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Behavioral Health Initiative for Older Adults  

and People with Disabilities 

Executive Summary  

Stakeholder Survey Findings, 2017-19 

 

Background. Oregon’s Behavioral Health Initiative for Older Adults and People with 

Disabilities is aimed at building communities’ capacities to meet the needs of older 

adults and people with disabilities who have behavioral health issues. A total of 24 

Behavioral Health Specialists located around the state are charged with engaging 

community stakeholders in order to coordinate services and identify gaps in services. A 

team of researchers from Portland State University’s Institute on Aging is contracted by 

the Oregon Health Authority (OHA) to evaluate progress in achieving the goals of the 

Initiative, with one component involving conducting an online survey of stakeholders.  

Sample. Stakeholders were identified by the Specialists, the OHA Project Director, 

members of the Advisory Council, and the PSU team and included administrators, 

managers, direct service and primary care providers, and lay persons or advocates. A 

total of 2,036 stakeholders were identified, with questionnaires successfully sent out to 

1,784 (some emails “bounced back”); among those, 456 stakeholders responded, for a 

response rate of 26 percent. The sample for the 2019 survey was again expanded, and 

this may have affected the results, with a larger number of those surveyed likely being 

more tangentially involved in and perhaps less knowledgeable about the Initiative. 

Analyses. Descriptive statistics were used to summarize the data from 2019. To 

describe changes in the survey results over the three years in which the survey was 

conducted, two samples were used: a cross-sectional sample composed of the 

responding stakeholders in each year and a longitudinal (matched) sample composed 

of stakeholders who responded in at least two of the three years. Statistically significant 

changes found using one sample (either the cross-sectional or the longitudinal), are 

reported as providing “some evidence” for change, while such changes found using 

both samples are reported as “strong evidence.” Several factors should be considered 

in interpreting the findings, including changes in the sample of stakeholders have 

occurred each year, and this year’s sample was markedly larger than those of the 

previous two years. Some respondents in 2019 may have had less direct knowledge of 

the Initiative than in previous years. Also, the Specialists have worked diligently to raise 

awareness of the behavioral health needs of older adults and people with disabilities, 

resulting in greater awareness of the gaps in services. Also affecting the progress of the 

Initiative is the turnover in Specialists that has occurred, which can stall advancements. 

Another factor is that initiatives tend to fade from view over time; they must compete 
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with other policy issues that may be prioritized. Similarly, local dynamics can stymie 

progress toward achieving goals. Major challenges for the Behavioral Health Initiative 

for Older Adults and People with Physical Disabilities is to keep the issues of these 

populations front and center locally and at the state level, to continue to advocate for 

collaboration and coordination of services, to provide relevant workforce development 

training, and thereby enhance the capacity of local communities to address the 

behavioral health needs of older adults and people with disabilities.   

Findings. Overall, the findings from the 2019 survey revealed several positive results. 

There was general agreement that: 

 Gaps in services have been identified. About three-quarters of stakeholders agreed 

or strongly agreed that community partners who attend collaborative discussions or 

meetings have agreed on the gaps in behavioral health services for older adults and 

adults with physical disabilities in their communities. 

 Participants remain committed to improving behavioral health services. Participants 

in joint discussions or meetings were seen as very committed to improving 

behavioral health services for older adults and adults with physical disabilities, with 

86 percent of stakeholders agreeing or strongly agreeing with this statement. 

 There was support for trainings, incorporating knowledge learned into work, and 

sharing information with co-workers. Administrators and managers reported being 

supportive in these areas, and stakeholders, including administrators and managers, 

held a favorable view in terms of support received from their agencies.   

Continuing challenges were reported. Specifically: 

 The complex case consultations that stakeholders attended were seen as having 

had only some success in resolving the problems or concerns about the care or 

treatment plan for the older adult or adult with physical disabilities. (Other data from 

the evaluation revealed that this is due largely to structural issues, including the lack 

of needed services and restrictive eligibility issues, as well as consumer refusals of 

services.)  

 The lack of affordable housing was agreed to be a challenge by 95% of 

respondents, followed by a lack of behavioral health services in long-term care 

(83%). 

With respect to statistically significant changes over time in the indicators, there were 

relatively few changes in the majority of the indicators. There was strong evidence of 

change with respect to only one indicator: there was less agreement that “the Initiative 

was a priority for their organization” in 2019 compared to 2018, and there was some 

evidence of less agreement than 2017. This may be due to the inclusion of a greater 

number of stakeholders representing more and different organizations than in 2017 and 

2018. 

There was, however, some evidence of improvement with respect to several 

indicators. 
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Collaboration and coordination: 

 There was less agreement in 2019 than in 2018 that “Stakeholders had several 

other projects that were competing for their time and attention”. 

 There was greater agreement that “Community partners who attended these 

[coordination and collaboration] discussions or meetings have agreed on what their 

priorities should be for addressing the gaps in behavioral health services for older 

adults and adults with physical disabilities” between 2017 and 2019. 

Challenges:  

 “Distance to services” was reported as being less of a challenge in 2019 compared 

to 2017.  

 “Lack of prevention or wellness services” was seen as less of a challenge in 2019 

than in 2017.  

 “Poor communication among relevant agencies and/or organizations” was reported 

as being less of a challenge in 2019 than in 2018.  

Training:  

 There was some evidence of improvement in training attendance, with 74% of 
stakeholders reporting having attended an in-service or training event related to 
behavioral health and older adults or adults with physical disabilities, compared to 
62% in 2017. Among those who had not attended such a training, the most common 
reasons given were lack of awareness of trainings and lack of time.  

 Relevance of training improved: “Topics not being relevant to the stakeholder’s 

work” diminished as a reason for not attending training events. 

 

At the same time, there was some evidence of worsening over time in some of 

the indicators. 

Collaboration and coordination:  

 “Old resentments between agencies get in the way of progress toward achieving the 

goals of the Initiative” worsened between 2017 and 2019, although it is important to 

note that there was no significant change since 2018. Most of the increase in 

agreement that this is a problem occurred between 2017 and 2018. 

 Attendance in collaborative meetings changed significantly: 

- No participation (from 18% in 2017 to 25% in 2018 to 31% in 2019) 

- Sporadic participation (from 43% in 2017 to 32% in 2018 to 45% in 2019) 

- Regular participation (from 38% in 2017 to 43% in 2018 to 34% in 2019) 

Training: 

 A larger share of stakeholders in 2019 who did not attend any trainings reported the 

expense of trainings as a reason for non-attendance. Since there is no cost for the 

trainings provided by the Specialists, this result is likely due to stakeholders 
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reporting on trainings in general, not just those provided by the Specialists, or due to 

costs associated with travel or time lost from work.   

 There was a slight decline in agreement that respondents were “provided 

opportunities to discuss or explore practice changes based on the trainings” 

between 2018 and 2019. At the same time, however, there was a decline in 

disagreement (the result of a bimodal distribution of the responses).  

Services for Subgroups of Older Adults and People with Physical Disabilities: 

There were declines in agreement that behavioral health services were being provided 

to two subgroups of older adults and people with physical disabilities since 2018:  

 those who were living in memory care units” and 

 those who were at risk of behavioral health issues due to isolation.”  

The item concerning memory care units is misleading; residents of memory care units 

are not the target of behavioral health services; rather, it is the staff who are the target 

for training. With respect to the finding concerning less agreement that behavioral health 

services were being provided for those who are isolated, greater awareness of the 

extent and effects of social isolation, due to more attention in the media and Specialists’ 

efforts to raise awareness, likely contributed to this result.  

Outcomes: 

It should be noted that improvements in the desired outcomes for this Initiative will 

require system-level changes at the state or national level and will take time. Also, some 

desired outcomes are beyond those which the Specialists can accomplish within the 

scope of their authority. In fact, again possibly due to the expanded sample in 2019, 

there was some evidence that several desired outcomes worsened over time. In 

particular, there was less agreement that older adults and people with physical 

disabilities who have behavioral health needs: 

o “were recognized as priority populations in their community.” 

o “were now more likely to have timely access to the full range of services they 

need (such as housing, medication management, transportation).” 

o “were now more likely to have access to community-based behavioral health 

programs or services that have demonstrated their effectiveness.” 

o “were more likely to receive help from direct service and/or primary care 

providers with the requisite knowledge and skills.”  

 

In addition, there was less agreement on the outcomes that: 

 “Evictions of older adults and people with physical disabilities who have behavioral 

health needs from community-based long-term care facilities, nursing homes or 

public housing have been reduced” and that 

  “Community partners were more successful in resolving complex cases.” 
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Conclusion. In summary, many challenges remain with respect to successfully 

addressing the behavioral health needs of older adults and people with disabilities in 

Oregon, with the lack of affordable housing and insufficient behavioral health services 

being paramount. There was no significant change in most of the indicators, although 

there was some evidence of improvement and some worsening in a few indicators. The 

declines in some outcome indicators may well be related to the findings of less 

agreement about the Initiative being a priority and a decrease in stakeholders’ regular 

participation in collaborative meetings. These findings demonstrate a need for system-

level changes, the majority of which cannot be addressed by individual Specialists. 

Moreover, positive changes in the desired outcomes are likely to require considerably 

more time to realize than the few years of the Initiative’s existence. That said, additional 

resources devoted to promoting trainings would be helpful, as would encouraging 

training participants to share training information with the coworkers. Memoranda of 

understanding between service delivery agencies would be helpful with respect to 

information sharing and collaboration and reducing restrictive eligibility requirements.  

Several factors should be considered in interpreting the findings. Changes in the sample 

of stakeholders have occurred each year, and this year’s sample was markedly larger 

than those of the previous two years. Some respondents in 2019 may have had less 

direct knowledge of the Initiative than in previous years. Also, the Specialists have 

worked diligently to raise awareness of the behavioral health needs of older adults and 

people with disabilities, resulting in greater awareness of the gaps in services. Also 

affecting the progress of the Initiative is the turnover in Specialists that has occurred, 

which can stall advancements. Another factor is that initiatives tend to fade from view 

over time; they must compete with other policy issues that may be prioritized. Similarly, 

local dynamics can stymie progress toward achieving goals. Major challenges for the 

Behavioral Health Initiative for Older Adults and People with Physical Disabilities is to 

keep the issues of these populations front and center locally and at the state level, to 

continue to advocate for collaboration and coordination of services, to provide relevant 

workforce development training, and thereby enhance the capacity of local communities 

to address the behavioral health needs of older adults and people with disabilities.   
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Behavioral Health Initiative for Older Adults and  

People with Disabilities 

Stakeholder Survey Data Report, 2017-19 

 
Introduction 

This report provides a detailed analysis of Stakeholder Survey data collected in the 

winter of 2019 and compares this year’s results to data collected in 2017 and 2018. 

These data were collected using an online questionnaire administered between January 

and March in each of these years to learn stakeholders’ opinions about what is working 

well and what is not working with respect to coordination and collaboration of services, 

availability of and access to services, knowledge and skills of direct service staff, and 

use of evidence-based best practices. The findings reported here are intended and 

expected to contribute to a better understanding of the capacity of communities and/or 

the state of Oregon to meet the needs of older adults and people with physical 

disabilities and to help provide direction to Behavioral Health Specialists (Specialists) 

and the Oregon Health Authority (OHA) in making the Initiative successful. 

Survey Instrument 

The questionnaire was originally developed by the PSU team in 2017 with guidance and 

input from the OHA Older Adult Behavioral Health Director and the Specialists. It 

contains many items that are also included in the quarterly reports that are completed 

by the Specialists. To ensure comparability over time, only a few changes were made in 

the questionnaire’s structure, question wording, and response categories. 

Changes from 2018 onward: 

 In 2017, the word “planning” was used in several items. In 2018, we replaced 

“planning” with “collaboration” to emphasize the shift in the Initiative’s activities. 

 For two questions in 2017, the “don’t know” response option was inadvertently 

counted as a missing response in the survey software, Qualtrics. Therefore, it is 

not possible to differentiate between “don’t know” and missing responses for 

these questions in 2017 and compare the responses to data from 2018 and 

2019. When applicable, we excluded the “don’t know” responses and presented 

the valid response sets for all three years. 

Changes starting with 2019: 

 We added a question about support from the stakeholder’s organization for the 

stakeholder to participate in the Initiative. 
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 Rather than referring simply to “the Initiative,” we used the Initiative’s full title, 

“Behavioral Health Initiative for Older Adults and People with Disabilities,” in 

statements. 

 For the question asking about the extent to which various groups of older adults 

and people with physical disabilities are being provided behavioral health 

services, we specified additional groups. 

o Rather than “cultural minority populations (e.g., ethnic, LGBT),” we listed 

“ethnic minority populations” and “LGBTQ+ populations” separately. 

o We added “those with serious mental illness” and “those with dementia 

with behavioral symptoms.” 

Sample 

Cross-sectional data. Most of the sample was provided to the PSU team by the 

Specialists, who were asked to identify decision makers or people who are influential 

with decision makers as stakeholders in their communities. We asked the Specialists to 

provide contact information for administrators/executive directors, middle managers, 

program managers, clinical directors, direct service and primary care providers, and 

layperson/advocates in the following: aging and disability services, behavioral health 

services, center for independent living, veterans services, primary care clinic, 

hospital/emergency department, area coordinated care organization, local law 

enforcement, EMT or similar emergency responder, tribal organization, advocacy 

organization/consumer/family member, home care/home health care, residential care 

(e.g., adult foster care, assisted living), faith community, elected government official, 

other community partner. 

The PSU team provided the Specialists with the list of stakeholders they or the previous 

Specialist in their area had provided for the 2018 stakeholder survey, with instructions to 

add new stakeholders and remove stakeholders who are no longer associated with the 

Initiative. Their lists were supplemented with stakeholder names and email addresses 

provided by the BHI Director, Advisory Council members, and searches by the PSU 

team through agency listings to ensure similarity in coverage across different 

communities. 

Most of the stakeholder contacts provided by the Specialists came directly from the 

Behavioral Health Specialists (1,287). The second largest source of stakeholder 

contacts (533) came from professionals who attended trainings conducted, hosted, or 

sponsored by a Behavioral Health Specialists and indicated in their online training 

evaluation survey that they would like to receive the stakeholder survey. Other 

stakeholders added by the PSU team included county commissioners (117), selected 

staff from district senior centers across Oregon (27), Area Agency on Aging directors 

(18), and the Older Adults and Persons with Disabilities Advisory Committee members 

(27). These numbers represent the sample before duplicate contacts were removed 

from the database. 
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Table 1.1 (Appendix) shows the sample disposition for each year. The final list for 2019 

included 2,036 stakeholders with email addresses. We used Qualtrics survey software 

to field the questionnaire. Overall, 1,784 questionnaires were successfully sent out 

(some emails “bounced back,” meaning that the intended recipients’ server did not 

accept them)1. Of these, 456 stakeholders responded to the questionnaire fully (385 

stakeholders, or 84 percent of the respondents) or partially (71 stakeholders, or 16 

percent of the respondents), for a response rate of 26 percent. This 2019 response rate 

was somewhat lower compared to previous years (36% in 2017 and 32% in 2018). The 

lower response rate may have occurred as a result of several issues. These included 

the greatly expanded list of stakeholders included in the 2019 sample (the sample size 

was 700 in 2017 and 1,348 in 2018), some of whom may not have perceived the 

relevance of the survey, respondent fatigue after having participated in one or both 

previous surveys, and technical issues related to delivery of the questionnaire. 

