with 

age, a significant portion of those with disabilities are not old. Data from 2005 and 2007 indicate about 

13% of those between ages 21 and 64 had a disability. They were more likely than their counterparts 

without a disability to have less than a high school education, be unemployed, and live in poverty.6  

 

It is well established that people with physical disabilities of all ages are at higher risk for 
behavioral health disorders or conditions than those without disabilities. In addition, those with 
behavioral health conditions are at higher risk for poor physical health related to their illnesses. Turner 
and colleagues found the most common associations with disability were depression, panic disorders, 
anxiety, post-traumatic stress, and substance abuse or dependence.  Well over one-third of those with a 
confirmed disability experienced these or other behavioral health conditions compared to about 20% of 
those without a disability.7 

 

In Oregon, levels of depression have been rising in all age groups. In 2013, the prevalence of 
those with depression was estimated at 24.6% for those under 65 and 13% for those over 65, slightly 
below the national average for older adults.8 However, according to 2014 data, Oregon ranked 51st in 
prevalence of adult mental health and substance use problems. This indicates that behavioral health 
issues are more widespread in Oregon when compared to all other states and the District of Columbia.9 
This is consistent with past findings. In 2006, Oregon was in the bottom quartile for a lifetime diagnosis 
of depression, experienced by about 18-23% of the population and in the bottom half of the country 
with respect to anxiety disorders and life satisfaction.10 In addition, Oregon’s adjusted suicide rates for 

                                                           
4Based on Behavioral Risk Factor Surveillance System (BRFSS) definition described in: Oregon Office on Disability 
and Health. (2015). Disability in Oregon: 2015 Annual Report on the Health of Oregonians with Disabilities. 
Portland, OR: Institute on Development & Disability, Oregon Health & Science University. 
5 Ibid. 
6Disability POPULATION Statistics for Oregon, From Pooled 2005-2007 ACS PUMS Data 
7 Turner, Lloyd, & Taylor (2006).  
8 Medicare Chronic Conditions Report, Centers for Medicare & Medicaid Services, 2017 
9 Mental Health America. The state of mental health in America. 
http://www.mentalhealthamerica.net/issues/ranking-states (retrieved 10-9-17). 
10 Centers for Disease Control and Prevention and National Association of Chronic Disease Directors. (2008). The 
State of Mental Health and Aging in America, Issue Brief 1: What Do the Data Tell Us? Atlanta, GA: National 
Association of Chronic Disease Directors. 

http://www.mentalhealthamerica.net/issues/ranking-states
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those 65 and older are considerably higher than the national average.11 Over half of older suicide victims 
had a diagnosed mental disorder, alcoholism, substance use disorder, or depressed mood at time of 
death. Compared to younger victims, they had a lower proportion of alcoholism and/or substance use 
disorder, and few had a history of suicide attempts. Few were under mental health treatment, which is 
likely an indication of under-diagnosis. Of those who completed suicide, 87% had declining health, 56% 
had experienced loss of autonomy or independence, and almost half had lost a family member or friend 
within the past 5 years. Until 2009, Oregon served a higher number of adults with serious mental illness 
who were over the age of 75 per 1,000 population compared with national statistics. However, those 
numbers began to decline in 2009 and are now close to the national average. Services to those between 
65 and 74 were also higher than the national average and experienced significant declines in services 
beginning 2014.12 

 

Although the prevalence of behavioral health issues is high, Oregon is ranked 21st in access to 
care.13 In another report published in 2016, Oregon had one mental health provider for every 250 
people, a ranking higher than all but two other states.14 However, providers are not distributed evenly 
throughout the state. For example, fewer behavioral health providers, especially Licensed Clinical Social 
Workers, are located in rural areas, where prevalence of behavioral health issues is highest. Therefore, 
even with the generally high availability of providers, given the high prevalence of need and uneven 
distribution of those providers, the behavioral health needs of Oregon’s older adults and people with 
disabilities are not being met.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              

 
In summary, these state level data indicate that at the time the BHI was funded, compared with 

the United States as a whole, Oregon had higher levels of adults with disabilities and high levels of 
lifetime depression and anxiety. In spite of the comparatively high numbers of mental health 
professionals, there were also indications that services for older adults with serious mental illness had 
been declining, that suicide rates for older adults (particularly in rural communities) were quite high, 
and access to primary care (a key source of mental health services for older adults) was difficult for a 
large segment of the population. We turn now to more specific findings from key informants who were 
engaged in supporting older adults and people with disabilities with behavioral health needs in Oregon.  

 

Gaps Analysis: A Lack of Access 

 

Overall, findings from the 2014 gaps analysis revealed that the population of older adults and 

people with disabilities often lacked access to the range of services they needed. Key informants 

identified multiple factors that contributed to the gap between need and support: Lack of coordination 

among agencies and service sectors, lack of availability of services specific to the population, lack of 

accessibility to existing services, lack of affordability of existing services, and lack of acceptability of the 

services. Examples are provided in Table 1.  

                                                           
11 Shen, X., & Millet, L. Suicides in Oregon: Trends and Associated Factors, 2003-2012. Oregon Health Authority, 
Portland, Oregon. 
12 Mental Health National Outcome Measures, SAMHSA URS 2007-2015.  
13 Mental Health America. The state of mental health in America. 
http://www.mentalhealthamerica.net/issues/ranking-states (retrieved 10-9-17). 
14 County Health Rankings and Roadmaps (2017).  

http://www.mentalhealthamerica.net/issues/ranking-states
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Behavioral Health Specialists  
 

The role of the Behavioral Health Specialist was designed to address the gaps in services. Key 

informants proposed recommendations for such a role, including core competencies. Competencies 

included content expertise in both aging and behavioral health, knowledge about the communities 

where they worked, and understanding the various service systems and how they functioned in a given 

community. Specialists also needed experience as skilled clinicians or the ability to engage skilled 

clinicians in addressing the complex needs of the population through consultation with those caring for 

the population. Creativity was a desired trait as well. In addition to core competencies, key informants 

made recommendations about how the position should be structured. Most stressed that Specialists 

should not be expected to carry a caseload. Instead, their primary role needed to be one of community 

development, such as building bridges among service sectors, promoting evidence-based practices, and 

helping to develop a more knowledgeable workforce.  
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Table 1. Lack of Access to Needed Services as Identified by Expert Participants in 2014 

 

 

OHA reviewed the recommendations from the key informants and identified three core job 

functions: Collaboration and coordination15, complex case consultation, and education (both workforce 

development and increasing awareness of behavioral health of the general community). As illustrated in 

Figure 1, these job functions served as an organizing framework for the Specialists as the worked on 

strategies to build community capacity to meet the needs of older adults and people with physical 

disabilities with behavioral health needs.  

                                                           
15 Initially the focus was on “planning and coordination.” Collaboration encompasses the planning function as well 
as implementation of actions that have emerged from the planning phase.  

Lack of Coordination 
 Systems are fragmented 

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

 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.  

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

 Little information sharing takes among agencies for those with complex needs 

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

Lack of Availability 
 All health, aging and disabilities, and behavioral health systems are overloaded due to limited 

resources and funding 

 Lack of knowledgeable providers 

 Issues of availability particularly high in rural communities 
 

Lack of Accessibility 
 No approved Medicare providers willing to take clients in the area  

 Lack of transportation  

 Restrictive eligibility requirements 

 Issues of accessibility particularly high in rural communities 
 

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

 

Lack of Acceptability 
 Stigma associated with behavioral health make older adults or people with disabilities 

reluctant to seek out or accept services 

 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 
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Figure 1. Job Functions of Behavioral Health Specialists 

Nirmala Dhar was named Statewide Coordinator within OHA early in 2015. Positions were 

created for 24 Specialists who were located in communities throughout Oregon. Community Mental 

Health Programs and other nonprofit entities were awarded contracts to hire the Specialists. Positions 

were allocated by population, one Specialist for every 30,000 people. Consequently, the geographical 

territory covered by each Specialists varied considerably, with 15 Specialists serving one county each, 2 

Specialists serving six or seven counties, and three counties served by multiple Specialists. The 

distribution of Specialists or teams of specialists across Oregon are presented in Figure 2.  

 

The first 12 Specialists were hired between May and July 2015 and an additional 9 between July 

and October 2015. All but one position was filled by December 2015. Turnover has occurred in several 

communities. As of June 2017, only one position remained vacant. Most Specialists have graduate 

degrees in social work, psychology, or related fields. Several of the Specialists work out of behavioral 

health clinics and have work spaces within aging services agencies. Most have extensive clinical 

experience in behavioral health; some have had extensive experience working in aging services. Few had 

experience with community capacity building or large systems change prior to working with the 

Initiative.  

 

Improving 
Behavioral 

Health 
Services

Complex Case 
Consultation

Collaboration 
and 

Coordination

Workforce & 
Community 
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Figure 2. Communities/Counties That Behavioral Health Specialists Serve 

 

Purpose and Methods 
 

The purpose of the evaluation was: (1) to systematically collect and analyze data to inform OHA 

and the Oregon State Legislature 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 was based on an adaptation of the logic model developed 

previously during the training phase of the Initiative (see Figure 3 below). This evaluation focused on 

addressing issues related to access through the core job functions of the Specialists. We also focused on 

identifying systems-related changes to date resulting from the work of the Specialists and the 

stakeholders in their communities. Although the ultimate goal of the Initiative is to improve outcomes 

from the perspectives of older adults and people with disabilities, it is too soon to identify such long-

term changes. 

Data were gathered from three data sources: (1) Specialists’ quarterly reports, (2) stakeholder 

online survey, and (3) proceedings from the Behavioral Health Summit: Improving Outcomes and 

Reducing Barriers for Older Adults and People with Disabilities in Oregon.
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Barriers/gaps 
in services 

 Strategies/Action   
 

 
Systems Outcomes  Consumer Outcomes  

 
Lack of Access 

 
Accessibility 

 
 

Availability 
 
 

Affordability 
 
 

Acceptability 
 
 

Coordination 

  

Core Job Functions 

 

Collaboration & coordination 

with community partners to 

expand or establish services 

 

Developing a more 

knowledgeable workforce 

 

Increasing community 

awareness 

 

Providing complex case 

consultation 

A process is in place for identifying 
and addressing  gaps/problems  
 
Coordination of services is 
improving 

 
Providers have increased 
knowledge about behavioral health 
 
Staff are using best practices to 
screen, assess and treat 

 
Evidence-based programs are being 
implemented 
 
Needs, preferences, and opinions of 
consumers, family members, and 
advocacy groups are included in 
planning and service delivery 

 Older adults and/or people with physical disabilities with 
identified BH health needs : 

 Are recognized as a priority population in the community. 

 Have timely access to services. 

 Have access to programs or services that have demonstrated 
their effectiveness. 

 Have their signs/symptoms recognized as a BH need rather 
than due to “aging” or previously diagnosed disability 

 Receive help from knowledgeable & skilled direct service 

and/or primary care providers with the requisite  

 Seek advice or help from direct service or primary care 
providers to better understand their signs and symptoms 

 Have information about ways to promote mental health well-
being, (e.g., social engagement, physical activities)/ 

 Experience reduced lengths of stay for Emergency 
Departments, hospitals, jails, inpatient psychiatric units, & 
Oregon State Hospital. 

 Rarely experience “evictions” from various housing situations  

 Community partners have been successful in resolving 

complex cases. 

  

    

    

 

Figure 3. Logic Model for the Behavioral Health Initiative for Older Adults and People with Disabilities 
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Quarterly Report Data  

Data from quarterly reports completed prior to July 2016 were reviewed to identify common 

themes. The quarterly report form was revised to create closed-ended items based on those themes and 

to facilitate ease of completion of the forms by the Specialists. Drafts of the report form were shared 

with the Coordinator and Specialists and revised further based on their feedback. Areas covered in the 

report included: 

 Collaboration and coordination 

o Involvement of types of community partners 

o Level of support from community partners 

o Improvements in community partnerships 

o Implementation of evidence-based programs  

o Indicators of success 

 Complex case consultation 

o Type and frequency of consultation  

o Level of overall success 

 Challenges and gaps in services 

o Community and service characteristics 

o Availability of multidisciplinary teams 

o Client characteristics 

 Workforce development and community education events 

o Information about each training session (e.g., topic, target audience, number of 

participants) 

o Stakeholder support for training 

o Indicators of success 

 

Qualtrics was the platform used for online submission. Open-ended questions asked Specialists 

to identify major accomplishments during the quarter as well as their plans for the next quarter. The 

quarterly report form is presented in Appendix A. Three quarters of data were collected covering July 

2016 through March 2017. Reports covering April through June 2017 were not completed at the time of 

this report. 

 

Peer networking meetings. In addition to collecting quarterly report data, the evaluation team 

attended peer networking meetings. These meetings are held every other month and typically highlight 

activities of one of the Specialists or team of Specialists in a particular area. Specialists also provide 

updates and share challenges and information. Peer networking meetings provided PSU an opportunity 

to share information (e.g., findings from quarterly reports) and solicit feedback and assistance from 

Specialists about evaluation tasks such as survey development, stakeholder recruitment, and 

presentation of data. Participation in these meetings helped provide context for quarterly report data 

and are invaluable for interpreting of data. 
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Stakeholder Data 

Alongside the information provided by the Specialists, it was imperative to learn from 

community stakeholders about how the BHI was being experienced in communities throughout Oregon. 

Working with the Specialists, the Older Adult and People with Disabilities Behavioral Health Advisory 

Committee, and the BHI Program Coordinator, we compiled a list of approximately 700 stakeholders 

representing aging services, behavioral health services, health services, governmental officials, 

emergency responders, tribal organizations, residential care communities, and faith communities. 

Although this was not a comprehensive or exhaustive list, it did reflect the types of stakeholders 

involved with the Initiative and engagement of the specific types of stakeholders working most closely 

with the Specialists. The sample also included a range of positions within the organization, including 

agency administrators and executive directors, managers and clinical directors, direct service providers 

(including primary care providers), lay persons and advocates.  

We wanted to know what was working well and what was not working well with respect to the 

Specialists’ core job functions and the communities’ capacities to participate fully in the BHI. The online 

survey for community stakeholders was developed accordingly with the quarterly report forms to allow 

comparisons of stakeholders and Specialists perspectives, although questions for stakeholders were less 

extensive than those for Specialists. Stakeholders were asked additional questions about their own 

involvement with the BHI as well as their perceptions of the extent to which progress was being made 

toward consumer-focused outcomes.    

The stakeholder survey covered the following areas:  

 Information about the stakeholder’s organization and position 

 Collaboration and coordination 

o Community context (e.g., old resentments get in the way of progress; competing 

demands for time) 

o Participation in and progress toward collaboration and coordination actions 

 Complex case consultation 

o Level of participation  

o Level of success 

 Challenges and gaps in services 

o Community and service characteristics 

 Workforce development 

o Level of participation and support  

o Level of success 

 Services for consumers 

o Serving specific target groups 

o Impact of the initiative on consumers 

The stakeholder survey is presented in Appendix B. Qualtrics was the online platform used for the 

survey and was distributed in February and closed at the beginning of March 2017. During that period 

four reminders were sent electronically to ensure as high a response rate as possible.  
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A total of 234 stakeholders completed surveys for a response rate of 33 percent. They included 

representatives from aging and disability services (30%), behavioral health services (24%), health 

services (20%), long-term services and supports (9%), and other community partners (19%). The greatest 

proportion of respondents were managers or clinical directors (42%) or direct service providers (32%). 