Longitudinal data. We constructed a matched sample using respondent emails. This 

sample includes respondents who replied to the questionnaire in at least two of the 

three years the survey was administered. By tracking the responses of the same 

subgroup of stakeholders, we could use this matched sample to draw conclusions about 

change over time. 

Table 1.2 (Appendix) shows the response patterns of all respondents. A total of 840 

stakeholders responded to the survey at least once. Of these, 641 (76%) responded to 

the questionnaire in one year only, 161 stakeholders (19%) responded in two years, and 

38 stakeholders (5%) responded in all three years. Thus the matched longitudinal 

sample included 199 stakeholders. 

Statistical Analyses 

Analytic Plan. Similar to previous years’ reports, we report counts, percentages, means 

and standard deviations where applicable. We use cross-tabulations and Pearson’s chi-

squared test of independence to explore changes in response patterns to the questions 

across the three years of the survey. Since the chi-squared test is not informative about 

the direction of change (“positive” or “negative”), the percentage distributions should be 

compared across years to make this determination, if this test is statistically significant 

at p < .05. Where applicable, we report results from ordinary least squares (OLS) 

regression models, with year as a categorical independent variable. These models are 

used to examine whether there is a statistically significant change in average response 

across years in the cross-sectional data. To analyze the data from the longitudinal 

sample, we use fixed-effects models. This modeling strategy allow us to examine 

whether, on average, responses by the same group of individuals to the same questions 

changed over time. 

                                                 
1 Due to restrictive firewall settings of some survey recipients, we cannot guarantee that each individual in 
the sample received the electronic survey in their inbox.  
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Strength of Evidence. As discussed above, we utilized multiple statistical tests to 

measure change or stability over time (Pearson’s chi-squared test of independence and 

OLS regression for the cross-sectional sample, and fixed-effects models for the 

longitudinal sample). We report “no change” if none of these tests indicate a statistically 

significant (p < .05) result. We report a change having “some” evidence if only one of 

the samples (cross-sectional or longitudinal) provide evidence for a significant change. 

We report a significant change having “strong” evidence if both samples show a 

statistically significant change over time. We use a summary table next to each indicator 

to report evidence where applicable. Detailed results (means, percentages, and p-

values) can be found in the Appendix. 

Data Limitations 

The cross-sectional samples across the three years of the survey were not similar in 

terms of the position of stakeholders and geographical representation. Specialists could 

include however many stakeholders they wished and whomever they wished, and there 

was considerable variability in the numbers of stakeholders provided by the Specialists. 

The sample for the 2019 survey was greatly expanded, and this may have affected the 

results, with a larger number of those surveyed likely being more tangentially involved in 

and perhaps less knowledgeable about the Initiative. This leads us to advise caution in 

the use of the cross-sectional analyses of change in response patterns over time. At the 

same time, although the longitudinal (matched) sample does allow us to compare 

responses of the same group of individuals over time, this subsample is smaller and 

may be subject to selection bias – that is, respondents who opted to respond to our 

questionnaire for two or more years may be systematically different compared to their 

counterparts in the cross-sectional sample in each year. For example, since we 

generally used potential respondents’ work emails to recruit participants, people who 

responded in multiple years are more likely to be those who have stayed with their 

current organization over a longer period of time (e.g., have lower turnover/higher 

tenure). Also, the repeat responders may be more involved in the Initiative and/or care 

more about it. Finally, because we could match individuals over time only via their 

emails, there may be respondents who actually replied to our questionnaire in multiple 

years but because their email address changed, we could not match their records. 
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Results 

In this section we report the findings from the 2019 survey and compare them, where 

appropriate, to those of the 2018 and 2017 surveys. Detailed results are provided in 

tables presented in the Appendix. Please note that the tables are numbered according 

to the order of the questions in the survey, yet the narrative below orders the findings 

differently. 

In the narrative below, we have described the results for 2019 and then compared them 

with those for 2017 and 2018. For ease of interpretation of the strength of evidence for 

change over time, we have we provided a summary table only when there is either 

some evidence or strong evidence of change in a given indicator. The arrows show the 

direction of change for the average value of the indicator, and not the improvement or 

worsening in the indicator. Upward or downward change can indicate improvement or 

worsening depending on the wording of each indicator. As such, summary tables should 

be used in light of the wording of each indicator, which is provided in the text. Horizontal 

arrows indicate no significant change between two years (i.e., 2017-2018, 2018-2019, 

or 2017-2019). There are two rows of arrows, one for each sample (cross-sectional and 

longitudinal). 

Stakeholder Characteristics 

Type of group/organization. About 44% of stakeholders who responded to the survey 

in 2019 were working at aging services or behavioral health organizations (Table 2.1). 

Other categories represented among respondents included primary care providers 

(7%), those working at coordinated care organizations (4%), advocacy 

organization/consumer/family members (4%), and stakeholders who worked at 

residential care (4%). There was no significant change over time in terms of type of 

group or organization to which stakeholders belonged in the cross-sectional sample. 

Position. The largest group of stakeholders in 2019 was composed of direct care and 

primary care providers (37%), followed by middle/program managers and clinical 

directors (30%), laypersons and advocates (17%), and administrators and executive 

directors (18%) (Table 2). According to cross-sectional data, there was a statistically 

significant difference over time in terms of the distribution of stakeholder positions. The 

2018 and 2019 samples were more likely to include laypersons and advocates and less 

likely to include middle/program managers and clinical directors. 

County. Twenty-three percent of stakeholders in 2019 reported working, volunteering or 

advocating in multiple counties – a somewhat larger share compared to 2018 (18 

percent) but only slightly larger than in 2017 (21 percent) (Table 3). Similar to previous 

years, the largest group of stakeholders (26 percent) worked in the Portland Metro area 

(16 percent in Multnomah County, 7 percent in Washington County, and 3 percent in 

Clackamas County). Across the three years of the survey, some counties experienced 

an increase (Coos, Douglas, and Multnomah) and other counties experienced a 
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decrease (Lane and Yamhill) in terms of share of respondents in the cross-sectional 

sample. 

Sociodemographic and Work-related Characteristics. In 2019, five questions 

concerning more sociodemographic and work-related characteristics (i.e., gender, age, 

education, job tenure, and work/service area) were added as optional questions at the 

end of the survey. It should be noted that for most of these questions, 72 to 74 

stakeholders (about 16% of the 456 total respondents) opted not to answer these 

questions, except for job tenure, when over half of respondents (234) chose not to 

answer. 

Gender. The majority of respondents were women (306 of 456); 72 were men, 2 

were non-binary, 1 was questioning, and 1 selected “other” (Table 16). 

Age. This was a primarily middle-aged and older sample, with 100 respondents 

aged 55-64, 94 aged 45-54, 78 aged 35-44, 53 aged 65-74, 44 aged 25-34, 10 aged 75-

84, 2 aged 85+ and 2 aged 18-24 (Table 17). 

Education. Respondents in 2019 were an educated group, with 23 of the 456 

holding a doctorate, 173 having a Master’s or Professional degree, 109 a four-year 

degree, 29 a two-year degree, 40 some college, and 10 a high school diploma (Table 

18). 

Job tenure. To measure job tenure, we asked stakeholders how long they had 

been working continuously at their main job for their current employer. Among the just 

under half of respondents who responded to this question (n=222), there was 

considerably high job tenure. Only 41 respondents had been in their position for two 

years, with 73 in the position from two to just under four years, 63 from four to just under 

eight years, and 45 for eight years of more. Average tenure was 5 years and 5 months 

(analysis not shown). Because of the extent of missing data for this item, however, this 

finding should be interpreted with caution (Table 19). 

Work/service area. Those stakeholders who responded to this item (n=382) 

were fairly evenly divided between urban and rural work/service areas, with 185 defining 

their area as urban or mostly urban and 199 defining it as rural or mostly rural (8 

respondents reported this question was not applicable to them) (Table 20). 

Coordination and Collaboration 

Old resentments. Almost half (48%) of 

stakeholders in 2019 agreed or strongly 

agreed that old resentments between 

agencies get in the way of progress toward 

achieving the goals of the Initiative (Table 

4a). There was some evidence for an increase in perceptions that old resentments got 

in the way (thus the arrow points up) between 2017 and 2019, but there was no change 

since 2018 (i.e., most of the increase occurred between 2017 and 2018). 

 2017-
2018 

2018-
2019 

2017-
2019 

Cross-sectional    

Longitudinal    
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Competition for Time. A majority of 

stakeholders in 2019 (70%) agreed or 

strongly agreed that they had several other 

projects that were competing for their time 

and attention (Table 4b). There is some 

evidence that this indicator improved between 2018 and 2019. 

Organizational priority. Fifty-five percent of 

stakeholders in 2019 agreed or strongly 

agreed that the Initiative was a priority for 

their organization (Table 4c). There is strong 

evidence to suggest that this indicator 

worsened since 2018 and some evidence that it worsened since 2017. 

Organizational support. Fifty-seven percent of stakeholders agreed or strongly agreed 

that they received enough support from their organization to participate in the Initiative 

(Table 4d). This question was not asked in previous years so we could not report 

change over time. 

Collaborative meetings. The percentage of stakeholders who reported having 

participated regularly in discussions or meetings whose primary purpose was to talk 

about collaboration or coordination of services in their communities declined from 43 

percent in 2018 to 34 percent in 2019 (Table 5). The share of stakeholders who 

reported having never attended these meetings increased from 18 percent in 2017 to 31 

percent in 2019. There is some evidence to suggest that attendance in these meetings 

changed significantly (although the changes were statistically significant for the cross-

sectional sample, there was no change in attendance in these meetings over time 

among the longitudinal sample). 

Agreement on gaps. Seventy-three percent of stakeholders agreed or strongly agreed 

that community partners who attend these discussions or meetings have agreed on the 

gaps in behavioral health services for older adults and adults with physical disabilities in 

their communities (Table 6a). There was no significant change in this indicator over 

time. 

Agreement on priorities. Fifty-three 

percent of stakeholders agreed or strongly 

agreed that community partners who 

attended these discussions or meetings 

have agreed on what their priorities should 

be for addressing the gaps in behavioral health services for older adults and adults with 

physical disabilities (Table 6b). There was some evidence that this indicator improved 

between 2017 and 2019. 

 2017-
2018 

2018-
2019 

2017-
2019 

Cross-sectional    

Longitudinal    

 2017-
2018 

2018-
2019 

2017-
2019 

Cross-sectional    

Longitudinal    

 2017-
2018 

2018-
2019 

2017-
2019 

Cross-sectional    

Longitudinal    
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“The right people”. Almost half (45%) of 

stakeholders agreed or strongly agreed that the 

right people who can make changes in agency 

programs or services were  

 participating in these discussions or meetings (Table 6c). There was no significant 

change in this indicator over time. 

 Consumer representation. Only 35 percent of stakeholders agreed or strongly agreed 

that advocates, consumers or family members were well represented in these 

discussions or meetings (Table 6d). Although there was some evidence that this 

indicator improved between 2017 and 2018, there was no significant change in this 

indicator since 2018. 

Commitment to improvement. Participants in these discussions or meetings were 

very committed to improving behavioral health services for older adults and adults with 

physical disabilities, with 86 percent of stakeholders agreeing or strongly agreeing with 

this statement (Table 6e). There was no significant change in this indicator over time. 

Understanding how other organizations serve this population. Seventy-three 

percent of stakeholders reported that they had a better understanding of how other 

organizations in their community serve older adults and people with disabilities who 

have behavioral health needs (Table 6f). There was no significant change in this 

indicator over time. 

Relevant services agencies. Sixty-one percent of stakeholders agreed or strongly 

agreed that relevant services agencies were now more knowledgeable about each other 

and the role each plays in addressing the behavioral health needs of older adults and 

adults with physical disabilities (Table 6g). There was no significant change in this 

indicator over time. Similarly, 62 percent of stakeholders reported that relevant services 

agencies were coordinating and/or collaborating to better meet the behavioral health 

needs of this population (Table 6h). This indicator also did not change significantly over 

time. 

 

  

 2017-
2018 

2018-
2019 

2017-
2019 

Cross-sectional    

Longitudinal    
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Complex Case Consultations 

Participation in complex case consultations. The percentage of stakeholders who 

reported that they participated in any complex case consultations (CCCs) that included 

the Specialist remained fairly similar over time – 39 percent in 2017, 44 percent in 2018, 

and 42 percent in 2019 (Table 7). There was no significant change in this indicator over 

time in either sample. 

Nature of complex case consultations. When asked about the nature of complex 

case consultations that they attended, 45 percent of stakeholders reported that the 

majority of CCCs were unplanned, due to an urgent or crisis situation or the need to 

locate a resource for a client. The share of stakeholders who reported that the majority 

of CCCs were part of a regularly scheduled case review that involved staff only from 

their own agencies was 14 percent. Finally, the percentage of stakeholders who 

reported that the majority of the CCCs 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) remained the same, at 41 percent 

(Table 8). This indicator did not change significantly over time. 

Success in resolving problems or concerns. Few stakeholders (6%) perceived the 

CCCs to be very successful in resolving the problems or concerns about the care or 

treatment plan for the elder adult or adult with physical disabilities (i.e., few felt that 

almost all problems were addressed) (Table 9). Most stakeholders reported either that 

most problems were resolved but a few remained unresolved (38%) or that some 

problems were resolved but many remained unresolved (46%). Overall, there was no 

significant change in the success of CCCs in resolving the problems or concerns about 

the care or treatment plan for the older adults or adults with physical disabilities. 

Challenges 

Similar to previous years, we asked stakeholders about the extent to which a list of 16 

challenges were present in their communities – a list previously identified by the 

Specialists. 

Lack of affordable housing. Almost all stakeholders (95%) reported lack of affordable 

housing as a challenge present in their community to a fair or great extent (Table 10a). 

This indicator remained the most prevalent challenge across all three years of the 

survey. 

Restrictive eligibility criteria. Seventy-nine percent of stakeholders reported this 

challenge as present in their community to a fair or great extent (Table 10b). There was 

no significant change in the perceived prevalence of this challenge of restrictive 

eligibility criteria over time. 

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

services. Sixty-five percent of stakeholders found this challenge to be present in their 
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community to a fair or great extent (Table 10c). There was no significant change in the 

perceived prevalence of this challenge over time. 