Agency administrators (15%) and lay persons or advocates (11%) also were represented. As shown in 

Figure 4, stakeholders represented all parts of the state.  

 

 

Figure 4. Distribution of Stakeholder Survey Responses by Region 

Behavioral Health Summit Data  
The final source of data for the evaluation came from the Behavioral Health Summit to Improve 

Outcomes and Reduce Barriers for Older Adults and People with Disabilities. The meeting took place on 

May 4, 2017. A planning committee composed of several Specialists worked with PSU in designing the 

Summit. Their role was essential for articulating the purpose of the Summit, identifying stakeholders to 

be included in the Summit, helping select meeting locations (cities and venue), forming the agenda, 

developing a process for reviewing data, and guiding community-level discussions about solutions. 

Community stakeholders who attended the Summit included those who had and those who had not 

completed the stakeholder survey. Across the five sites, 159 stakeholders attended the Summit.  

The purposes of the Summit were to: 

1. Join other community partners through distance technology to learn about the state of 
the Initiative based on the statewide and regional findings from Portland State 
University’s survey of stakeholders. 

2. Help create a call to action for policymakers in Oregon. 

 Five meetings were held simultaneously in major regions of Oregon: Keizer, La Grande, 

Medford, Redmond, and The Dalles. Regions were determined based on stakeholder survey response 

rates as shown in Figure 4. The Keizer site included participants from the three regions within a 

reasonable distance to Keizer.  
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The Summit was offered in two parts. In the morning, all sites were connected via distance 

technology to hear presentations on state-level data emerging from the quarterly reports and 

stakeholder surveys related to Oregon. Dan Reece, LCSW, consultant to the Oregon Health Authority 

Transformation Center, provided a key-note presentation. He shared lessons learned from similar 

community efforts to transform health care and/or services to older adults. Unfortunately, technical 

difficulties made it impossible for remote sites to hear all of these presentations. All of the remote sites 

had disconnected from the Summit before the morning sessions ended. After the Summit, a video 

recording of the morning presentations was uploaded to the Institute on Aging website and a link was 

distributed to all Summit participants. 

The second part of the Summit was offered in the afternoon and was designed for local 

presentations and discussions off-line. Participants in each region heard reports on data specific to their 

region as shown in Figure 4. Following the data presentation, Specialists led their communities through a 

structured process to reflect on the data and what it revealed about community need. Groups then 

identified at least one solution to address a community barrier or problem that they could reasonably 

accomplish. They then began the process of identifying strategies that could be implemented locally to 

lead to tangible improvements. The final segment of the Summit involved soliciting recommendations 

for policy makers to further the goals of the BHI and to support the strategies stakeholders and 

Specialists identified. The tools used to guide this process can be found in Appendix C.  

 

Findings  

In this section of the report, findings from all three data sources are presented following the logic model 

(see Figure 3). We begin with findings from the Specialists and stakeholders’ surveys about gaps and 

barriers to services. Next we focus on the actions to address these gaps and barriers. Actions are 

organized by the core job functions followed by the strategies that emerged from the Summit. The third 

part identifies progress that has been made to improve systems since the inception of the BHI based on 

the quarterly reports and stakeholder surveys. The fourth part provides perceptions of stakeholders 

about progress toward improving consumer outcomes. Data summaries synthesizing findings from the 

quarterly report and stakeholder survey instruments are in Appendices D and Appendix E.  The final part 

include a list of recommendations for policy makers that were generated by Specialists and stakeholders 

attending the Summit.  

Part 1. Gaps and Barriers to Services: Lack of Access  
Findings from the quarterly reports and stakeholder survey supported the 2014 gaps analysis and 

provided more specific information about those gaps. As shown in Table 2, community stakeholders and 

Specialists provided similar ratings for most of the barriers identified. With the exception of 

communication among agencies, a majority of both stakeholders and Specialists indicated that these  

 

barriers existed to a fair or great extent in their communities. The highest rating in both groups was the 

lack of affordable housing. Over time, Specialists indicated this was becoming less of a problem, 

although 90% of Specialists still gave this a high rating in the third quarter report. Nearly all of the 

Specialists identified the lack of providers willing to accept Medicare payment as a major barrier to 



 

23 
 

access. Nearly three-quarters of stakeholders gave the same rating. Without Medicare payment, older 

adults and people with disabilities simply cannot afford the costs of private counseling. Even with a 

Medicare provider, many older adults and people with disabilities may not be able to afford co-pays. 

 

Table 2. Reported Barriers to Accessing Services: A Comparison of Stakeholder and Specialists 

Responses 

Barriers to Accessa %  
Stakeholdersb 

% 
Specialistsb, c 

Coordination 

 Lack of integration of behavioral health services and primary care 

 Poor communication among relevant agencies/organizations 
68% 
53% 

68% 
44% 

Accessibility 

 Lack of transportation 

 Distance to services 

 
67% 
58% 

 
69%d 

75% 

Availability (providers) 

 Lack of primary care providers knowledgeable about behavioral 
health 

 Lack of people with the required expertise to provide quality 
behavioral health services 

 Lack of providers with the credentials required to get 
reimbursed for providing behavioral health services 

 
 

67% 
 

66% 
 

60% 

 
 

74% 
 

67% 
 

72%d 

Availability (services) 

 Lack of behavioral health services in long-term care settings 
(e.g., nursing homes, assisted living, adult care homes) 

 Lack of in-home services (those offered in the consumer’s 
residence) 

 Lack of prevention or wellness services 

 Services are present, but wait list is full or would take too long 

 Other (not behavioral health) needed services not available 

 
 

78% 
 

76% 
63% 
60% 
54% 

 
 

(Not asked) 

 
77% 

(Not asked) 

67% 
77% 

Affordability 

 Lack of affordable housing 

 Restrictive eligibility criteria/person does not qualify 

 Lack of credentialed providers willing to accept Medicare 
reimbursement for behavioral health services 

 
95% 
78% 
72% 

 
90%d 

77% 
96% 

Acceptability 

 Lack of behavioral health programs specific to older adults and 
people with physical disabilities 

 
80% 

 
76% 

a Some barriers cross multiple categories  
b Percent reporting that this item is a challenge in their community to a fair or great extent. 
c These figures are from the third quarterly report for the period Jan-March 2017; 23 Specialists completed this 

report. The position in one region (Coos/Curry) was not filled during this reporting period. 
d Specialists reported that these barriers became significantly less prevalent over the nine-month period.   
e This was the only barrier that became more prevalent over the nine-month period.  
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Rural-urban comparisons. Comparisons were made between stakeholders from rural and 

frontier counties with urban counties. Census definitions were used to identify rural and urban counties: 

Rural counties are those where 50% or more of the population is rural and in urban counties 80% or 

more of the population live in urban areas. For many items, responses did not differ significantly. 

Stakeholders in urban counties were more likely to report the lack of affordable housing and the lack of 

credentialed providers willing to accept Medicare reimbursement for behavioral health services as 

barriers. In contrast, those in rural and frontier counties were more likely to report distance to services 

as a barrier to access.   

 

  Multidisciplinary teams. Specialists only were asked about barriers related to multidisciplinary 

teams (MDT). Thirty-nine percent of Specialists indicated that needed expertise was not available in the 

community and that HIPAA or other privacy requirements limited information sharing (according to the 

March quarterly report). About a quarter of the Specialists reported that core stakeholders were not 

represented on MDTs and referrals for complex case consultation were not being made.  

 

Consumer characteristics. Specialists were given a list of issues related to consumer 

characteristics and asked the extent to which they served as barriers to access in their communities. 

Most of the Specialists indicated that these were barriers to a fair or great extent. In quarter 3, 

approximately half or more of the specialists indicated that the following were barriers: 

 Co-occurring medical conditions (84% of Specialists) 

 Dementia (70%) 

Access to care in terms of affordability. . . I believe the Medicare population, 

particularly the non-dual eligible population, has effectively been ignored in 

terms of their being able to access affordable mental health care. 

Stakeholder 

 

Medicare reimbursement levels remain a barrier to identifying providers who 

will accept clients. 

Specialist, Quarter 1 

 

Many providers will not accept Medicare only. Many providers/agencies still 

have criteria that exclude many people. For example, anyone who has a 

diagnosis or symptoms of dementia/memory loss will typically be excluded 

from many services. Providers claim that they do not serve people will these 

types of illness/behaviors. Or they refer them to another agency that will 

typically say the same thing. 

Specialist, Quarter 3 
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 Can’t afford services, insurance won’t cover costs (64%) 

 Activities of daily living and other functional limitations (58%) 

 Lack of natural supports (58%) 

 Behaviors (55%) 

 History of serious mental illness (55%) 

 Consumer or family unable to navigate the system (52%) 

 Depression (51%) 

 Substance abuse (49%) 

 

Part 2. Strategies and Actions 

 In this section of the report, the strategies and actions to improve systems outcomes are 

presented drawing first upon the quarterly report and stakeholder data organized by the Specialists’ 

core job function. These data present actions that have occurred to date. This is followed by the actions 

and strategies proposed by Summit participants to improve services in their communities. 

 

Stakeholder and Specialists: Actions to Date 
As described in the introduction, the Specialists have three core job functions: collaboration and 

coordination, complex case consultation, and training aimed at workforce development and community 

awareness. All of the Specialists engaged in these activities, although the emphasis was different for 

each of the Specialists based on community need and capacity. A Specialist’s tenure in the position was 

also influential; those in the job longer were more likely to have established relationships, identified 

priorities, and be working on specific improvement projects.  

Collaboration and coordination. To be successful, the BHI needs to partner with multiple service 

systems. Specialists helped to identify a list of 15 potential types of partners. In quarterly reports, 

Specialists were asked to indicate the level of involvement of each type of partner in their community. 

As shown in Table 3, the vast majority of Specialists had active partners in aging services and behavioral 

health services, and three-quarters had involvement from their Coordinated Care Organization. Fewer 

were working with Tribal organizations, faith communities, Centers for Independent living or 

governmental officials. 

 

Stakeholders also were asked about their involvement in collaboration and coordination 

activities. Most (81%) participated at least occasionally in discussions or meetings about the 

collaboration and coordination of behavioral health services for older adults or people with disabilities. 

Of those who participated, 86% agreed that participants in those activities were committed to the 

process, 72% felt that agencies were more knowledgeable about each other, and 71% felt there was 

agreement on gaps in services. More than half (53%) indicated that the BHI was a priority for their 

organization. In contrast, only about 25% agreed that advocates, consumers, and families were well 

represented in these meetings and discussion.  
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 Two statistically significant differences emerged between rural and urban stakeholders’ 

perceptions of collaboration and coordination activities related to the Initiative. Urban stakeholders 

were more likely to report partners were in agreement on what the gaps in behavioral services were. 

Rural and frontier stakeholders were more likely to report that old resentments between agencies got in 

the way of progress.  

 

 These findings, from both Specialists and stakeholders, indicate that some progress has been 

made with coordination and collaboration since the 2014 gaps analysis. Although many of the barriers 

remain, agencies are more engaged with one another and the population of older adults and people 

with disabilities is more visible and a higher priority for partners.  

 

Table 3. Community Partner Involvement as Reported by Specialists in March 2017 

Community Partner Type 
Somewhat Involved 

 
Involved a Great Deal 

 

Aging services 26% 68% 

Behavioral health services 39% 48% 

Area CCO 23% 52% 

Hospital/emergency department 29% 29% 

Residential care, assisted living, foster care 39% 19% 

Primary care clinic 39% 16% 

Home care/home health care 26% 23% 

Local law enforcement 35% 10% 

Advocacy/consumer/family 39% 0% 

EMT or similar organization 23% 13% 

Veterans services 23% 3% 

Elected government official 23% 0% 

Center for Independent Living 0% 19% 

Faith community 10% 10% 

Tribal organization  6% 0% 

 

  

Complex case consultation. Complex case consultation has been an important mechanism for 

engaging partners, sharing knowledge, and directly affecting the services provided to those whose 

needs are complicated through aging, disability, poor health, and limited resources. Through case 

consultation, specialists have been able to provide education about behavioral health, aging, and 

resources. Specialists have helped partners to resolve or reduce gaps in services, and enhance 

communication among agencies. This assistance has led to stronger partnerships and engagement of 

partners.  
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During the nine-month reporting period, Specialists participated in a total of 870 unplanned and 

731 regularly scheduled consultations. Unplanned consultations likely represent crisis or urgent 

situations requiring immediate attention. Planned consultations are scheduled in advance, either by 

Specialists attending agency staffing meetings or regularly scheduled MDT.  

 

Workforce development. Specialists conduct workforce development trainings and community 

events on a variety of behavioral health topics related to older adults and people with disabilities. 

During the January to March 2017 quarter, Specialists conducted a total of 104 workforce development 

training and community events, and reached at least 2,547 training participants. Between July 2016 and 

March 2017, Specialists conducted 273 trainings, and have reached at least 7,021 training participants 

across Oregon. Training covered a wide range of topics. Those presented most frequently were: 

 Information about the BHI 

 System navigation and resources 

 Alzheimer’s Disease and related dementia 

 Addictions and substance abuse 

 Behavioral health 

 Suicide 

 Healthy aging 

 Depression 
 
The target audience for these training activities was wider ranging and fell into more than 18 categories. 
Those most frequently listed were: 

 Behavioral health service staff 

 Advocacy groups, family members, consumers, community members 

 Aging services staff 

 Residential care providers 

 Home care/home health care providers 

 Primary care clinics 

 Hospital (including emergency departments) 

 Social workers 

Behavioral Health Summit: Actions and Strategies Moving Forward 
 Participants at the Behavioral Health Summit identified community priorities and strategies to 

improve access to behavioral health services and improve outcomes for consumers. Some of these 

The MDT meetings have had a very positive impact on collaboration across 

agencies.  

Specialist, Quarter 1 

 

When problems remain unresolved, it is often due to a lack of services in the 

area. Several of these complex case consultations require services that are 

either difficult to access or [are] missing from the county. 

Specialist, Quarter 3 
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priorities, improvements, and strategies from each county or region are highlighted below to illustrate 

the range and depth of strategies that emerged from the discussion. These summaries have been 

categorized by the three job functions of the Specialists, although it must be emphasized that 

components of these approaches to addressing gaps in services often overlap these categories. The 

actions highlighted reflect the different communities across Oregon. Specialists and stakeholders will be 

considering these and other priorities over the next two years.   

Collaboration and Coordination 

        Clackamas 

 Priority: Provide resources and training about loneliness 

 Improvement: Reduction in loneliness  

 Strategies: Partner with community organizations to develop a 24/7 call-in line. Provide 

loneliness awareness training. Increase the “friendly visiting” program. Continue to 

identify and training gatekeepers.  