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

behavioral health services. Sixty-four percent of stakeholders found this challenge to 

be present in their community to a fair or great extent (Table 10d). There was no 

significant change in the perceived prevalence of this challenge over time. 

Lack of credentialed providers willing to accept Medicare reimbursement for 

behavioral health services. Seventy-four percent of stakeholders found this challenge 

to be present in their community to a fair or great extent (Table 10e). There was no 

significant change in the perceived prevalence of this challenge over time. 

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

physical disabilities. Seventy-seven percent of stakeholders found this challenge to be 

present in their community to a fair or great extent (Table 10f). There was no significant 

change in the perceived prevalence of this challenge over time. 

Lack of primary care providers knowledgeable about behavioral health. Sixty-two 

percent of stakeholders found this challenge to be present in their community to a fair or 

great extent (Table 10g). There was no significant change in the perceived prevalence 

of this challenge over time. 

Lack of behavioral health services in long-term care settings. Eighty-three percent 

of stakeholders found this challenge to be present in their community to a fair or great 

extent (Table 10h). There was no significant change in the perceived prevalence of this 

challenge over time. 

Lack of integration of behavioral health services and primary care. Sixty-four 

percent of stakeholders found this challenge to be present in their community to a fair or 

great extent (Table 10i). There was no significant change in the perceived prevalence of 

this challenge over time. 

Distance to services. Fifty-six percent of 

stakeholders found this challenge to be 

present in their community to a fair or great 

extent (Table 10j). There is some evidence 

to suggest that this challenge lessened 

between 2017 and 2019, as revealed in the analysis of the longitudinal sample. 

Lack of transportation. Seventy percent of stakeholders found this challenge to be 

present in their community to a fair or great extent (Table 10k). There was no significant 

change in the perceived prevalence of this challenge over time. 

Lack of in-home services. Seventy-six percent of stakeholders found this challenge to 

be present in their community to a fair or great extent (Table 10l). There was no 

significant change in the perceived prevalence of this challenge over time. 

 2017-
2018 

2018-
2019 

2017-
2019 

Cross-sectional    

Longitudinal    
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Lack of prevention or wellness services. 

Fifty-five percent of stakeholders found this 

challenge to be present in their community 

to a fair or great extent (Table 10m). There 

is some evidence to suggest that this challenge has declined (thus the indicator has 

improved) between 2017 and 2019. 

Poor communication among relevant 

agencies and/or organizations. Fifty-four 

percent of stakeholders reported this 

challenge as present in their community to a 

fair or great extent (Table 10n). There is 

some evidence to suggest that this indicator has improved since 2018. 

Needed services (other than behavioral health) are not available. Fifty-four percent 

of stakeholders found this challenge as present in their community to fair or great extent 

(Table 10o). There was no significant change in the perceived prevalence of this 

challenge over time. 

Services are present, but wait list is full 

or would take too long. Sixty-six percent of 

stakeholders reported this challenge 

presenting in their community to a fair or 

great extent (Table 10p). There is some 

evidence that this challenge has become more prevalent (that is, the indicator has 

worsened) since 2018. 

Challenges reported by Stakeholders 

Survey participants responded to the open-ended question, 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? There 

were 340 open-ended comments provided by respondents, which were coded and 

categorized into 25 broad themes. Appendix 2 includes a table with a list of these 

themes with the number of responses per category. The full distribution of responses 

can also be found in Appendix 2. The most prevalent themes related to most 

challenging issue were lack of affordable housing (52), lack of general 

awareness/knowledge about issues and resources for population (24) and lack of 

resources/funding for services (22).  

Training 

Attendance in training events. Seventy-four percent of stakeholders reported that 

they had attended an in-service or training event related to behavioral health and older 

adults or behavioral health and adults with physical disabilities since June 2015 (Table 

11). There was a significant change in training attendance since 2017 (62%), but not 
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2018 (74%). This result may suggest that (a) the training events reached maximum 

coverage, (b) more efforts are needed to reach the rest of the population, and/or (c) the 

remaining quarter of the stakeholders do not need or desire any training. 

Reasons for not attending training events 

We asked stakeholders who reported not having attended any in-service or training 

events about why they did not attend and asked them to rate five possible reasons for 

not being able to attend an in-service or training event. Note that these questions were 

asked only in 2018 and 2019 to 93 (out of 353 or 26%) and 108 (out of 412 or 26%) 

responding stakeholders who reported that they did not attend any in-service or training 

event related to behavioral health and older adults or behavioral health and adults with 

physical disabilities, respectively (Table 11). 

Topics are not relevant to my work. Twenty-three 

percent of stakeholders who responded to this question 

agreed or strongly agreed that topics were not relevant to 

their work (Table 11a-1). There is some evidence that topics 

not being relevant to the stakeholder’s work has diminished as a reason for not 

attending training events. 

No training has been available in my community. Forty percent of 

stakeholders who responded to this question agreed or strongly agreed that no training 

had been available in their community (Table 11a-2). This indicator did not change over 

time. 

Training is too expensive. Thirty percent of 

stakeholders who responded to this question agreed or 

strongly agreed that training was too expensive (Table 11a-

3). There is some evidence to suggest that a larger share of 

stakeholders in 2019 who did not attend any trainings 

reported the expense of trainings as a reason for non-attendance. 

Not aware of trainings. Fifty-seven percent of stakeholders who responded to 

this question agreed or strongly agreed that they were not aware of trainings (Table 

11a-4). This indicator did not change over time. 

Not enough time. Forty-seven percent of stakeholders who responded to this 

question agreed or strongly agreed that there had not been enough time in their 

schedule to attend trainings (Table 11a-5). This indicator did not change over time. 

Perceived support for training. In 2018 and 2019, we asked agency administrators 

and managers about the support they gave to staff to attend in-service or training 

events (Tables 12a-1 through 12a-4). In both years, we also asked comparable 

questions to respondents about their agency’s support to attend in-service or training 

events (Tables 12b-1 through 12b-4). 

 2018-
2019 
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Made possible to attend training. Eighty-eight percent of administrators and 

managers agreed or strongly agreed that they made it possible for staff from their 

organization to attend an in-service or training event (Table 12a-1). Ninety percent of 

respondents to this question agreed or strongly agreed that their agency makes it 

possible for them to attend in-service or training events (Table 12b-1). There was no 

significant change in this indicator for either groups over time. 

Opportunities to share information gained from training with other staff. Eighty-

four percent of administrators and managers agreed or strongly agreed that they 

provide opportunities for staff who attend training to share information with other staff 

(Table 12a-2). A similar share of stakeholders who responded to this question (79%) 

agreed or strongly agreed that their agency provides opportunities for them to share 

information learned at training events with other staff (Table 12b-2). There was no 

significant change in this indicator for either groups over time. 

Opportunities to discuss or 

explore practice changes based 

on trainings. Eighty-four percent 

of administrators and managers 

agreed or strongly agreed that 

they provide opportunities for staff to discuss or explore practice changes based on the 

training (Table 12a-3). There was no significant change in this indicator. On the other 

hand, 72 percent of stakeholders, including staff, agreed or strongly agreed that their 

agency provides opportunities for them to discuss or explore practice changes based on 

the trainings (Table 12b-3). There was some evidence for a slight decline in agreement 

that respondents were provided opportunities to discuss or explore practice changes 

based on the trainings between 2018 and 2019. 

Opportunities to use the knowledge and skills gained from trainings in practice. 

Eighty-seven percent of administrators and managers agreed or strongly agreed that 

they provide opportunities for their staff to use the knowledge and skills gained from 

trainings in their practice (Table 12a-4). A similarly large majority of stakeholders who 

responded to this question (90%) agreed or strongly agreed that their agency is 

supportive of them using the knowledge and skills gained from trainings (Table 12b-4). 

There was no significant change in this indicator for either groups over time. 

Consumers Served 

Similar to 2017 and 2018, we asked stakeholders to what extent behavioral health 

services were being provided to various specific subgroups of older adults and people 

with physical disabilities. As with the last two years, a sizeable portion of stakeholders 

(between 18 to 39 percent) reported that they did not know (Table 14). Overall, among 

stakeholders who gave an assessment (i.e., did not respond “don’t know”) the top four 

groups with the largest share of responses for “not at all” and “not very much,” 

suggesting a lack of service availability for these groups, were older adults and people 

 Administrators 
and Managers 

All 
Respondents 

 2018-2019 2018-2019 
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with physical disabilities who were at risk of behavioral health issues due to isolation 

(65%), ethnic minority populations (62%), LGBTQ+ individuals (59%), and those living in 

memory care units (59%) (Tables 14a-14m). 

Those living in nursing homes. Only 13 percent of respondents reported that older 

adults and people with physical disabilities who were living in nursing homes were being 

provided behavioral health services to a fair or great extent (Table 14a). This indicator 

did not change significantly over time. 

Those living in assisted living communities. Only 15 percent of respondents 

reported that older adults and people with physical disabilities who were living in 

assisted living communities were being provided behavioral health services to a fair or 

great extent (Table 14b). This indicator did not change significantly over time. 

Those living in adult foster/care homes. 

Only 17 percent of respondents reported 

that older adults and people with physical 

disabilities who were living in adult foster or 

care homes were being provided behavioral 

health services to a fair or great extent (Table 14c). Although there was a slight decline 

in this indicator between 2017 and 2018, there was no significant change since 2018. 

Those living in memory care units. Only 12 percent of 

respondents reported that older adults and people with 

physical disabilities who were living in memory care units 

were being provided behavioral health services to a fair or 

great extent (Table 14d). There is some evidence to suggest 

that this indicator worsened slightly since 2018, the first year it was asked. 

Those living in independently. Only 20 percent of respondents reported that older 

adults and people with physical disabilities who were living independently were being 

provided behavioral health services to a fair or great extent (Table 14e). This indicator 

did not change significantly over time. 

Those living with early/mild behavioral health issues. Only 14 percent of 

respondents reported that older adults and people with physical disabilities who were 

living with early or mild behavioral health issues were being provided behavioral health 

services to a fair or great extent (Table 14f). This indicator did not change significantly 

over time. 

Those at risk of behavioral health issues 

due to isolation. Only 9 percent of 

respondents reported that older adults and 

people with physical disabilities who were at 

risk of behavioral health issues due to 

 2017-
2018 

2018-
2019 

2017-
2019 

Cross-sectional    

Longitudinal    

 2018-
2019 

Cross-sectional  

Longitudinal  

 2017-
2018 

2018-
2019 

2017-
2019 

Cross-sectional    

Longitudinal    



15 

 

isolation were being provided behavioral health services to a fair or great extent (Table 

14g). There is some evidence to suggest that this indicator worsened since 2018. 

Ethnic minority populations. Only 10 percent of respondents reported that older 

adults and people with physical disabilities who were part of ethnic minority populations 

were being provided behavioral health services to a fair or great extent (Table 14h). 

This question was not asked in previous years, so we could not report change over 

time. 

LGBTQ+ populations. Only 12 percent of respondents reported that older adults and 

people with physical disabilities who were part of LGBTQ+ populations were being 

provided behavioral health services to a fair or great extent (Table 14i). This question 

was not asked in previous years so we could not report change over time. 

Veterans. Only 29 percent of respondents reported that older adults and people with 

physical disabilities who were veterans were being provided behavioral health services 

to a fair or great extent (Table 14j). This indicator did not change significantly over time. 

Those with substance use disorders. Only 23 percent of respondents reported that 

older adults and people with physical disabilities with substance use disorders were 

being provided behavioral health services to a fair or great extent (Table 14k). This 

indicator did not change significantly over time. 

 

Consumer Outcomes 

To learn about stakeholders’ perceptions of consumer outcomes, we asked a series of 

questions about the extent to which progress has been made in the past year to 

improve services in their community for older adults and adults with physical disabilities 

with behavioral health needs. Similar to the previous two years, there was a significant 

number of “don’t know” responses, ranging from 13 to 50 percent (Table 15). These 

“don’t know” responses reflect the diverse nature of the respondents surveyed and their 

respective positions, as well as the lack of availability of outcome-specific data. 

Recognition as priority populations. Only 

25 percent of stakeholders reported that 

older adults and people with physical 

disabilities who have behavioral health 

needs were recognized as priority 

populations in their community to a fair or great extent (Table 15a). There is some 

evidence that this indicator worsened between 2017 and 2019. 

Timely access to services. Only 10 

percent of stakeholders reported that older 

adults and people with physical disabilities 

who have behavioral health needs were now 
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more likely to have timely access to the full range of services they need (such as 

housing, medication management, transportation) to a fair or great extent (Table 15b). 

There is some evidence that this indicator has worsened over time. 

Access to effective community-based 

programs or services. Only 11 percent of 

stakeholders reported that older adults and 

people with physical disabilities who have 

behavioral health needs were now more 

likely to have access to community-based behavioral health programs or services that 

have demonstrated their effectiveness to a fair or great extent (Table 15c). There is 

some evidence that this indicator has worsened over time. 

Access to information about mental health well-being promotion. Only 14 percent 

of stakeholders reported that older adults and people with physical disabilities who have 

behavioral health needs were now more likely to have information about ways to 

promote mental health well-being (such as social engagement and physical activities) to 

a fair or great extent (Table 15d). This indicator did not change significantly over time. 

Length of stay for emergency departments and various institutions. Eighteen 

percent of stakeholders reported that lengths of stay for emergency departments, 

hospitals, jails, inpatient psychiatric units, and the Oregon State Hospital have reduced 

to a fair or great extent for older adults and people with physical disabilities who have 

behavioral health needs (Table 15e). This indicator did not change significantly over 

time. 

Evictions. Only nine percent of 

stakeholders reported that evictions of older 

adults and people with physical disabilities 

who have behavioral health needs from 

community-based long-term care facilities, 

nursing homes or public housing have been reduced to a fair or great extent (Table 15f). 

There is some evidence that this indicator worsened between 2017 and 2019. 

Recognition of signs and symptoms as 

behavioral health needs. Twenty-two 

percent of stakeholders reported that older 

adults and people with physical disabilities 

who have behavioral health needs were 

more likely to have their signs and symptoms recognized as behavioral health needs 

rather than as being due to “aging” (Table 15g). There is some evidence that this 

indicator worsened between 2017 and 2019. 
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Help from providers with the requisite 

knowledge and skills. Seventeen percent 

of stakeholders reported that older adults 

and people with disabilities who have 

behavioral health needs were more likely to 

receive help from direct service and/or primary care providers with the requisite 

knowledge and skills to a fair or great extent (Table 15h). There is some evidence that 

this indicator worsened between 2017 and 2019. 

Seeking advice from providers to better understand signs and symptoms. Twenty-

six percent of stakeholders reported that older adults, adults with physical disabilities 

and/or their family members were more likely to seek advice or help from direct service 

or primary care providers to better understand their signs and symptoms to a fair or 

great extent (Table 15i). This indicator did not change significantly over time. 