Clatsop, Tillamook, and Columbia Counties 

 Priority: Increase collaboration between Oregon Health Authority and Aging and People 

with Disabilities to meet behavioral health and physical needs regardless of etiology. 

Focus on licensed facilities. 

 Improvement: Fewer people will fall through the cracks.   

 Strategies: Establish joint APD/OHA committee with goal of blending “silos” at the state 

level. Provide behavioral health services in licensed residential facilities, and provide 

nursing care services in behavioral health licensed facilities. Partner with the local CCO 

who has created team-based care and integrative health codes. Include education on 

treatment of older adults. 

      Crook, Deschutes, and Jefferson Counties 

 Priority: Increase the number of providers willing to accept Medicare reimbursement for 

behavioral health services.  

 Improvement: Consumers will have more access to affordable behavioral health 

services. 

 Strategies: Develop a list of providers who do accept Medicare. Create a panel of 

Medicare providers to address myths surrounding Medicare reimbursement and to 

teach other practitioners how to become Medicare providers, including billing 

information.  

Southern Oregon Counties 

 Priority: Improve communication between partner agencies and between consumers 

and providers. 

 Improvement: Building and rebuilding multidisciplinary teams, improved service 

delivery. 

 Strategies: Create listening sessions including consumers with disabilities, the “experts.”  

Publicize listening sessions widely and have it accessible by phone for those who cannot 

attend in person. Bring knowledge forward and set it up to trickle down. Create an older 

adult wrap around team to provide Mental Health geriatric consultation.  

      Washington County  
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 Priority: Establish “Be the Connection” call in line to address loneliness. 

 Improvement: Increased knowledge about and access to resources; programs accessible 

regardless of age or income.  

 Strategies: Establish a 24/7 call-in phone line. Develop a cadre of volunteers to support 

the line. Provide ongoing loneliness awareness training. Continue to identify 

gatekeepers and add loneliness to the gatekeeper training.   

 

Workforce development 

 

        Clatsop, Tillamook, and Columbia Counties 

 Priority: Provide workforce training focusing on behavioral health challenges specific to 

agency population (e.g., behavioral health, aging services). 

 Improvement: Caregivers understand how to meet behavioral health needs and 

behavioral health workers understand how to meet caregiver needs. 

 Strategies: Designate a behavioral health specialist for each group care facility and 

establish an expectation for routine consultation. Organize annual behavioral health 

staff training for each setting to be provided by the behavioral health specialist assigned 

to each community. 

      Linn, Benton, and Lincoln Counties 

 Priority: Coordinate complex case management by reducing silos. 

 Improvement: Increased access to complex case management. 

 Strategies: Establish a workgroup to develop a viable structure and process and make 
sure the right people are at the table. Mandate training to ensure partners are 
knowledgeable about issues.   

Multnomah County 

 Priority: Increase peer to peer supports and peer led/voice amplification services. 

 Improvement: Increased access to outreach and services. 

 Strategies: Provide training for peer to peer specialists. Collaboration with those already 
doing culturally appropriate outreach. Encourage CCO buy-in using Medicaid codes for 
peer-to-peer activities.  

Polk County 

 Priority: Increase behavioral health programs specific to older adults and people with 
physical disabilities. 

 Improvement: Needed services and information about services are available. 

 Strategies: Create a public narrative (i.e., “this is what I’m seeing,” “this is what we’re 
seeing,” and “the population is growing, needs are high and more expensive services are 
being used”). Establish a collaborative workforce workgroup. Develop a peer program 
with training and certification. Provide training share information (e.g., through a 
website, quarterly newsletter). Explore funding options for those who do not qualify for 
Medicaid.    
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Southern Oregon Counties  

 Priority: Address social isolation. 

 Improvement: Improved mental and physical health, and overall well-being of the 

population. Improve access to in-home services, transportation, preventive and 

wellness services, and knowledgeable health services providers. 

 Strategies: Define specific needs of isolated people through focus groups and outreach. 

Provide education about the need to those in community faith groups, social workers, 

medical providers, law enforcement, and first responders. Leverage community-

volunteer opportunities. Conduct deeper research into grant opportunities and 

improve/build grant writing skills. 

      Yamhill County 

 Priority: Educate long-term care providers.  

 Improvement: Enhanced capacity and access of care providers to interpersonally 

support clients/residents. 

 Strategies: Promote more consistent and ongoing training opportunities for care 

providers across the care spectrum. Develop online training and in-person trainings. Use 

a train-the-trainer approach with long-term care staff who can provide ongoing training.   

 

Addressing Complex Needs (Complex Case Consultation) 

 

       Eastern Oregon Counties 

 Priority: Increase long-term care housing options. 

 Improvement: Improve the regulatory environment to make it easier for potential foster 

home providers to develop and provide services. 

 Strategies: Meet with current foster home providers to identify gaps and action steps. 

Link foster home providers to resources from the Small Business Administration.  

       Eastern Oregon Counties 

 Priority: Increase access to housing and transportation. 

 Improvement: Increased availability of affordable housing and transportation options. 

 Strategies: Explore feasibility of using motels or nursing homes for temporary housing 

based on experiences in other states (e.g., New York). Consider a co-op or business 

approach where housing program is run by the users (i.e., homeless). Explore funding 

sources identified at the Summit. Incorporate intergenerational programming. Explore 

use of Uber for medical appointments, development of a teen driver program pairing 

young drivers with older adults.   

       Lane County 

 Priority: Facilitate navigating access to services; embed services in residential care 

settings. 

 Improvement: People can stay in their own homes, homelessness reduced. 

 Strategies: Work with the project’s Older Adult Committee to develop a pilot project to 

formalize collaboration between multiple agencies with leadership from Lane County 

Housing and Community Services and Senior and Disability Services.  
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       Southern Oregon Counties 

 Priority: Address social isolation. 

 Improvement: Improve mental and physical health of the population, and reduce need 

for additional or more intensive services. 

 Strategies: Work with community faith groups, social workers, medical providers, law 

enforcement, and first responders.  

      Southern Oregon Counties 

 Priority: Affordable housing through engagement of both non-traditional (e.g., 

builders/housing developers, media) and traditional services (e.g., Columbia Care). 

 Improvement: People are able to stay in their homes.   

 Strategies: Provide a step between skilled nursing and home. Provide outreach and 

support to older adults living in mobile homes. Use media creatively. Engage consumers 

in identifying needs and determining housing design. 

 
 

Table 4.  Summit Evaluation 
 

N Mean Std. Dev. 

The Behavioral Health Initiative is a worthwhile effort. 92 4.65 0.56 

I will continue to participate in the Initiative. 92 4.29 0.67 

I have a greater understanding of the Behavioral Health Initiative. 90 4.19 0.72 

 I contributed to identifying solutions for my community. 92 4.09 0.60 

My time here was well spent. 91 4.09 0.77 

The Summit helped coalesce motivation in my region to sustain the work 
of the Initiative. 

91 4.02 0.76 

The Summit fulfilled its goals as I understood them. 90 4.00 0.62 

I know what is needed in my community to improve behavioral health 
services for this population. 

92 3.89 0.70 

I have a clear understanding about what will come next in my region to 
address needs. 

91 3.54 0.91 

Note: 1=strongly disagree, 5=strongly agree. Higher values represent stronger agreement with the statement.  

 

Overall, the Summit was well received. Ninety-two participants (58%) completed evaluations, 

representing all sites, all service sectors, and all position types. Participants were overwhelmingly 

positive about the BHI as show in Table 3. This is especially important for continued improvements to 

systems to improve coordination, training, and meeting the complex needs of older adults and people 

with disabilities who have behavioral health needs. Sixty-five percent of participants reported they were 

moderately confident and 19% reported they were extremely confident that their communities would 

continue work together to improve outcomes over the next year. 
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Part 3. Systems Outcomes 
 

 In their quarterly reports, Specialists were asked to reflect on changes in systems for meeting 

needs of older adults and people with physical disabilities with behavioral health needs since the 

implementation of the project, June 2015, or from the time they first became involved with the BHI. 

Similarly, stakeholders were asked about changes they observed since June 2015.  

 

Collaboration and coordination  

 

Figure 5 illustrates the changes from June 2016 through March 2017 in community engagement. 

During this time, home care/home health agencies became significantly more involved and notable 

gains were made in the involvement of hospitals, primary care clinics, and local law enforcement, 

although these gains did not attain statistical significance. At the same time, small declines (not 

statistically significant) in the level of involvement for some partner types were reported. Low 

involvement may indicate the lack of presence of some types of partners in some counties and regions. 

 

Data from both stakeholders and Specialists suggest that significant improvements have been 

made since the gaps analysis was conducted in 2014. As shown in Table 4, many community partners 

are more engaged, are more knowledgeable about one another, and are committed to improving 

behavioral health services. Items were not the same across the two surveys, but similar items are listed 

to show areas of commonality.  

 

 The levels of agreement for Specialists were for the increasing commitment for the BHI. This was 

seen in perceptions that the BHI is a priority for stakeholder partners, the majority of stakeholders 

expressing support, and improvements in coordination and collaboration. Stakeholders agreed that the 

majority of those involved in community partner meetings are very committed and that there are 

agreements in community gaps in services. Stakeholder also indicated that agencies are more 

knowledgeable about each other. They agree, though to a lesser extent than Specialists, that the BHI is a 

priority. Stakeholders indicated that they have other competing demands for their time. Both Specialists 

We have seen an improvement in coordination among community partners as 

well as a decrease in the level of resentment and lack of understanding between 

them.  

Specialist, Quarter 3 

 

Older adult behavioral health specialists have done a tremendous job in the past 

two years bring community partners together for education and collaboration. 

Stakeholder 
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and stakeholders agreed that advocates, consumers or family members are not well represented in their 

planning.   

  

 

 
 

Figure 5. Community Partner Involvement as Reported by Specialists 
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Table 5. Improvements in Collaboration and Coordination 

 

 
Topic 

Specialist 
Average Ratinga 

(Quarter 3) 

Stakeholder 
Average ratinga 

Coordination has improved/collaborating better 4.21 3.51 

We have agreed on the gaps in services  (Not Asked) 3.78 

Partners/stakeholders have agreed on priorities  3.30 3.40 

Initiative is a priority for stakeholders 4.58 3.61 

The majority of people involved are very committed  (Not Asked) 4.18 

The majority of  stakeholders have expressed support 4.48 (Not Asked) 

The right people are involved 3.58 3.34 

Many core stakeholders are too busy to 
participate/Stakeholders have competing priorities 

3.10 3.95 

Relevant service agencies are more knowledgeable about 
each other  

(Not Asked) 3.73 

Relevant services agencies are coordinating and/or 
collaborating better 

(Not Asked)  3.51 

Advocates, consumers or family members are well 
represented 

2.37 2.79 

Community partners have formed a cohesive group to 
address gaps 

3.43 (Not asked) 

Older resentments between community partners get in the 
way of progress 

3.28 3.03 

In spite of my efforts, core stakeholders are not involved 2.45 (Not asked) 

 a 1=strongly disagree, 5=strongly agree 

  

 

Complex Case Consultation 

 

 Specialists were asked to rate the success of complex case consultations (1=Not successful at all, 

no good solutions found; 5=very successful, almost all issues could be addressed). Reported success of 

unplanned consultations improved steadily between first and third quarters, with average scores of 3.59 

and 4.03 respectively. Ratings of success for regularly scheduled consultations increased, but not as 

Complex case consultations have brought systems together and helped 

resolve issues for individuals in this community. 

Stakeholder 

 

We continue to have great success with our MDT and our cross-systems 

training collaborative. 

Specialist, Quarter 3  
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much as for unplanned, moving from average scores of 3.70 to 3.87. A notable decline occurred during 

the second quarter. 

  

Stakeholders also were asked whether they had participated in any complex case consultation 

that included a Specialist; 39% reported that they had. Most of the complex case consultations were 

unplanned or in the form of an MDT. Nearly half (46%) indicated that the consultations had been pretty 

or very successful. Another 40% indicated that although some problems were resolved, not all of them 

were. This likely reflects the lack of resources or services available to address these problems.  

 

 Differences were noted among subgroups of stakeholders. Urban stakeholders were more likely 

to have participated in complex case consultation than rural or frontier stakeholders. Stakeholders from 

aging services (49%) and health services (45%) were most likely to have participated in consultations 

compared with stakeholders from long-term services and supports (20%) and other community partners 

(23%). Thirty-eight percent of behavioral health services providers had participated.  

 

Workforce Development, Community Awareness 

 

Over half of the stakeholders (n=137; 62%) had attended in-service or training events related to 

behavioral health and older adults or people with disabilities. Twenty-six (11%) of the stakeholders had 

presented at one of these trainings. Overall, perceptions of the training were positive. Using a 5-point 

scale (1=strongly disagree, 5=strongly agree), some highlights and average ratings include: 

 Attendees genuinely interested in topic (4.46)  

 Trainings had good attendance (4.18) 

 They left with new information about how to screen, assess, and treat older adults and people 

with physical disabilities who have behavioral health needs (3.91) 

 Stakeholder participants have been applying the information they received (3.80) 

 They have a better understanding about how to work with other disciplines/organizations to 

improve behavioral health services. (3.67) 

 

Specialists noted support from their community partners for training. The rating of agreement is 

provided following the item. Core stakeholders provided support by: 

 Providing release time for staff to attend (4.15)  

 Contributing space or resources (4.00)  

 Co-sponsoring training (3.63) 

 Serving as trainers or content experts (3.11) 

 

At the same time, Specialists noted important barriers: 

 Time away from work to attend (4.00) 

 Last minute emergencies affecting staff attendance (3.62) 

 Difficulties scheduling training (3.56) 
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Overall, Specialist did not indicate that a lack of interest in the training was a barrier.  

 

Areas for Improvement  
  

The following are areas where the least amount of progress has been made. These data came 

from the third quarterly report and represent areas where fewer than 50% of Specialists agreed that 

progress had been made. Overall, Specialists have disagreed during all quarters that consumers, family 

members, and advocates were well represented in community partner meetings. Two challenges related 

to training were problematic for two quarters:  

 Reduce barriers to workforce development, especially time away from work and scheduling 

problems. 

 Increase attendance at trainings to reach the critical mass needed to improve services. 

 

Two areas represent new areas of focus for the specialists during the third quarter. This has likely 

occurred as partnerships with aging services and behavioral health services become more established.  

 Reach out to community partners such as Centers for Independent Living, tribal organizations, 

and faith communities. 

 Encourage providers and organizations to accept Medicare reimbursement for this population 

and to obtain/grant waivers to existing eligibility criteria to expand access to services 

 

Finally, Specialists indicated that many stakeholders need more encouragement to make meeting needs 

of older adults and people with physical disabilities a community priority. 