Resolution of complex cases. Twenty-

three percent of stakeholders reported that 

community partners were more successful 

in resolving complex cases to a fair or great 

extent (Table 15h). This is some evidence 

that this indicator worsened between 2017 and 2019. 

Successes towards consumer outcomes as reported by stakeholders 
Survey participants responded to the open-ended question, What do you believe is the 

most significant success in your community with respect to addressing the behavioral 

health needs of older adults and people with physical disabilities? There were 218 

open-ended comments provided by respondents, which were coded and categorized 

into 11 broad themes. Appendix 2 includes a table with a list of these themes with the 

number of responses per category. The full distribution of responses can also be found 

in Appendix 2. Aside from responses categorized as miscellaneous (44), the most 

prevalent themes related to significant successes were better care coordination (48), 

older adults and people with physical disabilities who have behavioral health needs are 

recognized as a priority population in the community (26), and community partners have 

been more successful in resolving complex cases (22).  
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Findings. Overall, the findings from the 2019 survey revealed general agreement that: 

 Gaps in services have been identified. About three-quarters of stakeholders agreed 

or strongly agreed that community partners who attend collaborative discussions or 

meetings have agreed on the gaps in behavioral health services for older adults and 

adults with physical disabilities in their communities. 

 Participants remain committed to improving behavioral health services. Participants 

in joint discussions or meetings were seen as very committed to improving 

behavioral health services for older adults and adults with physical disabilities, with 

86 percent of stakeholders agreeing or strongly agreeing with this statement. 

 Stakeholders continued to perceive that the complex case consultations that they 

attended had only some success in resolving the problems or concerns about the 

care or treatment plan for the older adult or adult with physical disabilities. (Other 

data collected by the evaluation team indicate some reasons for this include lack of 

needed services, eligibility issues and consumer refusal.)  

 There was support for trainings, incorporating knowledge learned into work, and 

sharing information with co-workers. Administrators and managers reported being 

supportive in these areas, and stakeholders, including administrators and managers, 

held a favorable view in terms of support received from their agencies.   

 Affordable housing remained the most prevalent challenge (noted by 95% of 

respondents), followed by a lack of behavioral health services in long-term care 

(83%). 

There were relatively few changes in the majority of the indicators over time. There was 

strong evidence of change with respect to only one indicator, which was a setback. In 

particular, “the Initiative was a priority for their organization” worsened since 2018, and 

there was some evidence that it worsened since 2017. No indicators showed strong 

evidence of improvement. 

There was some evidence of improvement, however, with respect to several 

indicators. 

Collaboration and coordination: 

 “Stakeholders had several other projects that were competing for their time and 

attention” improved (that is, there was less competition) between 2018 and 2019. 

 “Community partners who attended these [coordination and collaboration] 

discussions or meetings have agreed on what their priorities should be for 

addressing the gaps in behavioral health services for older adults and adults with 

physical disabilities” improved between 2017 and 2019. 
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Challenges:  

 “Distance to services” lessened between 2017 and 2019, as revealed in the analysis 

of the longitudinal sample. 

 “Lack of prevention or wellness services” declined (thus the indicator improved) 

between 2017 and 2019. 

 “Poor communication among relevant agencies and/or organizations” declined (and 

thus improved) since 2018. 

Training:  

 There was some evidence of change in training attendance, with 74% reporting 

having attended an in-service or training event related to behavioral health and older 

adults or adults with physical disabilities) compared to 62% in 2017, but no change 

since 2018 (74%). The most common reasons for not attending training events were 

lack of awareness of trainings and lack of time.  

 “Topics not being relevant to the stakeholder’s work” diminished as a reason for not 

attending training events. 

At the same time, there was some evidence of worsening with respect to several 

indicators. 

Collaboration and coordination:  

 “Old resentments between agencies get in the way of progress toward achieving the 

goals of the Initiative” worsened between 2017 and 2019, although there was no 

change since 2018 (i.e., most of the increase in agreement that this is a problem 

occurred between 2017 and 2018). 

 Attendance in collaborative meetings changed significantly: 

- No participation (from 18% in 2017 to 25% in 2018 to 31% in 2019) 

- Sporadic participation (from 43% in 2017 to 32% in 2018 to 45% in 2019) 

- Regular participation (from 38% in 2017 to 43% in 2018 to 34% in 2019) 

Training: 

 A larger share of stakeholders in 2019 who did not attend any trainings reported the 

expense of trainings as a reason for non-attendance. 

 Although there was a slight decline in agreement that respondents were “provided 

opportunities to discuss or explore practice changes based on the trainings” 

between 2018 and 2019, it was accompanied by a commensurate decline in 

disagreement. 
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Services for Subgroups of Older Adults and People with Physical Disabilities: 

There were declines in agreement that behavioral health services were being provided 

to older adults and people with physical disabilities:  

 who were living in memory care units” and 

 who were at risk of behavioral health issues due to isolation” worsened since 2018. 

Outcomes: 

There was some evidence that several outcomes worsened over time. In particular, 

there was less agreement that older adults and people with physical disabilities who 

have behavioral health needs: 

o “were recognized as priority populations in their community.” 

o “were now more likely to have timely access to the full range of services they 

need (such as housing, medication management, transportation).” 

o “were now more likely to have access to community-based behavioral health 

programs or services that have demonstrated their effectiveness.” 

o “were more likely to receive help from direct service and/or primary care 

providers with the requisite knowledge and skills.”  

In addition, there was less agreement on the outcomes that: 

 “Evictions of older adults and people with physical disabilities who have behavioral 

health needs from community-based long-term care facilities, nursing homes or 

public housing have been reduced” and that 

 “Community partners were more successful in resolving complex cases.” 

In summary, many challenges remain with respect to successfully addressing the 

behavioral health needs of older adults and people with disabilities in Oregon, with the 

lack of affordable housing and insufficient behavioral health services being paramount. 

There was no significant change in most of the indicators, although there was some 

evidence of improvement and some worsening in a few indicators. There may well be a 

relationship between the worsening of the outcome indicators and the findings that old 

resentments between agencies are still getting in the way, a worsening in the Initiative 

being a priority, and a decrease in regular participation in collaborative meetings. 

At the same time, because of changes in the sample of stakeholders each year, caution 

should be exercised in interpreting the findings. This year’s sample was markedly larger 

than those of the previous two years and some respondents may have had less direct 

knowledge of the Initiative than in previous years. Also, initiatives tend to fade from view 

over time. They must compete with other policy issues that may be prioritized. Similarly, 

local dynamics can stymie progress toward achieving goals. A major challenge for the 
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Behavioral Health Initiative for Older Adults and People with Physical Disabilities is to 

keep the issues of these populations front and center locally and at the state level. It 

should be noted that improvements in the desired outcomes for this Initiative will require 

system-level changes at the state or national level and will take time. Also, some 

desired outcomes are beyond those which the Specialists can accomplish within the 

scope of their authority. 
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Appendix 1 

Table 1.1. Response patterns for cross-sectional samples, 2017-19 

Response Category 2017 2018 2019 

a. Number of stakeholders with valid emails1 700 1,261 2,036 

   (-) b. Bounced emails 42 87 252 

c. Bounce rate (b/a) 6% 7% 12% 

d. Emails successfully sent out (a-b) 658 1,213 1,784 

    

e. Full completion 212 345 385 

f. Partial completion2 22 42 71 

    

g. Total number of respondents (e+f) 234 387 456 

h. Percent partially completed (f/g) 9% 11% 16% 

    

i. Response rate (g/d) 36%3 32% 26% 

 

  

                                                 
1 This category excludes stakeholders without a valid email (e.g., with a typo) and duplicates. Unless corroborated 

with additional evidence, we did not exclude cases based on first/last name similarity only. 
2 The cutoff point for partial completion was 39, 34, and 32 percent in 2017, 2018, and 2019, respectively. Across 

all years, this cutoff point corresponded to Question 5, which asked about stakeholder participation in 

planning/coordination and collaboration meetings. 
3 The response rate for 2017 was previously reported as 33 percent. This rate had not taken into account the bounced 

emails. A re-analysis of records revealed that 42 cases had never left the Qualtrics server, resulting in a more 

favorable response rate for that year (as calculated by dividing 234 by 658 instead of 700). 
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Table 1.2. Response patterns of all respondents: 2017-2019 

 # of 
Stakeholders 

% # of Cases % 

Cross-sectional data     

   2017 234 22 234 22 

   2018 387 36 387 36 

   2019 456 42 456 42 

Total 1,077 100 1,077 100 

     

Longitudinal data     

One wave     

   2017 only 128 15 128 12 

   2018 only 203 24 203 19 

   2019 only 310 37 310 29 

Two waves     

   2017 and 2018 53 6 106 10 

   2018 and 2019 93 11 186 17 

   2017 and 2019 15 2 30 3 

Three waves     

   2017, 2018, and 2019 38 5 114 11 

Total 840 100 1,077 100 
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Table 2.1. The type of group or organization that best fits responding stakeholder’s 

position 

 2017 2018 2019 

 n % n % n % 

Aging and disability services 61 26 88 23 101 22 

Behavioral health services 50 21 82 21 90 20 

Center for Independent Living 5 2 4 1 6 1 

Veterans services 2 1 1 <1 9 2 

Primary care clinic 12 5 30 8 34 7 

Hospital/emergency department 6 3 6 2 9 2 

Area coordinating care organization 11 5 21 5 17 4 

Local law enforcement 3 1 5 1 6 1 

EMT or similar emergency responder 1 <1 4 1 6 1 

Tribal organization - - 2 1 4 1 

Advocacy organization/consumer/family 
member 

9 4 24 6 19 4 

Home care/home health care 4 2 12 3 13 3 

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

7 3 14 4 20 4 

Faith community 1 <1 4 1 2 <1 

Elected government official 13 6 17 4 13 3 

Other community partner 49 21 73 19 107 23 

Total 234 100 387 100 456 100 
Notes: 2 (30, N = 1,077) = 26.365, p = .656. 14 cells (29.2%) have expected count less than 5. The 

minimum expected count is 1.30. 

 

Table 2.2. Position of the stakeholder 

 2017 2018 2019 

 n % n % n % 

Agency administrator, executive 
director 

36 15 70 18 66 14 

Agency middle manager, program 
manager, clinical director 

99 42 135 35 137 30 

Agency direct service provider, 
primary care provider 

74 32 117 30 170 37 

Lay person, advocate 25 11 65 17 83 18 

Total 234 100 387 100 456 100 
Notes: 2 (6, N = 1,077) = 17.628, p = .007. 
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Table 3. In which county do you work/volunteer/advocate? 

 2017 2018 2019 

 n % n % n % 

Multiple counties 49 21 68 18 103 23 

Statewide 2 1 11 3 15 3 

Baker 4 2 2 1 3 1 

Benton 2 1 5 1 8 2 

Clackamas 14 6 15 4 14 3 

Clatsop 4 2 9 2 6 1 

Columbia 2 1 6 2 6 1 

Coos 1 <1 8 2 23 5 

Crook 1 <1 4 1 3 1 

Curry 0 0 2 1 7 2 

Deschutes 11 5 9 2 8 2 

Douglas 3 1 7 2 14 3 

Gilliam 0 0 0 0 0 0 

Grant 2 1 3 1 2 <1 

Harney 2 1 2 1 3 1 

Hood River 0 0 2 1 1 <1 

Jackson 5 2 15 4 19 4 

Jefferson 6 3 4 1 7 2 

Josephine 3 1 2 1 4 1 

Klamath 7 3 6 2 10 2 

Lake 3 1 4 1 5 1 

Lane 34 15 34 9 33 7 

Lincoln 2 1 3 1 6 1 

Linn 0 0 7 2 2 <1 

Malheur 1 <1 0 0 3 1 

Marion 3 1 23 6 16 4 

Morrow 0 0 2 1 0 0 

Multnomah 14 6 55 14 72 16 

Polk 1 <1 11 3 5 1 

Sherman 2 1 2 1 0 0 

Tillamook 4 2 9 2 7 2 

Umatilla 0 0 5 1 3 1 

Union 5 2 6 2 0 0 

Wallowa 4 2 4 1 3 1 

Wasco 4 2 6 2 3 1 

Washington 14 6 18 5 31 7 

Wheeler 0 0 0 0 1 <1 

Yamhill 25 11 18 5 10 2 

Total 234 100 387 100 456 100 
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How much do you agree or disagree with the following statements about collaboration 

and coordination? (Applies to Tables 4a-4d.) 

 

Table 4a. Old resentments between agencies get in the way of progress. 

  2017 2018 2019 

  n % n % n % 

1 Strongly disagree 16 8 19 5 23 6 

2 Disagree 53 25 65 18 78 19 

3 Neither agree nor disagree 63 30 95 27 112 28 

4 Agree 65 31 126 35 148 37 

5 Strongly agree 13 6 51 14 44 11 

Total 210 100 356 100 405 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.03 1.06 3.35 1.10 3.28 1.07 

Longitudinal sample 2.99 1.02 3.31 1.14 3.20 1.09 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.001 0.013 0.007 0.075 

2018 0.001 0.013 n/a 0.341 0.434 

2019 0.007 0.075 0.341 0.434 n/a 
Notes: χ2 (8, N = 971) = 14.440, p = .071. 0 cell (0%) has expected count less than 5. The minimum 
expected count is 12.54. 

 

 

Table 4b. I have several other projects that are competing for my time and attention. 

  2017 2018 2019 

  n % n % n % 

1 Strongly disagree 8 3 8 2 16 4 

2 Disagree 14 6 35 9 47 11 

3 Neither agree nor disagree 40 17 58 15 70 16 

4 Agree 92 40 142 37 180 41 

5 Strongly agree 77 33 139 36 130 29 

Total 231 100 382 100 443 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.94 1.03 3.97 1.04 3.81 1.08 

Longitudinal sample 4.08 0.92 4.16 0.90 4.00 1.07 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.725 0.447 0.160 0.353 

2018 0.725 0.447 n/a 0.040 0.073 

2019 0.160 0.353 0.040 0.073 n/a 
Notes: χ2 (8, N = 1,056) = 9.407, p = .309. 0 cell (0%) has expected count less than 5. The minimum 
expected count is 7.00. 
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Table 4c. The Behavioral Health Initiative for Older Adults and People with Disabilities is 

a priority for my organization. 

  2017 2018 2019 

  n % n % n % 

1 Strongly disagree 2 1 10 3 11 3 

2 Disagree 17 8 29 8 48 11 

3 Neither agree nor disagree 86 39 104 29 131 31 

4 Agree 80 36 139 38 173 41 

5 Strongly agree 38 17 81 22 58 14 

Total 223 100 363 100 421 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.61 0.89 3.69 0.99 3.52 0.96 

Longitudinal sample 3.80 0.86 3.79 0.95 3.70 0.87 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.274 0.423 0.282 0.017 

2018 0.274 0.423 n/a 0.011 0.031 

2019 0.282 0.017 0.011 0.031 n/a 
Notes: χ2 (8, N = 1,007) = 19.360, p = .013. 0 cell (0%) has expected count less than 5. The minimum 
expected count is 5.09. 

 

Table 4d. I receive enough support from my organization to participate in the Behavioral 

Health Initiative for Older Adults and People with Disabilities. 

  2019 

  n % 

1 Strongly disagree 16 4 

2 Disagree 57 13 

3 Neither agree nor disagree 113 26 

4 Agree 179 42 

5 Strongly agree 65 15 

Total 430 100 
Notes: This question was added in 2019. 
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Table 5. Since June 2015, have you participated in discussions or meetings that both 

(a) included the Specialist1 and (b) a primary purpose was to talk about collaboration1 or 

coordination of services in your community for older adults and people with disabilities 

who have behavioral health needs? 

 2017 2018 2019 

 n % n % n % 

a. I have not participated in any discussions 
or meetings about collaboration or 
coordination of behavioral health services 
with the Specialist. 

43 18 96 25 142 31 

b. I participated in one or more discussions 
with the Specialist to provide information and 
my opinions, but I have not been involved in 
any further collaboration or coordination 
efforts. 

100 43 124 32 159 45 

c. I participated in discussions with the 
Specialist to provide information and my 
opinions, and I have continued to be a regular 
participant in collaboration or coordination 
efforts. 

90 38 167 43 155 34 

Total 233 100 387 100 456 100 
Notes: 1The words “OABHS” and “planning” were used in 2017, respectively. 2 (4, N = 1,076) = 19.447, p 

= .001. Longitudinal sample: 2 (4, N = 435) = 7.851, p = .097. 
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How much do you agree or disagree with the following statements about these 

discussions or meetings? (Applies to Tables 6a-6h) 
 

Table 6a. We have agreed on what the gaps in behavioral health services for older 

adults and adults with physical disabilities are in our community. 

  2017 2018 2019 

  n % n % n % 

1 Strongly disagree 5 3 5 2 2 1 

2 Disagree 17 10 25 9 19 7 

3 Neither agree nor disagree 28 16 46 17 55 19 

4 Agree 81 48 147 55 150 53 

5 Strongly agree 39 23 46 17 57 20 

Total 170 100 269 100 283 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.78 1.01 3.76 0.91 3.85 0.84 

Longitudinal sample 3.90 0.98 3.82 0.96 3.94 0.76 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.839 0.891 0.394 0.367 

2018 0.839 0.891 n/a 0.228 0.302 

2019 0.394 0.367 0.228 0.302 n/a 
Notes: 2 (8, N = 722) = 8.545, p = .382. 3 (20%) cells have expected count less than 5. The minimum 

expected count is 2.83. Only respondents who participated in discussions or meetings are included. 

“Don’t know” responses were excluded to ensure comparability across three years. 
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Table 6b. We have agreed on what our priorities should be for addressing those gaps. 

  2017 2018 2019 

  n % n % n % 

1 Strongly disagree 2 1 6 2 3 1 

2 Disagree 37 23 47 18 29 11 

3 Neither agree nor disagree 49 30 71 27 96 35 

4 Agree 60 37 114 44 114 42 

5 Strongly agree 15 9 24 9 31 11 

Total 163 100 262 100 273 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.30 0.96 3.39 0.96 3.52 0.87 

Longitudinal sample 3.38 1.02 3.43 0.96 3.53 0.88 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.317 0.966 0.019 0.997 

2018 0.317 0.966 n/a 0.124 0.966 

2019 0.019 0.997 0.124 0.966 n/a 
Notes: 2 (8, N = 698) = 16.128, p = .041. 3 cells (20%) have expected count less than 5. The minimum 

expected count is 2.57. Only respondents who participated in discussions or meetings are included. 

“Don’t know” responses were excluded to ensure comparability across three years. 

 

 

Table 6c. The right people who can make changes in agency programs or services are 

participating in our discussions or meetings. 

  2017 2018 2019 

  n % n % n % 

1 Strongly disagree 6 4 8 3 9 3 

2 Disagree 31 19 67 26 59 22 

3 Neither agree nor disagree 46 28 76 29 82 30 

4 Agree 67 40 89 34 102 38 

5 Strongly agree 16 10 20 8 18 7 

Total 166 100 260 100 270 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.34 1.01 3.18 1.00 3.23 0.97 

Longitudinal sample 3.33 1.09 3.17 0.95 3.19 0.93 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.104 0.280 0.255 0.589 

2018 0.104 0.280 n/a 0.570 0.689 

2019 0.255 0.589 0.570 0.689 n/a 
Notes: 2 (8, N = 696) = 4.956, p = .762. 0 cells (0%) have expected count less than 5. The minimum 

expected count is 5.49. Only respondents who participated in discussions or meetings are included. 

“Don’t know” responses were excluded to ensure comparability across three years. 

 



31 

 

Table 6d. Advocates, consumers or family members are well represented in our 

discussions or meetings. 

  2017 2018 2019 

  n % n % n % 

1 Strongly disagree 11 7 16 6 23 9 

2 Disagree 62 39 99 38 83 31 

3 Neither agree nor disagree 44 27 62 24 67 25 

4 Agree 38 24 67 26 80 30 

5 Strongly agree 6 4 18 7 13 5 

Total 161 100 262 100 266 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.79 1.00 2.89 1.07 2.91 1.07 

Longitudinal sample 2.76 0.98 2.89 1.07 2.89 1.07 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.324 0.021 0.237 0.187 

2018 0.324 0.021 n/a 0.824 0.703 

2019 0.237 0.187 0.824 0.703 n/a 
Notes: 2 (8, N = 689) = 7.789, p = .454. 0 cells (0%) have expected count less than 5. The minimum 

expected count is 8.65. Only respondents who participated in discussions or meetings are included. 

“Don’t know” responses were excluded to ensure comparability across three years. 
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Table 6e. 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. 

  2017 2018 2019 

  n % n % n % 

1 Strongly disagree 3 2 1 0 1 0 

2 Disagree 2 1 6 2 10 3 

3 Neither agree nor disagree 20 12 25 9 30 10 

4 Agree 84 49 157 58 140 49 

5 Strongly agree 64 37 82 30 105 37 

Total 173 100 271 100 286 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 4.18 0.81 4.15 0.70 4.18 0.78 

Longitudinal sample 4.26 0.81 4.18 0.65 4.24 0.68 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.744 0.167 0.971 0.079 

2018 0.744 0.167 n/a 0.678 0.546 

2019 0.971 0.079 0.678 0.546 n/a 
Notes: 2 (8, N = 730) = 11.593, p = .170. 4 cells (27%) have expected count less than 5. The minimum 

expect count is 1.18. Only respondents who participated in discussions or meetings are included. “Don’t 

know” responses were excluded to ensure comparability across three years. 
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Table 6f. 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. 

  2017 2018 2019 

  n % n % n % 

1 Strongly disagree 0 0 2 1 3 1 

2 Disagree 7 4 18 7 14 5 

3 Neither agree nor disagree 46 26 47 17 60 21 

4 Agree 99 56 154 57 158 54 

5 Strongly agree 25 14 49 18 55 19 

Total 177 100 270 100 290 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.80 0.72 3.85 0.82 3.86 0.81 

Longitudinal sample 3.82 0.75 3.84 0.81 3.88 0.71 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.519 0.850 0.486 0.618 

2018 0.519 0.850 n/a 0.961 0.399 

2019 0.486 0.618 0.961 0.399 n/a 
Notes: 2 (8, N = 737) = 8.970, p = .345. 3 cells (20%) have expected count less than 5. The minimum 

expected count is 1.20. Only respondents who participated in discussions or meetings are included. 

“Don’t know” responses were excluded to ensure comparability across three years. 
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Table 6g. Relevant services agencies are more knowledgeable about each other and 

the role each plays in addressing the behavioral health needs of older adults and adults 

with physical disabilities. 

  2017 2018 2019 

  n % n % n % 

1 Strongly disagree 1 1 4 2 8 3 

2 Disagree 17 10 31 12 32 12 

3 Neither agree nor disagree 29 17 67 25 69 25 

4 Agree 101 60 131 49 132 48 

5 Strongly agree 20 12 33 12 36 13 

Total 168 100 266 100 277 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.73 0.82 3.59 0.90 3.56 0.96 

Longitudinal sample 3.77 0.82 3.62 0.93 3.58 0.92 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.139 0.785 0.066 0.525 

2018 0.139 0.785 n/a 0.692 0.639 

2019 0.066 0.525 0.692 0.639 n/a 
Notes: 2 (8, N = 711) = 10.451, p = .235. 2 cells (13%) have expected count less than 5. The minimum 

expected count is 3.07. Only respondents who participated in discussions or meetings are included. 

“Don’t know” responses were excluded to ensure comparability across three years. 

 

  



35 

 

Table 6h. Relevant services agencies are coordinating and/or collaborating to better 

meet the behavioral health needs of older adults and adults with physical disabilities. 

  2017 2018 2019 

  n % n % n % 

1 Strongly disagree 3 2 7 3 12 4 

2 Disagree 20 12 31 12 36 13 

3 Neither agree nor disagree 48 28 71 27 60 22 

4 Agree 87 51 130 49 147 53 

5 Strongly agree 13 8 27 10 22 8 

Total 171 100 266 100 277 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.51 0.86 3.52 0.92 3.47 0.97 

Longitudinal sample 3.55 0.88 3.52 0.95 3.50 0.92 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.879 0.732 0.690 0.280 

2018 0.879 0.732 n/a 0.532 0.349 

2019 0.690 0.280 0.532 0.349 n/a 
Notes: 2 (8, N = 714) = 6.514, p = .590. 0 cell (0%) has expected count less than 5. The minimum 

expected count is 5.27. Tables for this question include only respondents who participated in discussions 

or meetings. “Don’t know” responses were excluded to ensure comparability across three years. 
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Table 7. Since June 2015, have you participated in any complex case consultations that 

included the Specialist? 

 2017 2018 2019 

 n % n % n % 

Yes 87 39 163 44 179 42 

No 137 61 205 56 252 58 
Notes: 2 (2, N = 1,023) = 1.751, p = .417. 0 cell (0%) has expected count less than 5. The minimum 

expected count is 93.94. Longitudinal sample: 2 (2, N = 424) = 1.1242, p = .570. 

 

Table 8. Which of the following best describes the nature of the consultations? 

 2017 2018 2019 

 n % n % n % 

a. The majority were unplanned meetings 
(ad hoc), due to an urgent or crisis situation 
or to locate a resource for a client 

41 47 67 42 80 45 

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. 

9 10 27 17 25 14 

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). 

37 43 65 41 72 41 

Notes: Includes only respondents who selected Yes in Q7. 2 (4, N = 423) = 2.142, p = .710. 0 cell (0%) 

has expected count less than 5. The minimum expected count is 12.55. Longitudinal sample: 2 (4, N = 
200) = 1.4884, p = .829. 
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Table 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? 

  2017 2018 2019 

  n % n % n % 

1 Not successful at all; no 
good solutions found 3 3 4 3 2 1 
2 Not very successful; most 
problems could not be 
addressed 9 10 14 9 15 8 
3 Some problems were 
resolved, but many remained 
unresolved 34 40 72 45 82 46 
4 Pretty successful; most 
problems were resolved but a 
few remained unresolved 33 38 66 42 67 38 
5 Very successful; almost all 
problems were addressed 7 8 3 2 11 6 

Total 86 100 159 100 177 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.37 0.91 3.31 0.76 3.40 0.78 

Longitudinal sample 3.45 0.93 3.26 0.78 3.41 0.79 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.591 0.682 0.824 0.787 

2018 0.591 0.682 n/a 0.355 0.838 

2019 0.824 0.787 0.355 0.838 n/a 
Notes: Includes only respondents who selected Yes in Q7. 2 (8, N = 422) = 8.216, p = .413. 4 cells (27%) 

have expected count less than 5. The minimum expected count is 1.83. Longitudinal sample: 2 (8, N = 

199) = 7.5586, p = .478. 
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How often are the following challenges present in your community? (Applies to Table 

10a-10p) 

 

Table 10a. Lack of affordable housing. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 0 0 1 <1 2 <1 

2 Not very much 0 0 6 2 3 1 

3 To some extent 10 5 14 4 16 4 

4 To a fair extent 30 14 37 11 39 10 

5 To a great extent 178 82 292 83 343 85 

Total 218 100 350 100 403 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 4.77 0.52 4.75 0.64 4.78 0.60 

Longitudinal sample 4.82 0.45 4.79 0.63 4.82 0.56 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.708 0.657 0.826 0.998 

2018 0.708 0.657 n/a 0.487 0.620 

2019 0.826 0.998 0.487 0.620 n/a 
Notes: 2 (8, N = 971) = 8.223, p = .412. 6 cells (40%) have expected count less than 5. The minimum 

expected count is .67. 

 

Table 10b. Restrictive eligibility criteria/person does not qualify. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 1 <1 1 <1 1 <1 

2 Not very much 6 3 11 3 13 3 

3 To some extent 38 18 74 22 66 17 

4 To a fair extent 82 40 118 35 150 39 

5 To a great extent 80 39 129 39 154 40 

Total 207 100 333 100 384 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 4.13 0.85 4.09 0.87 4.15 0.84 

Longitudinal sample 4.05 0.80 4.19 0.84 4.24 0.77 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.594 0.098 0.753 0.074 

2018 0.594 0.098 n/a 0.321 0.794 

2019 0.753 0.074 0.321 0.794 n/a 
Notes: 2 (8, N = 924) = 3.722, p = .881. 3 cells (20%) have expected count less than 5. The minimum 

expected count is .67.  
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Table 10c. Lack of people with the required expertise to provide quality behavioral 

health services. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 2 1 8 2 8 2 

2 Not very much 23 11 27 8 37 10 

3 To some extent 47 22 85 25 90 24 

4 To a fair extent 65 31 100 30 114 30 

5 To a great extent 73 35 114 34 132 35 

Total 210 100 334 100 381 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.88 1.04 3.85 1.06 3.85 1.07 

Longitudinal sample 3.99 0.99 3.86 1.10 3.91 1.05 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.806 0.332 0.799 0.432 

2018 0.806 0.332 n/a 0.997 0.879 

2019 0.799 0.432 0.997 0.879 n/a 
Notes: 2 (8, N = 925) = 3.271, p = .916. 1 cell (7%) has expected count less than 5. The minimum 

expected count is 4.09. 