Underserved subpopulations. In addition to a focus on the three job functions, stakeholders 

also were asked to what extent behavioral health services were being provided to nine subgroups of 

older adults and people with physical disabilities who have behavioral health needs. As shown in Figure 

6, these populations are not well served. More than two-thirds of stakeholders felt that all of these 

subgroups were underserved to a fair or great extent. From the stakeholders’ point of view, those 

served to the least extent are those at risk due to isolation and cultural minority populations, such as 

ethnic minorities and LGBT individuals.  Veterans and those with addictions and/or those with chemical 

dependencies were somewhat more likely to be provided with behavioral health services. At the same 

time, it is important to emphasize that only about one-fourth of the stakeholders felt these subgroups 

were being served well.  
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Figure 6. Underserved Populations Reported by Stakeholders 

 

 

Part 4. Consumer Outcomes 

  

The focus of the Initiative to date appropriately has been on improving and developing systems 

to addressing specific gaps related to access. As illustrated through this report, Specialists and 

community stakeholders have been working diligently to improve the capacity of their communities to 

meet consumer needs. The ultimate success of the BHI will be measured by consumer outcomes. Based 

on the gap analysis and the systems improvements needed, 10 consumer outcomes were identified. 

These represent the long-term goals of the BHI.  

 

Stakeholders were asked to reflect on progress made since June 2015 in these areas. Although 

progress has been made, as shown in Figure 7, significant improvements are needed. Less than one-

third of the Stakeholders agreed that progress had been made to a fair or great extent in any of these 

areas. The most progress was made with respect to increasing success in resolving complex cases, 

having older adults and people with physical disabilities with behavioral health needs recognized as a 

priority population in the community, and increasing likelihood to have their signs and symptoms 

recognized as behavioral health needs rather than being attributed to aging. At the same time, although 

more work is clearly needed, these findings show that considerable progress has been made since 

August 2014.  
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  Figure 7. Stakeholders’ Perceptions of Progress in Improving Consumer Outcomes  

 

Part 5. Recommendations: A Call to Action 
  

To address these challenges described in parts 1-4, Summit participants were asked for 

recommendations in support of the BHI. Recommendations also were solicited from Specialists. In June 

2017, PSU and the BHI convened a “Call to Action” of state leaders and policy makers who work in 

support of this population. Findings from the evaluation were presented, a panel of Specialists described 

some of their accomplishments, and the recommendations from the Summit and Specialists were 

shared. These are summarized below and are organized according to issues of access and workforce 

development. The Call to Action concluded with a panel of policy makers who responded to the 

information presented and shared their visions for the Initiative. 

 

Coordination and delivery of services 

 Formalize infrastructure at the state level to bridge aging services, behavioral health services, 
and health care services. Seek waivers as needed.  

 Use “Person-first” approaches (e.g., integrate funding streams to support people with needs 

that cross service sectors) 

 Revise eligibility criteria to support coordinated services from multiple service sectors 

 Increase behavioral health services in primary health care clinics and increase primary health 

care in mental health clinics 
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 Provide opportunities for relationship building across service sectors (e.g., opportunities for 

socialization, cross training)  

 Review Oregon Administrative Rules (OARs) to identify and reduce barriers to integrated 

services for older adults (e.g., peer support programs) 

 

Availability  

 Provide funds to support program development and innovation generated through local OABHS 

initiatives, such as those described below.  

 Increase availability of clinical services designed for and targeting older adults and/or people 

with disabilities. For example:  

o Community Mental Health Programs with gero-psych services for older adults 

o Detox and substance use disorders residential treatment for those with activities of daily 

living (ADL) needs 

o Home-based services for those who cannot easily go to a mental health clinic or for 

whom the mental health clinic is not an appropriate location for services 

 

Accessibility 

 Revise allocation of state funds for staff and services to take into account travel time required in 
rural and frontier parts of the state 
 

Affordability   

 Advocate for changes to/expansion of Medicare  

o Expand Medicare-approved providers to include licensed professional counselors 

o Increase coverage for behavioral health  

o Reimburse for telemedicine 

o Expand resources for those needing personal care attendants 

 Provide subsidized and low-income housing with behavioral health and aging services to reduce 

evictions and risk for homelessness 

Workforce development  

 Mandate agency support for training (e.g., paid time off to attend training) of providers in all 

service sectors to enhance knowledge of aging, living with disabilities, behavioral health, and 

understanding of local resources, understanding of “person-centered” care 

 Provide behavioral health training for LTSS staff (e.g., home and community-based care as well 

as nursing home staff)  

 Support peer-to-peer counselor training and supervision 

 Support train-the-trainer programs 

 Recruit and provide incentives for service providers (e.g., in-home care, adult foster care, LCSW, 

certified counselors) in underserved areas, especially in rural and frontier parts of the state.  

o Adapt regulations and policies (e.g., staffing requirements for adult foster care) to meet 

the needs of rural and frontier communities, while maintaining standards of safety.  

o Increase recruitment and retention outreach efforts (e.g., Home Care Commission) 
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Conclusions  
 

Considerable progress has been made to improve behavioral health services for older adults and adults 

with physical disabilities who have behavioral health needs in Oregon. According to the perspectives of 

Specialists and the stakeholders participating in the survey, key stakeholders have become actively 

engaged in this work and communities have made important gains in addressing gaps in services related 

to collaboration and coordination, addressing complex needs, developing a more knowledgeable 

workforce, and raising community awareness. Significant challenges remain, however, which will require 

sustained efforts at the state, regional, and local levels to attain the goals of the Initiative.  Based on 

data obtained through this evaluation process (i.e., quarterly reports, stakeholder survey, and Summit 

activities), we offer the following objectives to support and guide the Behavioral Health Initiative. Some 

objectives target the Specialists and others are for policy makers.   

 

For BHI Specialists: 

       Training 
1. Increase knowledge of providers including members, or potential members, of multidisciplinary 

teams to assure that expertise needed for complex case consultation is available in every 

community. 

 

2.    Provide training to all providers about causes and evidence-based non pharmaceutical 

interventions for difficult behaviors.  

 

3.   Continue to provide community awareness and workforce training on topics relevant to 

community needs and interests; increase training that focuses on disabilities and behavioral 

health. 

 

Collaboration 
4.    Conduct outreach to assure that providers of services for older adults, people with disabilities, 

and behavioral health are knowledgeable about available resources, including those in support 

of complex case consultation. 

 

5.    Conduct outreach to aging services, disabilities services, health care, and behavioral health 

providers to assure that they are knowledgeable about needs of older adults and people with 

disabilities with behavioral health needs.  

 

6.    Collaborate with aging services, disabilities services, health care, and behavioral health   

providers to build community capacity and reduce gaps in services including: 

a. Prevention and wellness services 

b. Long-term care residential settings 

c. In-home services 

d. Transportation 

e. housing 
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7.   Collaborate with policy makers and other providers to identify and provide incentives for 

providers with expertise and credentials to provide behavioral health services for older adults 

and people with disabilities. Seek waivers and revise eligibility criteria for services as needed.   

 

8.    Continue to build collaborative relationships with key community stakeholders, with increased 

attention to tribal organizations and other ethnic and cultural minority communities, Centers for 

Independent Living, local governmental officials, and faith communities.  

 

For policy makers 
9.  Formalize infrastructure at the state level to bridge aging services, behavioral health services, and 

health care services.  

 

10.  Support BHI Specialists through professional development funds and seed money to support 

community pilot projects. 

 

11. Prioritize support for services that serve older adults and people with disabilities who have 

behavioral health needs. Services should include preventive services (e.g., reducing isolation, 

addressing mild to moderate depression, integrating health and behavioral health services).  

 

12. Support parity in health and behavioral health services and system integration through various 

public and private insurance programs. 

 

13. Support behavioral health navigators to assist older adults, people with disabilities, and their 

families to identify and secure needed services.  

 

14. Increase transportation options for older adults and people with disabilities  

 

15. Advocate to expand Medicare and Medicaid reimbursement for behavioral health to include 

qualified counselors and other professionals not currently allowed by law (e.g., substance abuse 

counselors).  

 

16. Increase requirements for providers of long-term services and supports to receive training in 

behavioral health needs and evidence-based interventions.   

 

17. Address housing issues with the aim of increasing affordable housing options, reducing evictions 

from all settings, and increasing wrap around services for individuals living in home or 

community-based care settings.  

 

18. Revisit strategies for allocating Specialists based on population and take into account large 

geographic areas and limited resources in rural and frontier counties.  
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Appendix A 

Behavioral Health Initiative for Older Adults and People with Disabilities 

 Quarterly Reporting Form  

You have the option to complete your report(s) using this report template in Word, or you may use the 

online reporting instrument, Qualtrics.  

Questions in this report address the major job functions of the Behavioral Health Specialists for Older 

Adults and People with Disabilities:  Planning and coordination, complex case consultation, and 

education (workforce development and community awareness).  

Definitions of terms are provided at the beginning of each section. Please use these definitions when 

responding to the survey questions. Please use an “X” to answer to quantitative questions in this report. 

Opportunities for comments are provided at the end of each set of questions.    

Please note that these reports represent a snap shot in time. Information from these reports will be 

used to track successes, identify gaps in services, and guide policy.   

 

Specialist(s) completing this 
report:  

 

County/Counties:  
 

 

 

Planning/Coordination 

These first questions address the involvement of core stakeholders and community partners in the work 

of the Behavioral Health Initiative for Older Adults and People with Disabilities in your community. For 

the purposes of this report, please use the following definitions of core stakeholders, community 

partners, community, and planning and coordination in your responses.  

 

 Community refers to the geographic area for which the Specialist is responsible  
 

 A community partner is a group or organization that agrees to take part in the Initiative (for 
example, providing staff time or other resources, working on joint projects, having formal 
agreements). 

 

 A core stakeholder is a person with an interest in the OABH Initiative and is in a position to make 
decisions about or is influential with decision makers about issues such as budgeting, staffing, 
programming, training, or direct services.  

 
Examples of community partners and organizations represented by key stakeholders:  

o Aging services  
o Behavioral health services  
o Center for Independent Living 
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o Veteran services 
o Primary care clinic 
o Area coordinating care organization 
o Local law enforcement 
o EMT or similar emergency responder 
o Tribal organization 
o Advocacy organization/consumer/family member 
o Residential care (e.g., adult foster care, assisted living, etc.) 
o Faith community 
o Elected government official 
o Home health/home health care 

 Planning/coordination is any activity 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. 

o Planning usually occurs in a meeting and may involve reviewing gaps in services, setting 
priorities, discussing solutions (e.g., evidence-based programs), allocating resources, and/or 
monitoring progress. 

o Improved coordination of services may occur as a result of a meeting or discussion between 
community partners or a complex case consultation. Improved coordination can be the 
result of implementing or expanding an evidence-based program. 

 
1. From your experience, how involved in coordination and planning are each of the types of community 

partners listed below?  

  Not at 
all 
1 

A little 
 

2 

Somewhat 
 

3 

A great 
deal 

4 

a. Aging services     

b. Behavioral health services     

c. Center for Independent Living      

d. Veterans services     

e. Primary care clinic     

f. Hospital/emergency department     

g. Area coordinating care organization     

h. Local law enforcement     

i. EMT or similar emergency responder     

j. Tribal organization     

k. Advocacy organization/consumer/family 
member 

    

l. Residential care (e.g., adult foster care, 
assisted living, etc.) 

    

m. Faith community     

n. Elected government official     

o. Home care/Home health care     

p. Other _____________________     

q. Other _____________________     

 

A2Appendix A. Quarterly Reporting Form



Comments:  

 

 

2. Based on your experience, how much do you agree or disagree with the following statements about 

the core stakeholders in your community?  

 
 
 

 
 
 

Strongly 
disagree 

 
1 

Disagree 
 
 

2 

Neither 
agree nor 
disagree 

3 

Agree 
 
 

4 

Strongly 
Agree 

 
5 

Don’t 
know 

 
8 

2a. The majority of core 
stakeholders have expressed 
support for the initiative 

      

2b. The core stakeholders have 
agreed on priorities for 
addressing service gaps 

      

2c. In spite of my efforts, core 
stakeholders are not involved 

      

2d. I am in regular contact with 
core stakeholders  

      

2e. Many core stakeholders are too 
busy to participate in the 
initiative 

      

2f. Most core stakeholders agree 
that meeting needs of older 
adults and adults with physical 
disabilities who have behavioral 
health needs is a community 
priority  

      

2g  I have multiple opportunities to 
discuss the Initiative with core 
stakeholders 

      

 

Comments:  

 

 

 

 

3. Think about the core stakeholders in your community. Since you have been in your position, have you 
met with: 

a. _____None of the core stakeholders 
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b. _____A few of the core stakeholders (less than 25%) 

c. _____Some of the core stakeholders (25-49%) 

d. _____Many of the core stakeholders (50 – 74%) 

e. _____Most or all of the core stakeholders (75% or more) 

Comments: 

 

 
4.  How much do you agree or disagree with the following statements about your current community 
partners in general? 

  Strongly 
disagree 

 
 

1 

Disagree 
 
 
 

2 

Neither 
agree 
nor 

disagree 
3 

Agree 
 
 
 

4 

Strongly 
agree 

 
 

5 

Don’t 
know 

 
 

8 

a. Community partners have formed  a 
cohesive group committed to 
addressing gaps in servicesa  (e.g., task 
force, work group) 

      

b. Community partners meet often 
enough to make progress in reducing 
gaps in services 

      

c. Old resentments between community 
partners get in the way of progress  

      

d. Consumers are well represented at 
community partner meetings 

      

e. Community partners are engaged in a 
defined quality improvement project 

      

f. Coordination among community 
partners has improved since the 
beginning of the initiative 

      

g. Agencies work in silos       

h. Formal agreements (e.g., MOUs, 
participation agreements) are in place 

      

i. Turnover in community partner 
organizations interferes with 
momentum 

      

j. The right people who can make 
changes in agency programs or 
services are participating in our 
discussions or meetings.  

      

aGaps in services refers to a disparity between needs related to health, behavioral health, aging or 
disability and services available to or accessible by older adults and adults with physical disabilities who 
have behavioral health needs. 

Comments: 
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5.  Below is a list of evidence-based programs and promising practices in behavioral health in place or in 
development in some communities. Please indicate which practices are in place in your community. 
Please add best practices programs that are in your community but not listed here.   

 

Comments: 

 

 

 Evidence-based programs and promising 
practices 

Not 
available 

 
 

1 

In 
development 

 
 

2 

In place 
after June 

2015 
 

3 

In place 
prior to 

June 
2015 

4 

Don’t 
Know 

 
 

8 

a. ADAPT (Program to Assess Depression 
and Provide Proactive Treatment in Rural 
Areas) 

     

b. ASIST (Applied Suicide Intervention Skills 
Training) 

     

c. BRITE (Brief Intervention and Treatment 
for Elders) 

     

d. COAPS (Certified Older Adult Peer 
Support Specialist) 

     

e. Healing Pathways      

f. Healthy IDEAS      

g. IMPACT (Improving Mood Promoting 
Access to Collaborative Treatment) 

     

h. Mental Health First Aid      

i. PEALRS (Program to Encourage Active 
Rewarding Lives for Seniors) 

     

j. Project Hope      

k. QPR (Question Persuade Refer)      

l. SBIRT (Screening Brief Intervention 
Referral to Treatment) 

     

m. Senior Reach Training      

n.  Stanford Chronic Disease Self-
Management 

     

o. Other (please list) ___________________      

p. Other (please list) ___________________      

q. Other (please list) ___________________      
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6. Below are common therapeutic approaches that are effective for older adults with behavioral health 

needs or adults with physical disabilities with behavioral health needs. Which of the following types of 

therapies are available in your community?  

 Common Therapeutic Approaches 

Not 
Available 

 
1 

In 
development 

 
2 

In place 
after June 

2015 
3 

In place 
prior to 

June 2015 
4 

Don’t 
Know 

 
8 

a. ACT (Acceptance Commitment Therapy)      

b. Behavioral Activation (BA)      

c. CBT for LLD (Cognitive Behavioral Therapy 
for Late-Life Depression) 

     

d. Dialectical Behavioral Therapy (DBT)      

e. Interpersonal Therapy (IPT)      

f. PST (Problem-Solving Therapy)      

g. Reminiscence Therapy      

h. Solution-Focused Brief Therapy      

i. Other (please list) ____________________      

j. Other (please list) ____________________      

k. Other (please list) ____________________      

 

Comments: 
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Complex Case Consultation  

This next section addresses Complex Case Consultation. Please use the following definitions for 

answering the next set of questions.   

 

 Complex case consultation is a discussion among the Behavioral Health Specialist for Older Adults 

and People with Disabilities and one or more direct service providers, primary care providers, 

hospital staff, emergency responders, consumers or family members with the express purpose of 

resolving problems or concerns about the care or treatment plan for an older adult or adult with 

physical disabilities.  

o Unplanned consultations are ad hoc meetings that may be initiated because of an urgent 

need or crisis situation. Consultations may be made over the phone or in person. 

o Regularly scheduled complex case consultations can be conducted in person or on a 

conference call. Two types of regularly scheduled meetings are those with: 

 A single organization (e.g. Assisted Living, AAA, Disability services) where 

consultation is provided by the Specialist only to employees of that organization; 

one or more disciplines may or may not be involved 

 More than one organization or multiple departments in a large agency. 

Consultation is provided by the Specialist and professionals from multiple 

disciplines/organizations.   

Multidisciplinary team A group of professionals representing several disciplines or professional 

specializations who come together to address a topic or problem. For our purposes, this means a 

problem related to older adults and/or people with physical disabilities who have a behavioral health 

need. The MDT may have been established by the OABH Initiative or an existing MDT may have 

expanded services to this population. 

 

 A Consumer is an older adult or person with a disability in need of behavioral health services and 

support. Consumers are often referred to as clients, residents, veterans, or patients by different 

stakeholders.  

 
7.  How many unplanned case consultations did you participate in over the past three months? 
 

a.   Number of unplanned consultations_________ 
      
b.   How many of these unplanned consultations involved transitions from hospitals, jail, or long-

term care to less restrictive environments?  ________________ 
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c.   How many of these unplanned consultations involved transitions into a higher level of care 
such as hospitalization (including psychiatric unit, Oregon State Hospital), or moving into a 
long-term care settings?  

 
d.   Overall, how successful were these unplanned case consultations in resolving the problems 

and concerns raised? 
 

1. ____Not successful at all; no good solutions found 
2.   ____Not very successful; most problems could not be addressed 
3.   ____Some problems addressed, but many remained unresolved 
4.   ____Pretty successful; most concerns were addressed, but some remained 

unresolved 
5.   ____Very successful; almost all issues could be addressed 
6.   ____Don’t know/never heard 

 
8.  How many regularly scheduled complex case consultations did you participate in over the past three 

months? 
 

a. Number of regularly scheduled complex case consultations   ____________ 
 
b. How many of the regularly scheduled consultations took place with staff from a single 

organization?   __________ 
 
c.   How many regularly scheduled consultations took place with staff from multiple 

organizations or departments?   ________ 
 
               c(i) How many of these do you consider to be MDTs? _______________ 
 
 
d.   Considering all regularly scheduled consultations: 

 
(d.i.)  How many of these regularly scheduled consultations involved transitions from 
hospitals, jail, or long-term care to less restrictive environments?  _________ 
 
(d.ii)  How many of these regularly scheduled consultations involved transitions into a 
higher level of care such as hospitalization (to psychiatric unit, Oregon State Hospital), 
or long-term care settings? __________ 
 

e.   Overall, how successful were these regularly scheduled consultations in resolving the 
problems and concerns raised in these ad hoc case consultations? 

 
1.   ____Not successful at all; no good solutions found 
2.   ____Not very successful; most problems could not be addressed 
3.   ____ Some problems addressed, but many remained unresolved 
4.   ____Pretty successful; most concerns were addressed, but some remained 
unresolved 
5.   ____Very successful; almost all issues could be addressed 

Comments: 
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Specialists have identified many challenges to serving older adults and people with disabilities. These 
include community and service characteristics, issues relating to multidisciplinary teams, and client 
characteristics.   
 
9.  First, to what extent are the following issues challenges in your community? 
 

 
Community/service  characteristics 

 

Not 
at all 

 
1 

Not very 
much 

 
2 

To 
some 
extent 

3 

To a 
fair 

extent 
4 

To a 
great 

extent 
5 

Don’t 
know 

 
8 

a. Lack of affordable housing       

b. Restrictive eligibility criteria/person 
does not qualify 

      

c. Lack of people with the required 
expertise to provide quality behavioral 
health services 

      

d. Lack of providers with the credentials 
required to get reimbursed for 
providing behavioral health services 

      

e Lack of credentialed providers willing to 
accept Medicare reimbursement for 
behavioral health services  

      

f. Lack of behavioral health programs 
specific to the population  

      

g. Lack of primary care providers 
knowledgeable about behavioral health 

      

h. Lack of integration of behavioral health 
services and primary care. 

      

i. Distance to services       

j. Lack of transportation       
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k. Lack of in-home services        

l. Poor communication among relevant 
agencies/organizations 

      

m. Other (not behavioral health) needed 
services not available  

      

n. Services are present, but wait list is full 
or would take too long 

      

 

m. Needed services that are unavailable in my community:  

 

Comments: 

 
 
 
 
 
10. Second, to what extent are the following issues related to multidisciplinary teams (Teams 
established as a result of this initiative) challenges in your community? 

 Multidisciplinary team 

Not 
at all 

 
1 

Not very 
much 

 
2 

To 
some 
extent 

3 

To a 
fair 

extent 
4 

To a 
great 

extent 
5 

Don’t 
know 

 
8 

a. Core stakeholders are not represented 
on MDT 

      

b. Stakeholder organizations are not willing 
to provide services to this client 
population 

      

c. Referrals for complex case consultation 
are not being made 

      

d. Expertise needed is not available        

e. No MDT is available       

f. HIPAA or other privacy requirements 
limit information sharing 

      

 

Comments: 

 

 

11. Third, to what extent are the following issues related to consumer (client) characteristics 

challenges/barriers in your community?  
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 Client characteristics 
 

Not 
at all 

 
1 

Not very 
much 

 
2 

To 
some 
extent 

3 

To a 
fair 

extent 
4 

To a 
great 

extent 
5 

Don’t 
know 

 
8 

a. Co-occurring medical conditions        

b. History of serious mental illness       

c. Behaviors       

d. ADL and other functional limitations       

e. Substance abuse       

f. Lack of natural supports       

g. Criminal history       

h. Refusal or resistance to services       

i. Consumer or family unable to navigate 
service system 

      

j. Dementia       

k. Depression       

l. Can’t afford services/insurance won’t 
cover services 

      

 
Comments: 
 
 
 
12. Specialists have also identified indicators of success. Thinking back to the beginning of the Initiative, 
or your time with the Initiative, to what extent have you seen these successes in your community to 
date?     

 

  Not at 
all 

 
1 

Not 
very 

much 
2 

To 
some 
extent 

3 

To a 
fair 

extent 
4 

To a 
great 

extent 
5 

Don’t 
know 

 
8 

a. Referrals for complex case consultation 
have increased 

      

b. It has become easier to make referrals       

c. Providers are increasingly willing to 
accept Medicare reimbursement for 
older adults and people with physical 
disabilities who have behavioral health 
needs  

      

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

      

e. Consumers and their family members 
have greater access to needed services 

      

f. Organizations are able to obtain/grant 
waivers to existing eligibility criteria to 
expand access to services.  
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g. Emergency Department stays have 
declined 

      

h. Inappropriate hospitalizations have 
declined 

      

i. Fewer people are being evicted from 
care settings for behavioral issues 

      

j. Older adults and people with physical 
disabilities who have behavioral health 
needs and/or their family members are 
more likely to seek advice or help from 
direct service providers to better 
understand their signs and symptoms. 

      

k. Relevant services agencies [Aging, 
physical disability, and behavioral 
health (mental health and addictions)] 
are more knowledgeable about each 
other and the role each plays in 
addressing the behavioral health needs 
of older adults and adult with physical 
disabilities. 

      

 

Comments: 

 

 

 

 

Workforce development 

The following questions address workforce development. In answering these questions, please refer to 

the following definitions.  

 Direct services provider  is an employee of a public or non-profit organization, or a practitioner 
whose primary job function is to provide a specific set of services to consumers (clients) who meet 
existing criteria 
 

 Work force development refers to in-service or training events planned, conducted or facilitated by 
the Specialist for direct service and/or primary care providers with the express purpose of: 

o Increasing their knowledge about the population of older adults and adults with physical 
disabilities. (Includes presentations about the Initiative as a first step towards a training or 
in-service event.) 

o Increasing their ability to access services for older adults and adults with physical disabilities  
o Increasing their use of best practices to screen, assess and treat older adults and adults with 

physical disabilities  
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13. What training did you conduct or sponsor during the past 3 months?  In the space below, please 

provide the title, topic(s) covered, date, target audience, number of participants, whether CEUs were 

offered, and whether an evaluation that included an assessment of knowledge gains was conducted.   

 

DESCRIPTION – Training (workforce) 

 
Training session title: 
____________________________________________________________________ 

 Date:____________ 

 Behavioral health topic:  

___________________________________________________________ 

 Primary presenter(s) 

_______________________________________________________________ 

 Target audience (e.g., behavioral health, aging services, health care providers, long-term 

residential care, public health): _________________________________________________ 

 Number of participants: 

_________________________________________________________ 

 Venue 

____________________________________________________________________________

__ 

 Town/city: 

 Screening tools distributed? Yes____   no_____ 

 CEUs offered?  Yes ______     no _______              

 Evaluation completed?  _______yes    ______no;  

 Assessment of knowledge gains included in evaluation? ___yes  ___no 

 

 
Training session title: 
____________________________________________________________________ 

 Date:_______________ 

 Behavioral health topic:  

___________________________________________________________ 

 Primary presenter(s) 

_______________________________________________________________ 

 Target audience (e.g., behavioral health, aging services, health care providers, long-term 

residential care, public health): _________________________________________________ 

 Number of participants: 

_________________________________________________________ 

 Venue_______________________________________________________________________

_______ 
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 Town/city: 

 Screening tools distributed? Yes____   no_____ 

 CEUs offered?  Yes ______     no _______              

 Evaluation completed?  _______yes    ______no;  

 Assessment of knowledge gains included in evaluation? ___yes  ___no 

 

 
Training session title: 
____________________________________________________________________ 

 Date:_____ 

 Behavioral health topic:  

___________________________________________________________ 

 Primary presenter(s) 

_______________________________________________________________ 

 Target audience (e.g., behavioral health, aging services, health care providers, long-term 

residential care, public health): _________________________________________________ 

 Number of participants: 

_________________________________________________________ 

 Venue 

____________________________________________________________________________

__ 

 Town/city: 

 Screening tools distributed? Yes____   no_____ 

 CEUs offered?  Yes ______     no _______              

 Evaluation completed?  _______yes    ______no;  

 Assessment of knowledge gains included in evaluation? ___yes  ___no 

 

 

(Note: Please copy and paste the form above if you have additional training sessions to describe.) 
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Please indicate your level of agreement and disagreement with the following statements about 

workforce development in your community.  

14. Core Stakeholders support training by: 

   
 
 

Strongly 
disagree 

 
1 

Disagree 
 
 

2 

Neither 
agree nor 
disagree 

3 

Agree 
 
 

4 

Strongly 
Agree 

 
5 

Don’t 
know 

 
8 

a. Co-sponsoring training       

b. Providing release time for staff to 
attend 

      

c. Contributing space or other 
resources 

      

d. Serving as trainers/content 
experts 

      

 

Comments: 

 

 

 

15. Barriers to workforce development include: 

  
 
 

Strongly 
disagree 

 
1 

Disagree 
 
 

2 

Neither 
agree nor 
disagree 

3 

Agree 
 
 

4 

Strongly 
Agree 

 
5 

Don’t 
know 

 
8 

a. Difficult scheduling training       

b. Time away from work       

c. The high costs of travel to training       

d. Last-minute emergencies affect 
staff attendance 

      

e. The expertise needed for training is 
not in the community 

      

f. Training materials available do not 
meet the needs of the community 

      

g. Stakeholders have little interest in 
the training topics offered 

      

 

Comments: 

 

 

A15Appendix A. Quarterly Reporting Form



 

16. Successes from training include: 

  Strongly 
disagree 
 

1 

Disagree 
 

 
2 

Neither 
agree nor 
disagree 

3 

Agree 
 
 

4 

Strongly 
Agree 

 
5 

Don’t 
know 

 
8 

a. Interest in training is increasing       

b. Attendance at training is reaching 
a “critical mass” needed to 
improve services 

      

c. New training partners have been 
identified 

      

d.  Services provided to consumers 
by community partners have 
increased as a result of training 

      

e. Older adults and people with 
disabilities are more likely to 
have their signs and symptoms 
recognized as a behavioral health 
need rather than due to aging 

      

 

Comments: 
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Community education/awareness 

The next set of questions address community education and community awareness. Please use the 
following definitions in answering this question. 
 
 
Community Education is an event planned, conducted or facilitated by the Specialist that targets 
members of the general public with the express purpose of: 
o Promoting health and wellness and resilience.  
o Increasing their recognition of the signs and symptoms of behavioral health problems in older 

adults 
o Increasing their awareness of local services that provide behavioral health services and how to 

access them 
 

17. What community education events related to behavioral health have you conducted or participated 
in that target members of the general public?  