 

Table 10d. Lack of providers with the credentials required to get reimbursed for 

providing behavioral health services. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 5 3 7 2 5 2 

2 Not very much 20 12 29 10 42 13 

3 To some extent 45 26 66 23 67 21 

4 To a fair extent 49 28 96 33 83 26 

5 To a great extent 54 31 94 32 123 38 

Total 173 100 292 100 320 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.73 1.11 3.83 1.07 3.87 1.12 

Longitudinal sample 3.93 0.93 3.83 1.04 3.96 1.06 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.386 0.943 0.204 0.846 

2018 0.386 0.943 n/a 0.650 0.858 

2019 0.204 0.846 0.650 0.858 n/a 
Notes: 2 (8, N = 785) = 8.648, p = .373. 1 cell (7%) has expected count less than 5. The minimum 

expected count is 3.75.  
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Table 10e. Lack of credentialed providers willing to accept Medicare reimbursement for 

behavioral health services. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 4 2 7 2 4 1 

2 Not very much 11 7 15 5 34 10 

3 To some extent 32 19 49 17 48 14 

4 To a fair extent 36 21 72 25 91 27 

5 To a great extent 86 51 146 51 156 47 

Total 169 100 289 100 333 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 4.12 1.08 4.16 1.04 4.08 1.06 

Longitudinal sample 4.14 1.02 4.28 0.92 4.20 1.03 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.690 0.494 0.731 0.867 

2018 0.690 0.494 n/a 0.377 0.291 

2019 0.731 0.867 0.377 0.291 n/a 
Notes: 2 (8, N = 791) = 10.659, p = .222. 1 cell (7%) has expected count less than 5. The minimum 

expected count is 3.20. 

 

Table 10f. Lack of behavioral health programs specific to older adults and people with 

physical disabilities. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 1 <1 4 1 3 1 

2 Not very much 10 5 17 5 26 7 

3 To some extent 32 15 62 19 57 15 

4 To a fair extent 57 27 96 29 117 31 

5 To a great extent 110 52 154 46 175 46 

Total 210 100 333 100 378 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 4.26 0.92 4.14 0.97 4.15 0.97 

Longitudinal sample 4.32 0.87 4.30 0.93 4.31 0.96 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.143 0.686 0.179 0.440 

2018 0.143 0.686 n/a 0.861 0.591 

2019 0.179 0.440 0.861 0.591 n/a 
Notes: χ2 (8, N = 921) = 5.808, p = .669. 3 cells (20%) have expected count less than 5. The minimum 
expected count is 1.82. 
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Table 10g. Lack of primary care providers knowledgeable about behavioral health. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 2 1 5 2 6 2 

2 Not very much 15 7 33 10 39 11 

3 To some extent 50 25 84 26 92 25 

4 To a fair extent 72 36 96 30 136 37 

5 To a great extent 63 31 107 33 92 25 

Total 202 100 325 100 365 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.89 0.97 3.82 1.05 3.74 1.01 

Longitudinal sample 3.88 0.95 3.97 1.01 3.79 0.96 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.477 0.796 0.094 0.300 

2018 0.477 0.796 n/a 0.275 0.121 

2019 0.094 0.300 0.275 0.121 n/a 
Notes: χ2 (8, N = 892) = 8.942, p = .347. 2 cells (13%) have expected count less than 5. The minimum 

expected count is 2.94. 

 

 

Table 10h. Lack of behavioral health services in long-term care settings (e.g., nursing 

homes, assisted living, adult care homes). 

  2017 2018 2019 

  n % n % n % 

1 Not at all 1 1 2 1 2 1 

2 Not very much 4 2 14 5 14 4 

3 To some extent 40 20 43 14 42 12 

4 To a fair extent 55 28 93 31 113 34 

5 To a great extent 100 50 148 49 166 49 

Total 200 100 300 100 337 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 4.25 0.88 4.24 0.91 4.27 0.88 

Longitudinal sample 4.23 0.84 4.38 0.81 4.36 0.75 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.918 0.184 0.781 0.255 

2018 0.918 0.184 n/a 0.667 0.979 

2019 0.781 0.255 0.667 0.979 n/a 
Notes: χ2 (8, N = 837) = 8.822, p = .358. 3 cells (20%) have expected count less than 5. The minimum 
expected count is 1.19. 
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Table 10i. Lack of integration of behavioral health services and primary care. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 4 2 2 1 6 2 

2 Not very much 14 7 30 9 29 8 

3 To some extent 47 23 77 24 96 26 

4 To a fair extent 66 32 98 30 109 29 

5 To a great extent 73 36 117 36 131 35 

Total 204 100 324 100 371 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.93 1.02 3.92 1.01 3.89 1.03 

Longitudinal sample 3.97 0.97 4.09 0.97 3.97 1.02 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.899 0.843 0.638 0.463 

2018 0.899 0.843 n/a 0.697 0.262 

2019 0.638 0.463 0.697 0.262 n/a 
Notes: χ2 (8, N = 899) = 3.980, p = .859. 3 cells (20%) have expected count less than 5. The minimum 
expected count is 2.72. 

 

 

Table 10j. Distance to services. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 3 1 2 1 7 2 

2 Not very much 20 10 48 15 44 12 

3 To some extent 62 30 93 29 116 31 

4 To a fair extent 58 28 103 32 101 27 

5 To a great extent 61 30 73 23 108 29 

Total 204 100 319 100 376 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.75 1.04 3.62 1.02 3.69 1.07 

Longitudinal sample 3.83 0.99 3.64 1.04 3.53 1.05 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.142 0.119 0.466 0.035 

2018 0.142 0.119 n/a 0.369 0.417 

2019 0.466 0.035 0.369 0.417 n/a 
Notes: χ2 (8, N = 899) = 10.068, p = .260. 2 cells (13%) have expected count less than 5. The minimum 
expected count is 2.72. 
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Table 10k. Lack of transportation. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 4 2 5 1 9 2 

2 Not very much 21 10 35 10 23 6 

3 To some extent 45 21 70 21 88 22 

4 To a fair extent 69 33 97 29 98 25 

5 To a great extent 72 34 131 39 176 45 

Total 211 100 338 100 394 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.87 1.05 3.93 1.07 4.04 1.05 

Longitudinal sample 4.01 0.95 3.99 1.06 4.02 1.01 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.540 0.628 0.066 0.950 

2018 0.540 0.628 n/a 0.165 0.581 

2019 0.066 0.950 0.165 0.581 n/a 
Notes: χ2 (8, N = 943) = 13.256, p = .103. 1 cell (7%) has expected count less than 5. The minimum 
expected count is 4.03. 

 
 

Table 10l. Lack of in-home services (those offered in the consumer’s residence). 

  2017 2018 2019 

  n % n % n % 

1 Not at all 5 2 2 1 6 2 

2 Not very much 10 5 19 6 16 4 

3 To some extent 35 17 62 20 67 18 

4 To a fair extent 66 32 101 32 107 29 

5 To a great extent 89 43 132 42 174 47 

Total 205 100 316 100 370 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 4.09 1.01 4.08 0.95 4.15 0.97 

Longitudinal sample 4.16 1.05 4.23 0.89 4.23 0.87 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.905 0.686 0.470 0.540 

2018 0.905 0.686 n/a 0.337 0.689 

2019 0.470 0.540 0.337 0.689 n/a 
Notes: χ2 (8, N = 891) = 6.147, p = .631. 2 cells (13%) have expected count less than 5. The minimum 
expected count is 2.99. 
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Table 10m. Lack of prevention or wellness services. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 4 2 4 1 8 2 

2 Not very much 11 6 32 10 40 11 

3 To some extent 59 30 104 32 116 32 

4 To a fair extent 84 42 107 33 126 34 

5 To a great extent 42 21 78 24 78 21 

Total 200 100 325 100 368 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.75 0.92 3.69 0.98 3.61 1.01 

Longitudinal sample 3.76 0.81 3.80 1.00 3.53 0.98 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.504 0.945 0.128 0.002 

2018 0.504 0.945 n/a 0.334 0 

2019 0.128 0.002 0.334 0 n/a 
Notes: χ2 (8, N = 893) = 9.294, p = .318. 1 cells (7%) have expected count less than 5. The minimum 
expected count is 3.58. 

 
 

Table 10n. Poor communication among relevant agencies/organizations. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 2 1 1 <1 5 1 

2 Not very much 22 11 33 10 40 11 

3 To some extent 72 35 111 33 128 34 

4 To a fair extent 63 31 110 33 117 31 

5 To a great extent 45 22 80 24 89 23 

Total 204 100 335 100 379 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.62 0.98 3.70 0.95 3.65 1.00 

Longitudinal sample 3.56 0.90 3.79 0.90 3.63 0.95 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.362 0.341 0.778 0.421 

2018 0.362 0.341 n/a 0.452 0.034 

2019 0.778 0.421 0.452 0.034 n/a 
Notes: χ2 (4, N = 539) = 1.674, p = .795. 2 cells (20%) have expected count less than 5. The minimum 
expected count is 1.14. 
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Table 10o. Other needed services (not behavioral health) are not available. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 5 4 7 3 6 2 

2 Not very much 23 17 38 16 27 11 

3 To some extent 33 25 75 31 83 33 

4 To a fair extent 31 23 61 25 56 22 

5 To a great extent 42 31 62 26 80 32 

Total 134 100 243 100 252 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.61 1.20 3.55 1.12 3.70 1.10 

Longitudinal sample 3.75 1.19 3.72 1.11 3.76 1.03 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.595 0.820 0.454 0.829 

2018 0.595 0.820 n/a 0.127 0.998 

2019 0.454 0.829 0.127 0.998 n/a 
Notes: χ2 (8, N = 629) = 8.293, p = .405. 1 cell (7%) has expected count less than 5. The minimum 
expected count is 3.83. 

 
 

Table 10p. Services are present, but wait list is full or would take too long. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 3 2 4 1 3 1 

2 Not very much 24 15 32 11 34 10 

3 To some extent 38 23 85 29 81 23 

4 To a fair extent 46 28 82 28 92 27 

5 To a great extent 52 32 88 30 135 39 

Total 163 100 291 100 345 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.74 1.12 3.75 1.05 3.93 1.05 

Longitudinal sample 3.78 1.10 3.79 1.09 3.85 1.03 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.901 0.758 0.051 0.847 

2018 0.901 0.758 n/a 0.030 0.877 

2019 0.051 0.847 0.030 0.877 n/a 
Notes: χ2 (8, N = 799) = 9.841, p = .276. 3 cells (20%) have expected count less than 5. The minimum 
expected count is 2.04. 
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Table 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? 

 2017 2018 2019 

 n % n % n % 

Yes 137 62 260 74 304 74 

No 83 38 93 26 108 26 

Total 220 100 353 100 412 100 
Notes: 2 (2, N = 985) = 10.9237, p = .004. 0 cell (0%) has expected count less than 5. The minimum 

expected count is 63.40. Longitudinal sample: 2 (2, N = 416) = 4.9066, p = .086. 

 

Asked if the respondent did not attend any training since June 2015: The following are 

reasons why many stakeholders report not being able to attend an in-service or training 

event. How much do you agree or disagree with the following statements? (Applies to 

Tables 11a-1 through 11a-5) 

 

Table 11a-1. Topics are not relevant to my work. 

 2018 2019 

 n % n % 

1 Strongly disagree 7 8 18 17 

2 Disagree 21 23 23 22 

3 Neither agree nor disagree 36 39 41 39 

4 Agree 24 26 23 22 

5 Strongly agree 4 4 1 1 

Total 92 100 106 100 

Independent-Samples t-test     

   Mean SD 2.97 .988 2.68 1.029 

   Mean Diff. .288    

   P-value .046    

Paired-Samples t-test     

   Mean SD 3.17 .937 3.00 .953 

   Mean Diff. .167    

   # of Pairs 12    

   P-value .674    
Notes: 2 (4, N = 198) = 6.118, p = .191. 2 cells (20%) have expected count less than 5. The minimum 

expected count is 2.32. Only respondents who did not attend any training since June 2015 were asked 

this question. 
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Table 11a-2. No trainings have been available in my community. 

 2018 2019 

 n % n % 

1 Strongly disagree 9 10 6 6 

2 Disagree 16 17 16 15 

3 Neither agree nor disagree 39 42 42 40 

4 Agree 22 24 33 31 

5 Strongly agree 6 7 9 9 

Total 92 100 106 100 

Independent-Samples t-test     

   Mean SD 3.00 1.038 3.22 .995 

   Mean Diff. .217    

   P-value .136    

Paired-Samples t-test     

   Mean SD 2.75 .754 2.75 1.215 

   Mean Diff. 0    

   # of Pairs 12    

   P-value 1.000    
Notes: 2 (4, N = 198) = 2.534, p = .639. 0 cells (0%) have expected count less than 5. The minimum 

expected count is 9.97. Only respondents who did not attend any training since June 2015 were asked 

this question. 

 

Table 11a-3. Training is too expensive. 

 2018 2019 

 n % n % 

1 Strongly disagree 9 10 11 10 

2 Disagree 19 21 17 16 

3 Neither agree nor disagree 53 58 47 44 

4 Agree 8 9 25 24 

5 Strongly agree 3 3 6 6 

Total 92 100 106 100 

Independent-Samples t-test     

   Mean SD 2.75 .872 2.98 1.023 

   Mean Diff. .231    

   P-value .088    

Paired-Samples t-test     

   Mean SD 2.75 .622 2.42 .996 

   Mean Diff. .333    

   # of Pairs 12    

   P-value .394    
Notes: 2 (4, N = 198) = 9.486, p = .050. 2 cells (20%) have expected count less than 5. The minimum 

expected count is 4.18. Only respondents who did not attend any training since June 2015 were asked 

this question. 
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Table 11a-4. I was not aware of trainings. 

 2018 2019 

 n % n % 

1 Strongly disagree 5 5 6 6 

2 Disagree 12 13 12 11 

3 Neither agree nor disagree 33 36 28 26 

4 Agree 28 30 39 37 

5 Strongly agree 14 15 21 20 

Total 92 100 106 100 

Independent-Samples t-test     

   Mean SD 3.37 1.066 3.54 1.106 

   Mean Diff. .168    

   P-value .278    

Paired-Samples t-test     

   Mean SD 3.42 1.165 2.83 .835 

   Mean Diff. .583    

   # of Pairs 12    

   P-value .189    
Notes: 2 (4, N = 198) = 2.730, p = .604. 0 cells (0%) have expected count less than 5. The minimum 

expected count is 5.11. Only respondents who did not attend any training since June 2015 were asked 

this question. 

 

Table 11a-5. There has not been enough time in my schedule to attend trainings. 

 2018 2019 

 n % n % 

1 Strongly disagree 7 8 4 4 

2 Disagree 9 10 10 9 

3 Neither agree nor disagree 39 42 42 40 

4 Agree 27 29 35 33 

5 Strongly agree 10 11 15 14 

Total 92 100 106 100 

Independent-Samples t-test     

   Mean SD 3.26 1.036 3.44 .977 

   Mean Diff. .183    

   P-value .206    

Paired-Samples t-test     

   Mean SD 3.42 .996 3.67 .985 

   Mean Diff. .250    

   # of Pairs 12    

   P-value .389    
Notes: 2 (4, N = 198) = 2.034, p = .729. 0 cells (0%) have expected count less than 5. The minimum 

expected count is 5.11. Only respondents who did not attend any training since June 2015 were asked 

this question. 