DESCRIPTION – Community Event 

 
Community Event: _______________________________________________________________ 

 Date:_____________ 

 Behavioral health topic:  

___________________________________________________________ 

 Primary presenter(s) 

_______________________________________________________________ 

 Target audience (e.g., consumers, general public, family members): 

_________________________________________________ 

 Number of participants: 

_________________________________________________________ 

 Venue 

____________________________________________________________________________

__ 

 Town/city: 

 Evaluation completed?  __________yes                    _______________no 

 

 
Community Event: _______________________________________________________________ 

 Date:__________________ 

 Behavioral health topic:  

___________________________________________________________ 

 Primary presenter(s) 

_______________________________________________________________ 

 Target audience (e.g., consumers, general public, family members): 

_________________________________________________ 
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 Number of participants: 

_________________________________________________________ 

 Venue 

____________________________________________________________________________

__ 

 Town/city: 

 Evaluation completed?  __________yes                    _______________no 

 

 
Community Event:  _______________________________________________________________ 

 Date:____________ 

 Behavioral health topic:  

___________________________________________________________ 

 Primary presenter(s) 

_______________________________________________________________ 

 Target audience (e.g., consumers, general public, family members): 

_________________________________________________ 

 Number of participants: 

_________________________________________________________ 

 Venue 

____________________________________________________________________________

__ 

 Town/city: 

 Evaluation completed?  __________yes                    _______________no 

 

 

(Note: Please copy and paste the form above if you have additional community events to describe) 

Comments:  

 

 

 

18. During the past year, have requests for community education events increased or stayed the same 
or decreased?    

 a.   Increased __________ 

 b.   Stayed the same __________ 

 c.   Decreased ________________ 

 

A18Appendix A. Quarterly Reporting Form



 

 

 

19.  Finally, the desired outcome of the OABH Initiative is that consumers are receiving services that 

they could not access or that did not exist prior to the Initiative. 

Reflecting back on your activities during the past three months, what do you consider to be your biggest 
accomplishments in helping your community move toward this goal? List up to 3 accomplishments.  

 

 

 

 

 

 

 

20.  Over the next quarter, for each of the following four areas, please indicate your plans. Please be 
specific.  

a. Planning and coordination 

Example: I will be working with the task force to [topic/purpose of]. We will complete our policy for 
sharing protected health information across agencies for the purpose of care coordination.  I will be 
making informational visits to 3 primary care clinics for the first time. I will leave them with the 
Alternatives for Beers Criteria for High-Risk Medications in Older Adults, an information sheet describing 
the OABH Initiative and a list of the training modules for primary care providers. 

 

 

 

b. Complex case consultation 

Example: I will continue outreach to aging services field offices, caregiver respite care staff, and home 
health agencies about case consultation services. I will participate in at least two case conferences per 
month. 

 

 

 

c. Workforce development 
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Example: I am adapting module 5 based on issues that have come up in case consultations. I plan to 
deliver that module in two communities. I am working with [org] to present information on [topic]. 

 

 

 

 

 

d. Community awareness/education 

Example: I am talking with seniors in [name] retirement community about wellness. I will be on a panel 
to talk about [topic] at the local chamber of commerce. 
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Appendix B 

Behavioral Health Initiative for Older Adults and People with Disabilities 

Stakeholder Survey 

The purpose of this survey is to learn your opinions about what is working well and what is not working 

with respect to coordination of services, availability of and access to services, knowledge and skills of 

direct service staff (e.g., aging services providers, behavioral/mental health service providers, primary 

care providers, emergency responders), and use of evidence-based best practices (including screening, 

assessment, and treatment).  

Your responses will contribute to a better understanding of the capacity of your community and/or the 

state of Oregon to meet the needs of older adults and people with disabilities and help provide direction 

to Older Adult Behavioral Health Specialists and the Oregon Health Authority (OHA) in making the 

initiative successful.  

Your participation is voluntary. Whether or not you choose to complete the survey will not affect your 

relationship with OHA or Portland State University (PSU). However, we do hope that you will complete 

the survey so that we can learn how services can be improved.  

Your responses to this survey are confidential. We will combine the information you and others provide; 

your answers will not be connected to you by name or reported separately to anyone.  

If you have concerns or problems about your participation in this study or your rights as a research 

subject, please contact the Office for Research Integrity (ORI) at (503) 725-2227. The ORI is the office 

that supports the PSU Institutional Review Board (IRB). The IRB is a group of people from PSU and the 

community who provide independent oversight of safety and ethical issues related to research involving 

human participants. If you have questions about the study itself, please contact the study’s director, Dr. 

Margaret Neal, at (503) 725-5145 or nealm@pdx.edu or at her office:  506 SW Mill Street, Suite 470, 

Portland, Oregon, 97201.  

If you have questions about your rights or are dissatisfied at any time with any part of this study, you 

can contact the PSU IRB at hsrrc@pdx.edu, by mail at Office of Research Integrity, 1600 SW 4th Ave., 

Market Center Building, Ste. 620 Portland, OR 97201, or by phone at (503) 725-2227 or 1 (877) 480-

4400.  

If you agree to participate, please click the “next” button to proceed. Thank you!  
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Your answers will save automatically. You can start the survey and then return later to complete it if you 
wish. We ask that you submit this survey by [insert date]. When you reach the last page of the survey, 
you will have the chance to review your answers, should you wish, before submitting.    
 
 
1.  Please click on the type of group or organization that best fits your position:  
 

   

a. Aging services  

b. Behavioral health services  

c. Center for Independent Living   

d. Veterans services  

e. Primary care clinic  

f. Hospital/emergency department  

g. Area coordinating care organization  

h. Local law enforcement  

i. EMT or similar emergency responder  

j. Tribal organization  

k. Advocacy organization/consumer/family member  

l. Home care/Home health care  

m. Residential care (e.g., adult foster care, assisted living, etc.)  

n. Faith community  

o. Elected government official  

p. Other _____________________  

 

 
Question 2:  What is your position? Please choose the best response: 
 
___Agency administrator, executive director 
 
[if selected] Please check all that apply. In my position: 

 I make decisions about how my organization’s annual budget will be allocated, including 
adding new programs or services and staff.   

 I have the authority to make exceptions to existing policies or procedures.  

 I can make recommendations to county commissioners, state agency directors or the 
legislature about funding, policies or overall changes to statewide programs or services.   

 
___Agency middle manager, program manager, clinical director 
 
[if selected]  In my position: 

 I can make recommendations to agency administrators about the organization’s annual 
budget, including adding new programs or services and staff. 

 I make staffing decisions, including hiring new staff or reassigning staff. 

 I make decisions about allocating funds for staff training or continuing education. 

 I have the authority to make exceptions to existing policies or procedures. 
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 I implement new programs or services. 

 I supervise direct service providers or clinicians. 
 
___Agency Direct Service Provider, Primary Care Provider 
  
[if selected] In my position: 

 At least 50 percent of my time is spent providing direct services to my organization’s 
clients. 

 I can provide information to my manager about gaps in services, eligibility criteria or other 
issues that affect care or treatment outcomes for the organization’s clients. 

 I provide clinical supervision for other staff members.  
 
____Lay Person, Advocate  
 
[if selected] In my work: 

 I participate in activities that inform or educate our local community about health or 
mental health conditions that affect some of our citizens, especially the problems in daily 
living that those conditions can create. 

 I participate in advocacy and other activities that bring those problems to the awareness of 
local organizations, county commissioners, state legislators or other entities that can or 
should provide services to the citizens who are affected. 

 I am a family member of a person who is living with a health or mental health condition.  

 I am a caregiver of a person who is living with a health or mental health condition. 
 
3. In which county do you work/volunteer/advocate?  (Note: If you work in multiple counties, please 
select that option and indicate which counties in the comment box. If you work statewide, please select 
that option.)  ADD DROPDOWN BOX WITH COUNTIES.  
 
 
Planning /Coordination 
 

 A major function of the Older Adult Behavior Health Initiative is planning and coordination. For this 
survey we are using the following definitions.  

 
Planning/coordination is any activity that is intended to or contributes to improvements to the local 
behavioral health system for older adults and people with physical disabilities. 

o Planning usually occurs in a meeting and may involve reviewing gaps in services, setting 
priorities, discussing solutions (e.g., evidence-based programs), allocating resources, and/or 
monitoring progress. 

o Improved coordination of services may occur as a result of a meeting or discussion between 
community partners or a complex case consultation. Improved coordination can be the 
result of implementing or expanding an evidence-based program or promising practice. 

 
The term “behavioral health” is used to encompass mental health and issues related to substance 
misuse.  
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These next questions address planning and coordination with the Older Adult Behavioral Health 
Specialist (OABHS) in your community. Position titles may vary around the state. Click here to see the list 
of OABHS and the counties they serve.  
 
Question 4: How much do you agree or disagree with the following statements about planning and 
coordination? 
 

  Strongly 
disagree 

1 

Disagree 
2 

Neither 
agree nor 
disagree 

3 

Agree 
4 

Strongly 
agree 

5 

Don’t know 
8 

a. Old 
resentments 
between 
agencies get 
in the way of 
progress. 

      

b. I have 
several 
other 
projects that 
are 
competing 
for my time 
and 
attention. 

      

c. This 
Initiative is a 
priority for 
my 
organization.  

      

 
 
Question 5: Since June 2015, have you participated in discussions or meetings that both (a)  included the 
OABHS and (b) a primary purpose was to talk about planning or coordination of services in your 
community for older adults and people with disabilities who have behavioral health needs? (Select 
one response.) 
 

a) I have not participated in any discussions or meetings about planning or coordination of 
behavioral health services. (Skip to__Q6__) 

b) I participated in one or more discussions to provide information and my opinions, but I have not 
been involved in any further planning or coordination efforts. 

c) I participated in discussions to provide information and my opinions, and I have continued to be 
a regular participant in planning or coordination efforts. 

 
 
Question 6: [if answered 5b or 5c] How much do you agree or disagree with the following statements 
about these discussions or meetings? 
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 Strongly 
disagree 

 
1 

Disagree 
 
 

2 

Neither 
agree nor 
disagree 

3 

Agree 
 
 

4 

Strongly 
agree 

 
5 

Don’t 
know 

 
8 

a. We have agreed on what the gaps 
in behavioral health services for 
older adults and adults with 
physical disabilities are in our 
community. 

1 2 3 4 5 

 
 

8 

b. We have agreed on what our 
priorities should be for addressing 
those gaps. 

1 2 3 4 5 
 

8 

c. The right people who can make 
changes in agency programs or 
services are participating in our 
discussions or meetings. 

1 2 3 4 5 

 
 
    8 

d. Advocates, consumers or family 
members are well represented in 
our discussions or meetings. 

1 2 3 4 5 
 

8 

e. The majority of the people 
involved in the discussions or 
meetings are very committed to 
improving behavioral health 
services for older adults and 
adults with physical disabilities. 

1 2 3 4 5 

 
 

8 

f. I now have a better understanding 
of how other organizations in this 
community serve older adults and 
people with physical disabilities 
who have behavioral health 
needs. 

1 2 3 4 5 

 
 

   8 

g. Relevant services agencies [Aging, 
physical disability, and behavioral 
health (mental health and 
addictions)] are more 
knowledgeable about each other 
and the role each plays in 
addressing the behavioral health 
needs of older adults and adult 
with physical disabilities. 

1 2 3 4 5 

 
 
 
 

8 

h. Relevant services agencies 
(mental health and addictions) are 
coordinating and/or collaborating 
to better meet the behavioral 
health needs of older adults and 
adult with physical disabilities. 

1 2 3 4 5 

 
 

   8 
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Additional comments 
 
Complex Case Consultation 
 
This next set of questions focuses on complex case consultation. 
 
A complex case consultation is a discussion among one or more direct service providers, primary care 
providers, hospital staff, emergency responders, or family members and the Older Adult Behavioral 
Health Specialist with the express purpose of resolving problems or concerns about the care or 
treatment plan for an older adult or adult with physical disabilities.   
 
For our purposes, the Older Adult Behavioral Health Specialist is always included in a complex case 
consultation. 
 
Question 7: Since June 2015, have you participated in any complex case consultations that included the 
Older Adult Behavioral Health Specialist? 
 

a. No (skip to _____) 
b. Yes 

 
[if yes]  
 
8.  Which of the following best describes the nature of the consultations? 

a. The majority were unplanned meetings (ad hoc), due to an urgent or crisis situation or to 
locate a resource for a client. 

b. The majority were part of a regularly scheduled case review meeting that only involved staff 
in the organization/agency/clinic that I work in. 

c. The majority were part of a regularly scheduled case review meeting that included staff 
from different organizations or different departments within a large agency (e.g., a 
Multidisciplinary Team Meeting). 

 
9.   Overall, how successful were these consultations in resolving the problems or concerns about the 
care or treatment plan for the older adult or adult with physical disabilities? 

a. Not successful at all; no good solutions found 
b. Not very successful; most problems could not be addressed 
c. Some problems were resolved, but many remained unresolved 
d. Pretty successful; most problems were resolved but a few remained unresolved 
e. Very successful; almost all problems were addressed 

 
 

Question 10. Older Adult Behavioral Health Specialists have identified many challenges to serving older 

adults and people with disabilities. These include community and service characteristics, issues relating 

to multidisciplinary teams, and client characteristics.  How often are the following challenges present in 

your community? 
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Not at 

all 
1 

 
Not very 

much 
2 

To 
some 
extent 

3 

To a 
fair 

extent 
4 

 
To a great 

extent 
5 

 
Don’t          
know 

        8 

a. Lack of affordable housing 1 2 3 4 5 8 

b. Restrictive eligibility criteria/person does not 
qualify 

1 2 3 4 5 
 

8 

c. Lack of people with the required expertise to 
provide quality behavioral health services 

1 2 3 4 5 
 

8 

d. Lack of providers with the credentials 
required to get reimbursed for providing 
behavioral health services 

1 2 3 4 5 
 

8 

e. Lack of credentialed providers willing to 
accept Medicare reimbursement for behavioral 
health services 

1 2 3 4 5 
        8 

f. Lack of behavioral health programs specific to 
older adults and people with physical 
disabilities 

1 2 3 4 5 
8 

g. Lack of primary care providers 
knowledgeable about behavioral health 

1 2 3 4 5 
8 

h. Lack of behavioral health services in long-
term care settings (e.g., nursing homes, assisted 
living, adult care homes)  

     
 

i. Lack of integration of behavioral health 
services and primary care 

1 2 3 4 5 
8 

j. Distance to services 1 2 3 4 5 8 

k. Lack of transportation 1 2 3 4 5 8 

l. Lack of in-home services (those offered in the 
consumer’s residence) 

1 2 3 4 5 
8 

m. lack of prevention or wellness services 1 2 3 4 5 8 

n. Poor communication among relevant 
agencies/organizations 

1 2 3 4 5 
8 

o. Other (not behavioral health) needed 
services not available (if so, please identify 
which services are unavailable in the space 
below) 

1 2 3 4 5 

 
        8 

p. Services are present, but wait list is full or 
would take too long. 

1 2 3 4 5 
8 

 
Please list any needed services that are unavailable in your community:  
 
 
Comments concerning challenges related to behavioral health services in your community:   
 
 
Workforce Development 
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These next questions are about workforce development. 
Workforce Development refers to any in-service or training event planned, conducted or facilitated by 
the Older Adult Behavioral Health Specialist for direct service and/or primary care providers. The 
content can cover a broad range of topics related to the behavioral health needs of older adults and 
adults with physical disabilities.  
 
Question 11: Since June 2015, have you attended any in-service or training event related to behavioral 
health and older adults or behavioral health and adults with physical disabilities? 
 

a. No 
i. If no, ask: For what reason did you not attend any in-service or training event related to 

behavioral health and older adults or behavioral health and adults with physical 
disabilities? (Select primary reason.) 

Response Categories: 

 Training topics are not relevant to my work 

 No trainings have been available in my community 

 Training is too expensive 

 I was not aware of trainings 

 There has not been enough time in my schedule to attend trainings 
  

b. Yes   
  
If yes: Check all that apply: 

i. I have attended an in-service or training event as a participant or as an observer.  
ii. I have attended an in-service or training event as a co-presenter or lead presenter.  

 
IF  11b ii. Ask:  
 
Question 10c: As a presenter, overall, how much do you agree or disagree with the following statements 
about this training(s)? 
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Strongly 
disagree 

1 

 
Disagree 

 
2 

Neither 
agree nor 
disagree 

3 

 
 

Agree 
4 

 
Strongly 

Agree 
5 

 
Don’t 
know 

8 

i. The attendance at the in-
service or training event(s) was 
good. 

1 2 3 4 5 8 

ii. The attendees seemed 
genuinely interested in the 
topic(s). 

1 2 3 4 5 8 

iii. The attendees left with new 
information about how to 
screen, assess and treat older 
adults and people with 
physical disabilities who have 
behavioral health needs. 

1 2 3 4 5 8 

iv. The information that was 
presented was too basic for 
most of the attendees. 

1 2 3 4 5 8 

v. Attendees have been applying 
the information they received. 

1 2 3 4 5 8 

vi. Attendees have a better 
understanding about how to 
work with other 
disciplines/organizations to 
improve behavioral health 
services for older adults 
and/or adults with physical 
disabilities. 

 
 
 
 

1 

 
 
 
 

2 

 
 
 
 

3 

 
 
 
 

4 

 
 
 
 

5 

 
 
 
 

8 

vii. Overall interest in training 
related to older adults and 
people with physical 
disabilities who have 
behavioral health needs 
appears to be increasing. 

 
 
 

1 

 
 
 

       2 

 
 
 

3 

 
 
 

4 

 
 
 

5 

 
 
 

8 

 
IF  11b i. Ask:  
 
Question 10d: As a participant or observer, how much do you agree or disagree with the following 
statements about this training(s)? 
 

A29Appendix B. Stakeholder Survey



  
Strongly 
disagree 

1 

 
Disagree 

 
2 

Neither 
agree nor 
disagree 

3 

 
 

Agree 
4 

 
Strongly 

Agree 
5 

 
Don’t 
know 

8 

i. Overall, the attendance at the 
in-service or training event(s) 
was good. 

1 2 3 4 5 8 

ii. I was genuinely interested in the 
topic(s). 

1 2 3 4 5 8 

iii. I left with new information 
about how to screen, assess and 
treat older adults and people 
with physical disabilities who 
have behavioral health needs. 

1 2 3 4 5 8 

iv. I think the information that was 
presented was too basic. 

1 2 3 4 5 8 

v. I have been applying the 
information I received to my 
work with older adults and 
adults with physical disabilities 
who have behavioral health 
needs. 

1 2 3 4 5 8 

vi. I have a better understanding 
about how I can work with 
other disciplines/organizations 
to improve behavioral health 
services for older adults and/or 
adults with physical disabilities 

1 2 3 4 5 8 

vii. I am now more interested in 
working with older adults and 
people with physical disabilities 
who have behavioral health 
needs. 

1 2 3 4 5 8 

 
If 11b iii. Go straight to question 13. 
 
Question 12: (Display this question if respondents say they are an agency or middle manager) 
 
As part of my job as a manager or supervisor, I have made it possible for staff from my organization to 
attend an in-service or training event.  
Response Categories: 
• Yes 
• No 
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Question 13:  Which additional training topics would you like to see offered in your community?  Please 
list: 
 
 Add comment box: 
 
 
 

This next set of questions concerns the extent to which, in your community, particular groups of older 

adults and people with physical disabilities are being served.  

 
Question 14: To what extent are behavioral health services being provided to each of the following 
groups of older adults and people with physical disabilities:  
 

 Not at 
all 

 
       1 

Not very 
much 

 
      2 

To some 
extent 

 
        3 

To a 
fair 

extent 
      4 

To a 
great 

extent 
5 

Don’t 
know 

 
8 

a. Those living in nursing homes 1 2 3 4 5 8 

b. Those living in assisted living 
communities 

1 2 3 4 5 
8 

c. Those living in adult foster/care 
homes 

1 2 3 4 5 
8 

d. Those living independently 1 2 3 4 5 8 

e. Those with early/mild behavioral 
health issues 

1 2 3 4 5 
8 

f. Those at risk of behavioral health 
issues due to isolation 

1 2 3 4 5 
8 

g. Cultural minority populations 
(e.g., ethnic, LGBT) 

1 2 3 4 5 
8 

h. Veterans 1 2 3       4 5 8 

i. Those with addictions and/or 
chemical dependencies 

1 2 3       4 5 
8 

 
 
These final questions ask your opinion about the impact of the Older Adult Behavioral Health Initiative. 
 
Question 15: Since June 2015, 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? 
 
 

 Not at 
all 

 
       1 

Not very 
much 

 
      2 

To some 
extent 

 
        3 

To a 
fair 

extent 
      4 

To a 
great 

extent 
5 

Don’t 
know 

 
8 
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a. Older adults and people with 
physical disabilities who have 
behavioral health needs are 
recognized as priority 
populations in the 
community. 

1 2 3 4 5 

      

      8 

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

1 2 3 4 5 

8 

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

1 2 3 4 5 

 

8 

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

1 2 3 4 5 

 

8 

 

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

1 2 3 4 5 

 

8 

 

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

1 2 3 4 5 

 

8 

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

1 2 3 4 5 

 

8 

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

1 2 3       4 5 

 

8 
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i. 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. 

 

1 2 3 4 5 

 

 

8 

j. Community partners have 

been more successful in 

resolving complex cases. 

1 2 3 4 5 

 

8 

 
Question 16a: What do you believe is the most challenging issue faced in your community with respect 
to addressing the behavioral health needs of older adults and people with physical disabilities? 
 
Comment box: 
 
 
Question 16b: What has been the most significant success in your community with respect to addressing 
the behavioral health needs of older adults and people with physical disabilities?  
 
Comment box:  
 
 
 

We are grateful for your time and participation.  Thank you! 
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Appendix C 

Summit Regional: Detailed Afternoon Agenda 

 

Lunch 

12:00 – 12:30 (30 minutes)  

 

Phase I – Set the stage for the afternoon: Regional data Presentation (Large Regional 

Group)  

(30 minutes) 

 

12:30 

(5 minutes) 

Set the stage (PSU Site coordinator or OABHS) 

1. Reintroduce PSU staff and OABHS if necessary 

2. Define the tasks ahead (link to reasonable outcomes for the day) 

 

12:35 

(15 minutes) 

Data presentation by PSU staff 

 

12:50 

(10 minutes) 

OAHBS brief description of accomplishments and current work  

 

 

Phase II – Determining priorities to focus on in the afternoon (Small table discussions begin)  

(30 minutes) 

 

1:00 

(10 minutes) 

1. Introductions as needed 

2. Facilitator will briefly review ground rules: Don’t interrupt the person 

speaking, respect people’s right to disagree, all opinions are welcome 

3. Assign note-takers  

Facilitator may identify a note-taker in advance, can ask for a volunteer, or 

can randomly choose a participant. Note-takers may wish to rotate 

throughout the small-group discussion. 

 

1:10 

(10 minutes) 

Comments on regional data presentation. 

Facilitator asks at least one of the follow questions: 

 “Was there anything you found to be especially surprising?” 

“Did it reinforce your own opinions, observations, experiences?”  

“Did it contradict your own opinions, observations, experiences? If yes, in 

what way?” 

 

1:20 

(10 minutes) 

Review outcomes and challenges. Identify priorities the community/region 

will begin to address with criteria in mind. For the majority of the afternoon, 

the participants will identify improvements and develop strategies for 

implementing those improvements.  

 

Facilitator asks:  

 

A34Appendix C. Summit Agenda and Workgroup Notes Template



“Given the data and your experience, what is our top community priority to 

improve behavioral health for older adults and people with physical 

disabilities?” 

 

Note to facilitator: You may wish to spend more time and attention on one 

priority. You also may find that you are quickly identifying solutions for your 

first priority, and will want to get started on addressing a second priority. 

 

Phase III – Determining improvements, strategies and next steps 

(1 hour 20 minutes) 

 

1:30  

(45 minutes) 

In small groups, brainstorm possible improvements to address Priority # 1.  

 

A. Find consensus on 2-3 possible improvements 

 

In considering both priorities and improvements, keep these criteria in mind: 

o This improvement could be a “quick win,” or low-hanging fruit (e.g., we 

are already working on this) 

o This improvement is something we all agree would make a significant 

improvement in the system 

o This improvement is something my (our) organization(s) can support 

o This improvement has a viable path to success 

 

 B. Discuss strategies to implement needed improvements  

 

      Facilitator asks the following questions: 

 What specific actions/steps need to be taken to make this improvement? 

 What are strategies to address potential road blocks (e.g., change in 

policy or procedure, reallocation of resources, staff training) 

 What agreements/resources need to be in place locally to make this 

improvement? 

 Who else needs to be at the table? 

 What supports do you need from policy makers to facilitate this 

improvement?  

 What is the likelihood of success? 

 

If time allows, repeat the above steps for Priority #2. 

 

2:15 

(15 minutes) 

Break  

2:30 

(20 minutes) 

Next steps (Part II of the notes document):  

Facilitator asks the following questions: 

 What happens next with this group? 

 How do we go about implementing solutions?  

 Identify recommendations to be given to policy makers. 
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Complete individual commitment sheet (blue paper). 

 

 

Phase IV – Report out from small groups, evaluation 

(40 minutes) 

 

2:50 

(25 minutes) 

Reconvene in large group. Report out from small groups:  

1) Priorities, improvements, and strategies aimed at a specific outcome 

2) Recommendations to policy/decision makers (i.e., OHA, APD, legislature, 

advisory committee) 

 

3:15 

(15 minutes) 

PSU site coordinator gives concluding remarks, announcements about results 

from Summit (e.g., final report, presentation to Policy Makers on June 6) 

 

Each participant adds any additional actions to their individual commitment 

sheet. 

 

Summit Evaluation (yellow paper) 

 

Note to facilitator:  Give instructions to leave evaluation and commitment 

sheets on the table. 

 

3:30 Adjourn 
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Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

PART II – Next steps & recommendations to policy makers 

PART I – Determining priorities, improvements, and strategies 

Priority 1

Improvement 1

Strategy 1 

Strategy 2

Improvement 2

Strategy 1

Strategy 2

Improvement 3

Strategy 1

Priority 2

Improvement 1

Strategy 1

Strategy 2

Improvement 2 

Strategy 1

Strategy 2

Thank you for taking notes during the table discussion! These notes will be used by the Portland State 

University research team to develop recommendations to present to policy makers in June. We hope that you 

will find it possible to participate in the discussion while you capture the ideas and strategies expressed by the 

group. Note takers may wish to rotate throughout the small group discussion. 

Summit Site (circle one) 

Keizer La Grande Medford Redmond The Dalles 

Group participants (please print) 

______________________________________ ______________________________________ 

______________________________________ ______________________________________ 

______________________________________ ______________________________________ 

______________________________________ ______________________________________ 

______________________________________ ______________________________________ 

Instructions 

During Part I, each table or small group will identify the top priority for your community or region to address in 

the next several months. After agreeing on a priority, the group will identify 2-3 improvements and develop 

strategies for implementing those improvements. This packet includes four copies of a note-taking template for 

working on multiple improvements per priority (p. 2-13). If time allows, the group may choose to repeat the 

process for a second priority. 

Part II of the workgroup session will include a discussion of next steps to implement improvements and identify 

recommendations to policymakers. Please flip to the last two pages of this packet (p. 14-15) to take notes during 

this part. The flowchart below illustrates this process. 

 

A37Appendix C. Summit Agenda and Workgroup Notes Template



Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

PART I – Determining Priorities, Improvements, and Strategies 

Priority: 

Improvement: 

Please check which one or more of the following criteria the improvement meets:  

� This improvement could be a “quick win,” or low-hanging fruit (e.g., we are already working on this) 

� This improvement is something we all agree would make a significant improvement in the system 

� This improvement is something my (our) organization(s) can support 

� This improvement has a viable path to success 

Strategies to Implement the Improvement 

1. What specific actions/steps need to be taken to make this improvement?

A38Appendix C. Summit Agenda and Workgroup Notes Template



Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

2. What are strategies to address potential road blocks (e.g., change in policy or procedure needed,

reallocation of resources, staff training)?

3. What agreements/resources need to be in place locally to make this improvement?
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Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

4. Who else needs to be at the table?

5. What supports do you need from policy makers to facilitate this improvement?

6. What is the likelihood of success? (circle one)

1 

Not at all 

likely 

2 

Slightly 

likely 

3 

Somewhat 

likely 

4 

Moderately 

likely 

5 

Extremely 

likely 
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Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

Priority: 

Improvement: 

Please check which one or more of the following criteria the improvement meets:  

� This improvement could be a “quick win,” or low-hanging fruit (e.g., we are already working on this) 

� This improvement is something we all agree would make a significant improvement in the system 

� This improvement is something my (our) organization(s) can support 

� This improvement has a viable path to success 

Strategies to Implement the Improvement 

1. What specific actions/steps need to be taken to make this improvement?
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Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

2. What are strategies to address potential road blocks (e.g., change in policy or procedure needed,

reallocation of resources, staff training)?

3. What agreements/resources need to be in place locally to make this improvement?
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Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

4. Who else needs to be at the table?

5. What supports do you need from policy makers to facilitate this improvement?

6. What is the likelihood of success? (circle one)

1 

Not at all 

likely 

2 

Slightly 

likely 

3 

Somewhat 

likely 

4 

Moderately 

likely 

5 

Extremely 

likely 
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Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

Priority: 

Improvement: 

Please check which one or more of the following criteria the improvement meets:  

� This improvement could be a “quick win,” or low-hanging fruit (e.g., we are already working on this) 

� This improvement is something we all agree would make a significant improvement in the system 

� This improvement is something my (our) organization(s) can support 

� This improvement has a viable path to success 

Strategies to Implement the Improvement 

1. What specific actions/steps need to be taken to make this improvement?
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Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

2. What are strategies to address potential road blocks (e.g., change in policy or procedure needed,

reallocation of resources, staff training)?

3. What agreements/resources need to be in place locally to make this improvement?
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Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

4. Who else needs to be at the table?

5. What supports do you need from policy makers to facilitate this improvement?

6. What is the likelihood of success? (circle one)

1 

Not at all 

likely 

2 

Slightly 

likely 

3 

Somewhat 

likely 

4 

Moderately 

likely 

5 

Extremely 

likely 
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Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

Priority: 

Improvement: 

Please check which one or more of the following criteria the improvement meets:  

� This improvement could be a “quick win,” or low-hanging fruit (e.g., we are already working on this) 

� This improvement is something we all agree would make a significant improvement in the system 

� This improvement is something my (our) organization(s) can support 

� This improvement has a viable path to success 

Strategies to Implement the Improvement 

1. What specific actions/steps need to be taken to make this improvement?
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Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

2. What are strategies to address potential road blocks (e.g., change in policy or procedure needed,

reallocation of resources, staff training)?