 

  



49 

 

Table 11b. If the respondent attended any in-service or training event since June 2015: I 

have attended an in-service or training event… 

 2017 2018 2019 

 n % n % n % 

As a participant or as an observer       

   Not Selected 106 45 135 35 160 35 

   Selected 128 55 252 65 296 65 

As a co-presenter or lead presenter       

   Not Selected 208 89 352 91 422 93 

   Selected 26 11 35 9 34 7 
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Asked if the respondent is an agency administrator, executive director, middle manager, 

program manager, or clinical director: As a manager or supervisor, how much do you 

agree or disagree with the following statements about support given to staff to attend in 

service or training events? (Applies to Tables 12a-1 through 12a-4) 

 

Table 12a-1. I have made it possible for staff from my organization to attend an in-

service or training event. 

 2018 2019 

 n % n % 

1 Strongly disagree 2 1 0 0 

2 Disagree 4 2 4 3 

3 Neither agree nor disagree 15 9 14 10 

4 Agree 53 33 41 30 

5 Strongly agree 89 55 80 58 

Total 163 100 139 100 

Independent-Samples t-test     

   Mean SD 4.37 .846 4.42 .789 

   Mean Diff. .049    

   P-value .602    

Paired-Samples t-test     

   Mean SD 4.66 .645 4.77 .424 

   Mean Diff. .114    

   # of Pairs 44    

   P-value .280    
Notes: 2 (4, N = 302) = 2.152, p = .708. 4 cells (40%) have expected count less than 5. The minimum 

expected count is .92. Only respondents reported being an agency administrator, executive director, 

middle manager, program manager, or clinical director were asked this question. 
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Table 12a-2. I provide opportunities for staff who attend training to share information 

with other staff. 

 2018 2019 

 n % n % 

1 Strongly disagree 1 1 0 0 

2 Disagree 2 1 3 2 

3 Neither agree nor disagree 13 8 19 14 

4 Agree 77 47 58 43 

5 Strongly agree 72 44 56 41 

Total 165 100 136 100 

Independent-Samples t-test     

   Mean SD 4.32 .723 4.23 .769 

   Mean Diff. .087    

   P-value .315    

Paired-Samples t-test     

   Mean SD 4.53 .550 4.49 .593 

   Mean Diff. .047    

   # of Pairs 43    

   P-value .643    
Notes: 2 (4, N = 301) = 4.245, p = .374. 4 cells (40%) have expected count less than 5. The minimum 

expected count is .45. Only respondents reported being an agency administrator, executive director, 

middle manager, program manager, or clinical director were asked this question. 

 

Table 12a-3. I provide opportunities for staff to discuss or explore practice changes 

based on the training. 

 2018 2019 

 n % n % 

1 Strongly disagree 1 1 0 0 

2 Disagree 3 2 3 2 

3 Neither agree nor disagree 19 12 20 14 

4 Agree 81 50 65 47 

5 Strongly agree 59 36 51 37 

Total 163 100 139 100 

Independent-Samples t-test     

   Mean SD 4.19 .758 4.18 .754 

   Mean Diff. .010    

   P-value .906    

Paired-Samples t-test     

   Mean SD 4.33 .715 4.30 .708 

   Mean Diff. .023    

   # of Pairs 43    

   P-value .855    
Notes: 2 (4, N = 302) = 1.463, p = .833. 4 cells (40%) have expected count less than 5. The minimum 

expected count is .46. Only respondents reported being an agency administrator, executive director, 

middle manager, program manager, or clinical director were asked this question. 



52 

 

Table 12a-4. I provide opportunities for staff to use the knowledge and skills gained 

from trainings in their practice. 

 2018 2019 

 n % n % 

1 Strongly disagree 2 1 0 0 

2 Disagree 1 1 2 1 

3 Neither agree nor disagree 16 10 16 11 

4 Agree 68 42 62 43 

5 Strongly agree 76 47 63 44 

Total 163 100 143 100 

Independent-Samples t-test     

   Mean SD 4.32 .775 4.30 .722 

   Mean Diff. .018    

   P-value .831    

Paired-Samples t-test     

   Mean SD 4.60 .539 4.56 .586 

   Mean Diff. .044    

   # of Pairs 45    

   P-value .643    
Notes: 2 (4, N = 306) = 2.530, p = .639. 4 cells (40%) have expected count less than 5. The minimum 

expected count is .93. Only respondents reported being an agency administrator, executive director, 

middle manager, program manager, or clinical director were asked this question. 
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How much do you agree or disagree with the following statements about support given 

by your agency to attend in service or training events? (Applies to Tables 12b-1 through 

12b-4) 

 

Table 12b-1. My agency makes it possible for me to attend in-service or training events. 

 2018 2019 

 n % n % 

1 Strongly disagree 5 1 4 1 

2 Disagree 10 3 11 3 

3 Neither agree nor disagree 21 6 24 6 

4 Agree 127 38 153 40 

5 Strongly agree 173 51 193 50 

Total 336 100 385 100 

Independent-Samples t-test     

   Mean SD 4.35 .843 4.35 .806 

   Mean Diff. .002    

   P-value .969    

Paired-Samples t-test     

   Mean SD 4.48 .739 4.50 .674 

   Mean Diff. .018    

   # of Pairs 110    

   P-value .801    
Notes: 2 (4, N = 721) = .538, p = .970. 2 cells (20%) have expected count less than 5. The minimum 

expected count is 4.19. 

 

  



54 

 

Table 12b-2. My agency provides opportunities for me to share information learned at 

trainings with other staff. 

 2018 2019 

 n % n % 

1 Strongly disagree 5 2 4 1 

2 Disagree 22 7 24 6 

3 Neither agree nor disagree 44 13 51 13 

4 Agree 125 38 161 42 

5 Strongly agree 137 41 143 37 

Total 333 100 383 100 

Independent-Samples t-test     

   Mean SD 4.10 .967 4.08 .920 

   Mean Diff. .019    

   P-value .794    

Paired-Samples t-test     

   Mean SD 4.17 .914 4.11 .898 

   Mean Diff. .067    

   # of Pairs 105    

   P-value .501    
Notes: 2 (4, N = 716) = 1.892, p = .756. 2 cells (20%) have expected count less than 5. The minimum 

expected count is 4.19. 

 

Table 12b-3. My agency provides opportunities for me to discuss or explore practice 

changes based on the trainings. 

 2018 2019 

 n % n % 

1 Strongly disagree 7 2 4 1 

2 Disagree 24 7 20 5 

3 Neither agree nor disagree 42 13 82 22 

4 Agree 138 42 170 45 

5 Strongly agree 119 36 104 27 

Total 330 100 380 100 

Independent-Samples t-test     

   Mean SD 4.02 .986 3.92 .889 

   Mean Diff. .103    

   P-value .146    

Paired-Samples t-test     

   Mean SD 4.09 .946 3.96 .891 

   Mean Diff. .125    

   # of Pairs 104    

   P-value .223    
Notes: 2 (4, N = 710) = 14.972, p = .005. 0 cells (0%) have expected count less than 5. The minimum 

expected count is 5.11. 
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Table 12b-4. My agency is supportive of me using the knowledge and skills gained from 

trainings. 

 2018 2019 

 n % n % 

1 Strongly disagree 4 1 2 1 

2 Disagree 7 2 10 3 

3 Neither agree nor disagree 28 8 26 7 

4 Agree 134 40 176 45 

5 Strongly agree 164 49 173 45 

Total 337 100 387 100 

Independent-Samples t-test     

   Mean SD 4.33 .809 4.31 .754 

   Mean Diff. .014    

   P-value .814    

Paired-Samples t-test     

   Mean SD 4.41 .766 4.41 .609 

   Mean Diff. .000    

   # of Pairs 112    

   P-value 1.000    
Notes: 2 (4, N = 724) = 3.766, p = .439. 2 cells (20%) have expected count less than 5. The minimum 

expected count is 2.79. 
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To what extent are behavioral health services being provided to each of the following 

groups of older adults and people with physical disabilities? 

NOTE: There was a substantial number of “don’t know” responses for several items, as 

presented in the table below. Subsequent Tables 14a-14m provide the number of 

responses and percentages based on valid responses (that is, not including “don’t 

know” responses). 

 

Q14. “Don’t know” responses only 

 2017 2018 2019 
 # % # % # % 

a. Those living in nursing homes 71 33 105 30 142 35 

b. Those living in assisted living 
communities 

63 29 99 28 127 32 

c. Those living in adult foster/care homes 60 28 107 31 129 32 

d. Those living in memory care units - - 118 34 155 39 

e. Those living independently 46 22 58 17 84 21 

f. Those with early/mild behavioral health 
issues 

49 23 62 18 90 22 

g. Those at risk of behavioral health issues 
due to isolation 

53 25 59 17 93 23 

h. Ethnic minority populations - - - - 137 34 

i. LGBTQ+ populations - - - - 158 39 

j. Veterans 55 26 77 22 101 25 

k. Those with substance use disorders 44 21 59 17 85 21 

l. Those with serious mental illness - - - - 71 18 

m. Dementia with behavioral symptoms - - - - 77 19 

Notes: Percentages refer to the share of “don’t know” responses within valid (non-missing) responses 

each year. Dash (-) indicates that a particular response category was not asked that year. 
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Table 14a. Those living in nursing homes. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 13 9 25 10 24 9 

2 Not very much 61 43 106 44 124 48 

3 To some extent 45 31 82 34 79 30 

4 To a fair extent 22 15 27 11 26 10 

5 To a great extent 2 1 3 1 7 3 

Total 143 100 243 100 260 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.57 0.91 2.49 0.87 2.49 0.89 

Longitudinal sample 2.62 0.85 2.39 0.84 2.41 0.87 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.395 0.273 0.380 0.734 

2018 0.395 0.273 n/a 0.985 0.355 

2019 0.380 0.734 0.985 0.355 n/a 
Notes: χ2 (8, N = 646) = 5.378, p = .717. 3 cells (20%) have expected count less than 5. The minimum 
expected count is 2.66. 

 
 
Table 14b. Those living in assisted living communities. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 9 6 18 7 17 6 

2 Not very much 67 44 109 44 129 47 

3 To some extent 54 36 86 35 89 32 

4 To a fair extent 20 13 30 12 35 13 

5 To a great extent 1 1 6 2 5 2 

Total 151 100 249 100 275 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.58 0.82 2.59 0.88 2.57 0.86 

Longitudinal sample 2.62 0.79 2.49 0.88 2.39 0.81 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.968 0.340 0.891 0.196 

2018 0.968 0.340 n/a 0.837 0.659 

2019 0.891 0.196 0.837 0.659 n/a 
Notes: χ2 (8, N = 675) = 2.733, p = .950. 3 cells (20%) have expected count less than 5. The minimum 
expected count is 2.68. 
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Table 14c. Those living in adult foster/care homes. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 10 6 22 9 19 7 

2 Not very much 58 38 96 40 111 41 

3 To some extent 51 33 78 32 97 36 

4 To a fair extent 24 16 32 13 35 13 

5 To a great extent 11 7 13 5 11 4 

Total 154 100 241 100 273 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.79 1.02 2.66 1.00 2.66 0.93 

Longitudinal sample 2.73 0.90 2.57 0.94 2.57 0.95 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.189 0.048 0.190 0.092 

2018 0.189 0.048 n/a 0.970 0.955 

2019 0.190 0.092 0.970 0.955 n/a 
Notes: χ2 (8, N = 668) = 4.189, p = .840. 0 cell (0%) has expected count less than 5. The minimum 
expected count is 8.07. 

 

Table 14d. Those living in memory care units. 

 2018 2019 
 n % n % 

1 Not at all 33 14 37 15 
2 Not very much 104 45 109 44 
3 To some extent 51 22 73 30 
4 To a fair extent 38 17 19 8 
5 To a great extent 4 2 9 4 
Total 230 100 247 100 

Independent-Samples t-test     
   Mean SD 2.46 0.99 2.41 0.96 
   Mean Diff. 0.05    
   P-value 0.56    
Paired-Samples t-test     
   Mean SD 2.42 0.91 2.31 0.99 
   Mean Diff. 0.11    
   # of Pairs 32    
   P-value 0.33    

Notes: This question was not asked in 2017. χ2 (4, N = 477) = 11.915, p = .018. 0 cell (0%) has expected 
count less than 5. The minimum expected count is 6.27. 
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Table 14e. Those living in independently. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 7 4 7 2 12 4 

2 Not very much 55 33 95 33 105 33 

3 To some extent 69 41 120 41 139 44 

4 To a fair extent 30 18 54 19 50 16 

5 To a great extent 7 4 14 5 12 4 

Total 168 100 290 100 318 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.85 0.91 2.91 0.89 2.83 0.87 

Longitudinal sample 2.64 0.83 2.82 0.92 2.80 0.80 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.518 0.068 0.776 0.271 

2018 0.518 0.068 n/a 0.268 0.584 

2019 0.776 0.271 0.268 0.584 n/a 
Notes: χ2 (8, N = 776) = 2.716, p = .951. 0 cell (0%) has expected count less than 5. The minimum 
expected count is 5.63. 

 

 

Table 14f. Those living with early/mild behavioral health issues. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 8 5 15 5 22 7 

2 Not very much 69 42 123 43 126 40 

3 To some extent 56 34 94 33 122 39 

4 To a fair extent 30 18 43 15 39 13 

5 To a great extent 2 1 11 4 3 1 

Total 165 100 286 100 312 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.69 0.87 2.69 0.92 2.60 0.83 

Longitudinal sample 2.61 0.88 2.58 0.96 2.54 0.86 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.987 0.671 0.277 0.437 

2018 0.987 0.671 n/a 0.195 0.162 

2019 0.277 0.437 0.195 0.162 n/a 
Notes: χ2 (8, N = 763) = 12.386, p = .135. 1 cell (7%) has expected count less than 5. The minimum 
expected count is 3.46. 
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Table 14g. Those at risk of behavioral health issues due to isolation. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 16 10 28 10 32 10 

2 Not very much 89 55 145 50 170 55 

3 To some extent 36 22 66 23 77 25 

4 To a fair extent 15 9 41 14 26 8 

5 To a great extent 5 3 9 3 4 1 

Total 161 100 289 100 309 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.40 0.90 2.51 0.96 2.35 0.83 

Longitudinal sample 2.27 0.87 2.34 0.94 2.30 0.81 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.234 0.859 0.558 0.724 

2018 0.234 0.859 n/a 0.034 0.765 

2019 0.558 0.724 0.034 0.765 n/a 
Notes: χ2 (8, N = 759) = 8.865, p = .354. 1 cell (7%) has expected count less than 5. The minimum 
expected count is 3.82. 

 
 
Table 14h. Ethnic minority populations. 

 2019 
 n % 

1 Not at all 32 12 
2 Not very much 132 50 
3 To some extent 74 28 
4 To a fair extent 25 9 
5 To a great extent 2 1 
Total 265 100 

Notes: This question was asked only in 2019. 

 

Table 14i. LGBTQ+ populations. 

 2019 
 n % 

1 Not at all 27 11 
2 Not very much 116 48 
3 To some extent 71 29 
4 To a fair extent 27 11 
5 To a great extent 3 1 
Total 244 100 

Notes: This question was asked only in 2019. 
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Table 14j. Veterans. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 3 2 8 3 9 3 

2 Not very much 42 26 61 23 64 21 

3 To some extent 70 44 126 46 142 47 

4 To a fair extent 37 23 62 23 68 23 

5 To a great extent 7 4 14 5 18 6 

Total 159 100 271 100 301 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.02 0.87 3.05 0.88 3.07 0.89 

Longitudinal sample 2.99 0.76 3.01 0.88 3.10 0.85 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.742 0.195 0.531 0.693 

2018 0.742 0.195 n/a 0.734 0.323 

2019 0.531 0.693 0.734 0.323 n/a 
Notes: χ2 (8, N = 731) = 2.526, p = .961. 1 cell (7%) has expected count less than 5. The minimum 
expected count is 4.35. 

 
 

Table 14k. Those with substance use disorders. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 4 2 4 1 15 5 

2 Not very much 60 35 96 33 97 31 

3 To some extent 65 38 114 39 131 41 

4 To a fair extent 34 20 48 17 55 17 

5 To a great extent 7 4 27 9 19 6 

Total 170 100 289 100 317 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.88 0.90 2.99 0.96 2.89 0.95 

Longitudinal sample 2.68 0.78 2.85 0.95 2.79 0.90 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.225 0.398 0.908 0.487 

2018 0.225 0.398 n/a 0.191 0.103 

2019 0.908 0.487 0.191 0.103 n/a 
Notes: χ2 (8, N = 776) = 12.638, p = .125. 0 cell (0%) has expected count less than 5. The minimum 
expected count is 5.04. 
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Table 14l. Those with serious mental illness. 

 2019 
 n % 

1 Not at all 13 4 
2 Not very much 87 26 
3 To some extent 120 36 
4 To a fair extent 81 24 
5 To a great extent 30 9 
Total 331 100 

Notes: This question was asked only in 2019. 

 

Table 14m. Dementia with behavioral symptoms. 

 2019 
 n % 

1 Not at all 29 9 
2 Not very much 122 38 
3 To some extent 118 36 
4 To a fair extent 44 14 
5 To a great extent 12 4 
Total 325 100 

Notes: This question was asked only in 2019. 
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In the past year, to what extent has progress been made to improve services in your 

community for older adults and adults with physical disabilities with behavioral health 

needs? 

NOTE: There was a substantial number of “don’t know” responses for several items, as 

presented in the table below. Subsequent Tables 15a-15j provide the number of 

responses and percentages based on valid responses (that is, not including “don’t 

know” responses). 
 

Table 15. “Don’t know” responses 

 2017 2018 2019 
 # % # % # % 

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

28 13 35 10 51 13 

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

34 16 49 14 62 16 

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

42 20 52 15 68 17 

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

42 20 59 17 71 18 

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

99 47 161 47 185 47 

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

107 50 168 49 197 50 

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

56 26 70 20 93 24 

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

59 28 82 24 94 24 

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. 

67 32 86 25 102 26 

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

61 29 83 24 109 28 
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Table 15a. Older adults and people with physical disabilities who have behavioral health 

needs are recognized as priority populations in the community. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 3 2 18 6 22 6 

2 Not very much 49 26 90 29 106 31 

3 To some extent 79 43 116 37 129 38 

4 To a fair extent 42 23 69 22 70 20 

5 To a great extent 12 6 18 6 16 5 

Total 185 100 311 100 343 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.06 0.90 2.93 0.99 2.86 0.97 

Longitudinal sample 3.13 0.92 2.91 1.02 3.00 0.89 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.155 0.132 0.023 0.265 

2018 0.155 0.132 n/a 0.336 0.696 

2019 0.023 0.265 0.336 0.696 n/a 
Notes: χ2 (8, N = 839) = 8.844, p = .356. 0 cell (0%) has expected count less than 5. The minimum 
expected count is 9.48. 

 
 
Table 15b. These adults are more likely to have timely access to the full range of 

services they need (e.g., housing, medication management, transportation). 

  2017 2018 2019 

  n % n % n % 

1 Not at all 13 7 25 8 39 12 

2 Not very much 72 40 129 43 161 48 

3 To some extent 78 44 111 37 99 30 

4 To a fair extent 16 9 27 9 26 8 

5 To a great extent 0 0 5 2 7 2 

Total 179 100 297 100 332 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.54 0.76 2.52 0.84 2.40 0.87 

Longitudinal sample 2.56 0.77 2.48 0.84 2.31 0.76 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.800 0.848 0.069 0.022 

2018 0.800 0.848 n/a 0.070 0.009 

2019 0.069 0.022 0.070 0.009 n/a 
Notes: χ2 (8, N = 808) = 15.544, p = .049. 3 cells (20%) have expected count less than 5. The minimum 
expected count is 2.66.  
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Table 15c. These adults are more likely to have access to community-based behavioral 

health programs or services that have demonstrated their effectiveness. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 5 3 18 6 29 9 

2 Not very much 64 37 113 38 132 40 

3 To some extent 71 42 108 37 129 40 

4 To a fair extent 30 18 47 16 26 8 

5 To a great extent 1 1 8 3 10 3 

Total 171 100 294 100 326 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.75 0.80 2.71 0.90 2.56 0.88 

Longitudinal sample 2.68 0.83 2.68 0.91 2.55 0.73 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.575 0.520 0.017 0.475 

2018 0.575 0.520 n/a 0.033 0.085 

2019 0.017 0.475 0.033 0.085 n/a 
Notes: χ2 (8, N = 791) = 21.361, p = .006. 1 cell (7%) has expected count less than 5. The minimum 
expected count is 4.11. 

 
 
Table 15d. These adults are more likely to have information about ways to promote 

mental health well-being (e.g. social engagement, physical activities). 

  2017 2018 2019 

  n % n % n % 

1 Not at all 9 5 19 7 34 11 

2 Not very much 65 38 116 40 130 40 

3 To some extent 75 44 104 36 114 35 

4 To a fair extent 20 12 45 16 34 11 

5 To a great extent 2 1 3 1 11 3 

Total 171 100 287 100 323 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.65 0.80 2.64 0.86 2.56 0.94 

Longitudinal sample 2.65 0.89 2.61 0.82 2.54 0.81 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.871 0.316 0.256 0.923 

2018 0.871 0.316 n/a 0.258 0.317 

2019 0.256 0.923 0.258 0.317 n/a 
Notes: χ2 (8, N = 781) = 15.768, p = .046. 1 cells (7%) have expected count less than 5. The minimum 
expected count is 3.50. 
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Table 15e. Lengths of stay for emergency departments, hospitals, jails, inpatient 

psychiatric units, the Oregon State Hospital have reduced for these adults. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 7 6 26 14 37 18 

2 Not very much 53 46 63 34 77 37 

3 To some extent 35 31 64 35 56 27 

4 To a fair extent 17 15 23 12 26 12 

5 To a great extent 2 2 9 5 13 6 

Total 114 100 185 100 209 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.60 0.88 2.60 1.03 2.53 1.11 

Longitudinal sample 2.54 0.87 2.55 1.02 2.54 1.11 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.977 0.959 0.560 0.242 

2018 0.977 0.959 n/a 0.481 0.221 

2019 0.560 0.242 0.481 0.221 n/a 
Notes: χ2 (8, N = 508) = 15.670, p = .047. 0 cell (0%) has expected count less than 5. The minimum 
expected count is 5.39. 

 

Table 15f. “Evictions” of these adults from community-based long-term care facilities, 

nursing homes, public housing, etc. have been reduced. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 11 10 31 17 40 20 

2 Not very much 48 45 80 45 77 39 

3 To some extent 32 30 49 28 64 32 

4 To a fair extent 10 9 15 8 11 6 

5 To a great extent 5 5 3 2 5 3 

Total 106 100 178 100 197 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.53 0.97 2.32 0.92 2.31 0.94 

Longitudinal sample 2.58 1.01 2.36 0.97 2.34 0.95 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.071 0.899 0.054 0.680 

2018 0.071 0.899 n/a 0.913 0.436 

2019 0.054 0.680 0.913 0.436 n/a 
Notes: χ2 (8, N = 481) = 9.742, p = .284. 2 cell (13%) has expected count less than 5. The minimum 
expected count is 2.86. 
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Table 15g. These adults are more likely to have their signs and symptoms recognized 

as behavioral health needs rather than as being due to “aging.” 

  2017 2018 2019 

  n % n % n % 

1 Not at all 7 4 17 6 29 10 

2 Not very much 47 30 89 32 96 32 

3 To some extent 58 37 108 39 109 36 

4 To a fair extent 34 22 52 19 51 17 

5 To a great extent 11 7 10 4 16 5 

Total 157 100 276 100 301 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.97 0.99 2.82 0.93 2.76 1.02 

Longitudinal sample 3.04 1.01 2.81 0.90 2.78 1.02 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.119 0.345 0.035 0.136 

2018 0.119 0.345 n/a 0.532 0.548 

2019 0.035 0.136 0.532 0.548 n/a 
Notes: χ2 (8, N = 734) = 8.626, p = .375. 0 cell (0%) has expected count less than 5. The minimum 
expected count is 7.91. 

 
 
Table 15h. These adults are more likely to receive help from direct service and/or 

primary care providers with the requisite knowledge and skills. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 3 2 11 4 18 6 

2 Not very much 45 29 79 30 96 32 

3 To some extent 72 47 119 45 134 45 

4 To a fair extent 28 18 44 17 46 15 

5 To a great extent 6 4 11 4 6 2 

Total 154 100 264 100 300 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 2.93 0.84 2.87 0.89 2.75 0.86 

Longitudinal sample 2.92 0.80 2.84 0.88 2.64 0.84 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.486 0.413 0.041 0.586 

2018 0.486 0.413 n/a 0.118 0.120 

2019 0.041 0.586 0.118 0.120 n/a 
Notes: χ2 (8, N = 718) = 7.123, p = .523. 1 cell (7%) has expected count less than 5. The minimum 
expected count is 4.93. 
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Table 15i. 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. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 3 2 10 4 21 7 

2 Not very much 35 24 61 23 70 24 

3 To some extent 71 49 106 41 125 43 

4 To a fair extent 23 16 64 25 61 21 

5 To a great extent 14 10 19 7 15 5 

Total 146 100 260 100 292 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.07 0.93 3.08 0.96 2.93 0.97 

Longitudinal sample 3.07 0.90 3.07 1.01 2.90 1.04 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.901 0.139 0.149 0.819 

2018 0.901 0.139 n/a 0.062 0.085 

2019 0.149 0.819 0.062 0.085 n/a 
Notes: χ2 (8, N = 698) = 13.948, p = .083. 0 cell (0%) has expected count less than 5. The minimum 
expected count is 7.11. 

 

Table 15j. Community partners have been more successful in resolving complex cases. 

  2017 2018 2019 

  n % n % n % 

1 Not at all 2 1 12 5 14 5 

2 Not very much 34 22 59 22 65 23 

3 To some extent 69 45 111 42 139 49 

4 To a fair extent 30 20 70 27 60 21 

5 To a great extent 17 11 11 4 7 2 

Total 152 100 263 100 285 100 

  Mean SD Mean SD Mean SD 

Cross-sectional sample 3.17 0.95 3.03 0.92 2.93 0.86 

Longitudinal sample 3.39 0.98 3.06 0.98 3.08 0.83 

  OLS Fixed OLS Fixed OLS Fixed 

2017 n/a 0.136 0.155 0.009 0.079 

2018 0.136 0.155 n/a 0.190 0.536 

2019 0.009 0.079 0.190 0.536 n/a 
Notes: χ2 (8, N = 700) = 23.192, p = .003. 0 cell (0%) has expected count less than 5. The minimum 
expected count is 6.08. 
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Table 16. What is your gender? 

 n % Valid 
% 

Female 306 67 80 
Male 72 16 19 
Non-binary 2 <1 1 
Questioning 1 <1 <1 
Transfeminine (Transwoman) 0 0 0 
Transmasculine (Transman) 0 0 0 
Other 1 <1 <1 
Missing 74 16 - 
Total 456 100  

Notes: This question was asked only in 2019. “Valid %” column excludes missing observations in 
calculating percentages. 

 

Table 17. How old are you? 

 n % Valid 
% 

18-24 2 <1 1 
25-34 44 10 11 
35-44 78 17 20 
45-54 94 21 25 
55-64 100 22 26 
65-74 53 12 14 
75-84 10 2 3 
85 or older 2 <1 1 
Missing 73 16 - 
Total 456   

Notes: This question was asked only in 2019. “Valid %” column excludes missing observations in 
calculating percentages. 

 

Table 18. What is your highest level of education? 

 n % Valid 
% 

Less than high school 0 0 0 
High school graduate 10 2 3 
Some college 40 9 10 
2 year degree/Associate’s degree 29 6 8 
4 year degree/Bachelor’s degree 109 24 28 
Master’s degree/Professional 173 38 45 
Doctorate degree 23 5 6 
Missing 72 16 - 
Total 456   

Notes: This question was asked only in 2019. “Valid %” column excludes missing observations in 
calculating percentages. 
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Table 19. How long have you been working continuously at your main job for your 

present employer/organization? 

 n % Valid 
% 

0-23 months (<2 years) 41 9 19 
24-47 months (2 to 4 years) 73 16 33 
48-95 months (4 to 8 years) 63 14 28 
More than 95 months (8+ years) 45 10 20 
Missing 234 51 - 
Total 456 100 100 

Notes: This question was asked only in 2019. “Valid %” column excludes not applicable, don’t know, and 
missing observations in calculating percentages. 

 

Table 20. How would you define your work/service area? 

 n % Valid 
% 

Urban (80-100% urban) 80 18 21 
Mixed, mostly urban (50-80% urban) 105 23 28 
Mixed, mostly rural (50-80% rural) 83 18 22 
Rural (80-100% rural) 106 23 28 
Not applicable 8 2 - 
Don’t know 0 0 - 
Missing 74 16 - 
Total 456 100 100 

Notes: This question was asked only in 2019. “Valid %” column excludes not applicable, don’t know, and 
missing observations in calculating percentages. 

 

 

 

 

 

 

 

 

 

 

 

 