3. What agreements/resources need to be in place locally to make this improvement?
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Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

4. Who else needs to be at the table?

5. What supports do you need from policy makers to facilitate this improvement?

6. What is the likelihood of success? (circle one)

1 

Not at all 

likely 

2 

Slightly 

likely 

3 

Somewhat 

likely 

4 

Moderately 

likely 

5 

Extremely 

likely 
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Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

PART II – Next Steps & Recommendations to Policy Makers 

1. What happens next with this group?

2. How do we go about implementing improvements?
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Behavioral Health Summit: 

Improving Outcomes and Reducing Barriers for Older Adults and People with Disabilities 

REGIONAL WORKGROUP NOTES 

3. Recommendations for policy makers:
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Appendix D 

Specialists’ Quarterly Report Data Summary begins on the following page 
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July 2016-March 2017 Specialists’ Quarterly Report Data 

Summary 

This report, based on data provided by Specialists in their Quarterly Reports between July 2016 and 
March 2017, highlights accomplishments, areas of opportunity, and challenges requiring attention 
from policymakers in order to make statewide improvements. 

Community Successes 

According to Specialists’ reports, significant progress was made between 

July-September 2016 and January-March 2017 in the following areas: 

 Home (health) care partners became more involved in coordination

and planning.

 Stakeholders became more likely to agree that meeting needs of this

population is a community priority.

 Specialists became more acquainted with a larger share of

stakeholders in their communities.

 Behaviors and activities of daily living and other functional limitations

became less problematic consumer characteristics.

 Consumers and their family members gained greater access to

needed services.

 Organizations were better able to obtain/grant waivers to existing

eligibility criteria to expand access to services.

Specialists’ Accomplishments 

Specialists were asked to list their biggest accomplishments each quarter. 

Accomplishments most commonly reported by the Specialists over the 

three quarters include planning or conducting a training or conference; 

increasing networking or coordination; and developing or joining a new 

multidisciplinary team (MDT) meeting, coalition or task force. 

Specialists’ views 

about community 

successes: 

“We have seen an 

improvement in 

coordination among 

community partners as 

well as a decrease in the 

level of resentment and 

lack of understanding 

between them.” 

“This quarter has seen 

positive movement in 

making more 

connections; spreading 

the word about the 

Initiative; and getting 

agreement from more 

stakeholders (that) 

meeting the needs of 

(this population) is a 

community priority.” 

“We continue to have 

great success with our 

MDT and our cross-

systems training 

collaborative.” 

“I can comfortably say 

that communication 

between systems has 

improved greatly since 

the beginning of this 

Initiative. I think the MDT 

contributes (to this 

improvement because) it 

allows people to meet 

and create connections 

within siloed systems.” 

2
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Community Partner Involvement in Planning and Coordination 

The graph below shows changes in community partner involvement as reported by Specialists over a 
period of nine months. For the Initiative to be successful, the involvement of a wide array of 
community partners is required. Between the first and third quarters, home care/home health care 
agencies became significantly more involved, and there were notable gains in the involvement of 
hospitals, primary care clinics, and local law enforcement, although these gains did not attain 
statistical significance. At the same time, small declines (not statistically significant) in the level of 
involvement were reported for some partner types (e.g., for Centers for Independent Living and 
advocates/consumers/families). It also should be noted that low involvement may indicate the lack of 
presence of some types of partners in some counties/regions. 

Complex Case Consultation 

Between the first and third quarters, Specialists participated in a total of 870 unplanned and 731 
regularly scheduled consultations. Reported success of unplanned consultations improved between 
first and third quarters. Reported success for regularly scheduled consultations improved slightly 
between first and third quarters, albeit with a notable decline during second quarter (see graph below; 
average scores weighted by number of consultations reported). 
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Workforce Development/Community Education 

Specialists conduct workforce development trainings and community events on a variety of behavioral 
health topics related to older adults and people with disabilities. During the January to March 2017 
quarter, Specialists conducted a total of 104 workforce development training and community events, 
and reached at least 2,547 training participants. Since July 2016, Specialists have conducted 273 
trainings, and have reached at least 7,021 training participants across Oregon. The graphs below 
show the types of training participants and the training topics delivered over the three quarters. 
Trainings that covered multiple topics or were delivered to multiple types of audiences were counted 
more than once. 
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Statewide Challenges 

Communities face many similar challenges to improving the behavioral 
health system for this population, although each community has a unique 
set of strengths and weaknesses. Overall, three challenges became 
significantly less prevalent over the nine-month period covered by this 
report, including the lack of affordable housing, the lack of providers with 
the credentials required to get reimbursed for providing behavioral health 
services, and the lack of transportation. Declines were reported for other 
challenges as well, although these did not attain statistical significance. 
One challenge, that services are present but wait list is full or would take 
too long, actually worsened, although this change was not statistically 
significant. 

Opportunities for More Local Efforts 

Specialists identified areas where the least amount of progress had been 
made. These areas may provide opportunities for improvement moving 
forward. 

 Reach out to community partners such as Centers for Independent
Living, tribal organizations, and faith communities.

 Encourage stakeholders to make meeting needs of this population
a community priority.

 Ensure that consumers are well represented at community partner
meetings.

 Reduce barriers to workforce development, especially time away
from work and scheduling problems.

 Increase attendance at trainings to reach the critical mass needed
to improve services.

 Encourage providers and organizations to accept Medicare
reimbursement for this population and to obtain/grant waivers to
existing eligibility criteria to expand access to services

Please email Portland State University Project Manager, Allyson Stodola, at 
astodola@pdx.edu, to request a more in-depth report of the data analysis.  

Specialists’ views 

about statewide 

challenges: 

“Rural areas struggle the 

most regarding 

development and 

availability of services, 

particularly behavioral 

health services covered 

by Medicare. Recruitment 

of qualified professionals, 

as well as gaps in funding, 

appears to contribute to 

the lack of services 

available in rural areas.”   

“When problems remain 

unresolved it is often due 

to a lack of services in the 

area. Several of these 

complex case 

consultations require 

services that are either 

difficult to access or 

missing from the county.” 

“Historically, we do a bad 

job at including the 

consumer in the 

conversations about their 

care. The good news is 

our Older Adult Peer 

Support Specialist is 

attending these meetings 

and can act as a peer 

advocate for the 

discussed clients.” 

“Many providers will not 

accept Medicare only. 

Many providers/agencies 

still have criteria that 

exclude many people. For 

example, anyone who has 

a diagnosis or symptoms 

of dementia/memory loss 

will typically be excluded 

from many services. 

Providers claim that they 

do not serve people will 

these types of 

illness/behaviors. Or they 

refer them to another 

agency that will typically 

say the same thing.” A56
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Appendix E 

Behavioral Health Initiative     

for Older Adults and People with Disabilities 

Stakeholder Survey Data Summary 

This report is based on survey data collected by the Institute on Aging at Portland State University 

during February and March 2017. The questionnaire was sent to 700 stakeholders identified by 

Specialists,1 Institute on Aging staff, and the Oregon Health Authority/Department of Human Services 

Older Adult/People with Disabilities Behavioral Health Advisory Council. Overall, 234 stakeholders (33 

percent) responded to the survey. This report highlights stakeholders’ opinions about the current 

behavioral health system for older adults and people with disabilities who have behavioral health needs. 

Survey Respondents 

Respondents reflected the diversity in Oregon in terms of 

geography, position and organization type. The map on the left 

shows the percentage of respondents from each region. The 

graphs below show the percentage of stakeholders by position 

(left) and type of organization (right). The largest share of 

respondents were agency middle managers, program managers, 

and clinical directors. The majority of stakeholders were from 

aging and disabilities services and behavioral health services.  

1 We refer to Older Adult Behavioral Health Specialists (OABHS) as Specialists in this report. 
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Planning and Coordination

Highlights from stakeholders’ perceptions of planning and 

coordination activities: 

 Most stakeholders (81%) participated at least occasionally in

discussions or meetings about the planning and coordination of

behavioral health services.

 Thirty-seven percent of stakeholders reported that old resentments

between agencies get in the way of progress.

 Fifty-three percent of stakeholders reported that the Initiative is a priority

for their organization.

 Most stakeholders who attended planning/coordination meetings agreed

that participants are committed (86%), agencies are more

knowledgeable about each other (72%), and there is agreement on gaps

in services (71%).

o In contrast, only about one quarter agreed that advocates,

consumers, and families are well represented in these meetings

and discussions.

There were two statistically significant differences in rural and urban 

stakeholders’ perceptions of planning and coordination activities. 

Urban2 stakeholders were more likely to report that: 

 There is agreement on what the gaps in behavioral health services for

this population in their community.

Rural/frontier stakeholders were more likely to report that: 

 Old resentments between agencies get in the way of progress.

2 In Oregon, nineteen percent of the population live in urban areas, based on the U.S. Census definition. We consider counties in 
which more than 20 percent of the population live in rural areas as rural/frontier. This definition closely aligns with the definition 
used by the Oregon Office of Rural Health. We estimate statistically significant differences noted in this report based on two-sample 
t-tests assuming unequal variances and the Welch approximation or Fisher’s exact test, depending on the type of comparison. 

Stakeholders’ views 

about community 

successes: 

“Having an older adult 

behavioral health specialist 

available to consult with 

has been immensely 

helpful for my staff and our 

community partners. It has 

been great to have 

someone that is able to 

effectively navigate both 

the behavioral health and 

the aging/disability side of 

services.” 

“I think the increase in 

trainings has been 

extremely helpful to not 

only to provide more 

information but to also get 

everyone in the same room 

to talk and meet each 

other.” 

“Our older adult behavioral 

health specialists have 

done a tremendous job in 

the past two years bringing 

community partners 

together for education and 

collaboration.  

“Having the OABH staff in 

place to call and help triage 

issues and direct us to the 

right people/services.” 

“Complex case 

consultations have brought 

systems together and 

helped resolve issues for 

individuals in this 

community.” 
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Complex Case Consultation

Highlights from stakeholders’ perceptions of complex case consultation meetings: 

Thirty-nine percent of stakeholders reported they had participated in a complex case consultation 

(CCC) that included a Specialist since June of 2015. Most CCCs were unplanned or in the form of 

Multidisciplinary Team Meetings (MDT). 

 Urban stakeholders were more likely to

say that they had participated in a CCC

compared to rural/frontier stakeholders.

 Stakeholders from aging and disabilities

services and health services were more

likely to have participated in a CCC that

involved a Specialist compared to

stakeholders from long-term services

and supports and other community

partners (see graph to the right).

 Forty-six percent of stakeholders

considered these CCCs pretty or very

successful, while another 40 percent

indicated that while some problems

were resolved many remained unresolved.

Workforce Development and Community Education 

Specialists reported conducting 273 training events between July 2016 and March 2017 that reached 

at least 7,021 participants. Training content included topics such as healthy aging, hoarding, and 

anxiety. Participants ranged from behavioral health and aging and disabilities services staff to 

community members. Sixty-two percent of stakeholders reported having attended in-service or training 

events related to this population. Urban and rural/frontier stakeholders were equally likely to report 

having attended trainings. 

Highlights from stakeholders’ perceptions of trainings: 

 The training topics were genuinely interesting.

 Trainings had good attendance.

 Stakeholders have been applying the information they received to their work with older adults

and those with physical disabilities who have behavioral health needs.

 They have left with new information about how to screen, assess and treat older adults and

people with physical disabilities who have behavioral health needs.

 They have a better understanding about how to work with other disciplines/organizations to

improve behavioral health services for older adults and/or adults with physical disabilities.
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Barriers to Improving Consumer Outcomes 

Stakeholders were asked to rate a list of challenges in serving older adults 

and people with physical disabilities who have behavioral health needs. 

Lack of affordable housing was the barrier identified most often (95%), 

followed by the lack of programs specific to this population (80%). Overall, 

barriers related to affordability and service availability were found to be 

problematic by a larger share of stakeholders compared to barriers 

concerning provider availability and coordination3. One goal of the Initiative 

is to reduce these barriers to improving outcomes. 

Compared to rural/frontier stakeholders, urban stakeholders were more 

likely to report as barriers the lack of affordable housing and lack of 

credentialed providers willing to accept Medicare reimbursement for 

behavioral health services. In contrast, rural/frontier stakeholders were 

more likely to report distance to services as a barrier to improving 

outcomes. 

3 Although the list of barriers is organized into five broad categories here, we acknowledge that some barriers such 
“affordable housing” and “programs for the population” can be viewed as belonging to multiple categories. 

Stakeholders’ views 

about community 

challenges: 
“Access to care in terms 

of affordability...I believe 

the Medicare population, 

particularly the non-dual 

eligible population, has 

effectively been ignored in 

terms of their being able 

to access affordable 

mental health care.” 

“Lack of understanding of 

how to work with adults 

with mental health and 

physical health issues and 

how those two things 

effect each other.” 

“Accessing mental health 

and addictions services 

for people with a physical 

disability.” 

“Professionals willing/able 

to provide services in a 

way that works for older 

adults and people with 

physical disabilities (i.e., 

outreach vs. outpatient 

clinic services), and 

effective collaboration 

between systems and 

organizations providing 

support.” 

“Lack of access to mental 

health counseling and 

substance abuse detox 

and treatment options that 

are evidence-based and 

effective with older adults, 

including both Medicaid 

and Medicare 

beneficiaries.” 

“The access to services 

[is] limited in rural Oregon 

and 'shipping people out' 

is the first line of defense 

often, which is disruptive 

to routines and familiarity 

(complicating the BH dx).” 

A60Appendix E. Stakeholder Survey Data Summary



Underserved Subpopulations 

Stakeholders were asked to what extent 
behavioral health services were being provided to 
nine subgroups of older adults and people with 
physical disabilities who have behavioral health 
needs. Less than one-third indicated populations 
were served to a fair or great extent. From the 
stakeholders’ point of view, veterans and those 
with addictions and/or chemical dependencies 
were most likely to be provided behavioral health 
services. In contrast, those at risk due to isolation 
and cultural minority populations such as ethnic 
minorities and LGBT individuals were least likely 
to receive behavioral health services. 
 

 

 

Desired Consumer Outcomes 

 
The figure on the right displays the consumer 
outcomes that represent the Initiative’s long-term 
goals. Stakeholders rated the extent to which 
progress has been made since June 2015 to 
achieve these outcomes in their communities. 
 
The data show that the most progress has  been 
made with respect to: 
 

 Complex case consultations resulting in 
more successful outcomes. 

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

The least progress has been made in: 

 Providing timely access to services such as 
housing or transportation for this population. 

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

Over the past two years, considerable effort has been made to improve behavioral health services for 
older adults and adults with physical disabilities who have behavioral health needs in Oregon. 
Stakeholders have become actively engaged in this work and have made important gains in 
addressing gaps in services related to planning and coordination, addressing complex needs, 
developing a more knowledgeable workforce, and raising community awareness. Significant 
challenges remain, however, which will require sustained efforts at the state, regional, and local levels 
if the Initiative’s goals are to be attained.   
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