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List of Acronyms
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ACSW = Academy of Certified Social Workers
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OABHI = Older Adult Behavioral Health Initiative
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Q2 = Quarter two
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Q4 = Quarter four
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RN = Registered nurse

SBIRT = Screening, Brief Intervention, and Referral to Treatment



Introduction

The Final Report, 2021-2023: Evaluation of the Oregon Older Adult Behavioral Health
Initiative, provides results from the Portland State University (PSU) Institute on Aging’s (I0A)
multi-year evaluation of the Behavioral Health Initiative for Older Adults and People with
Physical Disabilities (OABHI) (referred to as ‘the Initiative’ in this report). This report
recognizes that older adults are a unique population with growing, specialized behavioral health
(BH) needs (Bor, 2015). For example, in the United States (U.S.) the rate of fatal drug overdose
among older adults quadrupled from 3 per 100,000 in 2002 to 12 per 100,000 in 2021, which
suggests that 1 in 370 deaths among U.S. older adults are attributable to overdose (Humphreys &
Shover, 2023). In addition, older adults living with chronic conditions such as cardiovascular
disease are at-risk of mental illness (Ahmedani et al., 2017; Bobo et al., 2022). A multi-year
investment has been made by the State of Oregon to address these complex needs of older adults
through the OABHI. The overall intent of this report is to provide the Older Adult Behavioral
Health Specialists (referred to as ‘the Specialists’ in this report) with actionable data about their
work and the Initiative so the Specialists may build on the many successes achieved so far in
those efforts. This report focuses on what appears to be working well along with areas where
additional focus or improvement is needed.

The data to support the findings and recommendations provided within this report are drawn
from several sources collected by the PSU Evaluation team. A detailed list of data sources is
provided within the next section. The findings presented here are built on data collected over
multiple years as well as those that emerged from the most recent evaluation period, April 2021
to March 2023.

Methods

The PSU Evaluation team routinely collects data from the OABHS through a multi-method
approach, including qualitative and quantitative quarterly reports, complex care consultation
(CCC) reporting instruments, workforce development training rosters, and post-training
evaluation surveys completed by training attendees. Data from key partners (referred to as “key
informants” in this report) were collected by the PSU Evaluation Team through semi-structured,
in-depth interviews and a brief quantitative survey over a 12-week period from October 2022 to
January 2023.



Complex Care Consultations (CCC)

Older Adult Behavioral Health Specialists (OABHS) provide information on every CCC they
conduct, and submit this data to the PSU Evaluation team through the CCC form, which was
jointly developed by the PSU Evaluation team, the OABHS, and the OABHI Director. The
OABHS include a variety of information such as the behavioral health needs of the consumer
participating in the care consultation, the recommendations the OABHS provided based on their
expertise, and sociodemographic information such as veteran status, age, gender, and county of
residence.

Training: Workforce Development

The OABHS record information about every workforce development training they conduct
through the use of training rosters. Information provided through these rosters include
information such as the title of the training, the presenter, the target audience, the location, and
behavioral health topics covered in the training. Training participants who attend workforce
development events planned, hosted, or presented by a OABHS provide their email address so
the PSU Evaluation team can follow up with an evaluation survey. Participants provide
information about their perceptions of the training, and summaries are then shared with the
OABHS.

Quarterly Reports

The OABHS submit reports detailing their activities over the previous quarter, and plans for the
subsequent quarter. These reports primarily consist of open-ended qualitative questions, though
quantitative data are also collected on the use of evidence-based practices (EBPs) and assessment
tools, and participation in different activities with key community partners.

Behavioral Health Conference Survey

In 2023, the Evaluation team organized a virtual training event for behavioral health and aging
professionals across Oregon. This conference focused on supporting older adults with complex
care needs. The PSU Evaluation team distributed a post-training survey to all conference
attendees to gather data about information gained through the various sessions, as well as
successes and opportunities for improvement.

Key Informant Interviews

The PSU Evaluation team conducted a second round of key informant interviews with key
partners of the Initiative. The interviews were semi-structured and took approximately 45-60
minutes to complete. Participants completed a brief electronic quantitative survey prior to
meeting for the interview. The questions included in the interview were intended to assess key
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informants’ involvement with the Initiative, its impact on their agency, and how it can be
improved to better address the behavioral health needs of older adults and people with physical
disabilities. These key informants are a subset of community partners who work for aging or
behavioral health service agencies that regularly interact with the OABHS: managers and
supervisors, case managers, options counselors, Information & Referral (I&R) Specialists, and
eligibility case managers from local Aging and People with Disabilities (APD) offices, Area
Agencies on Aging-Aging and Disability Resource Centers (AAA-ADRC), and Community
Mental Health Programs (CMHP).

Statistical Software

All analyses were conducted using the RStudio Integrated Development Environment. The R
packages tidyverse, tidymodels, and poissonreg were instrumental in the analyses carried out of
the data included in this report (Team n.d., team, n.d.; Wickham et al., 2019; Kuhn, 2023a;
Kuhn, 2023b).

Key Findings

Complex care consultation

Complex care consultation (CCC) is a core job function of the OABHS. The OABHS work to
promote multi-disciplinary teams and a multi-morbidity approach to ensure older adults and
people with physical disabilities receive the appropriate help at the right time and at the right
level of care. Keeping detailed track of these CCCs is intended to inform the Initiative as well as
community partners of the types of consultations, reasons for consultations, and outcomes of
consultation meetings in communities throughout Oregon. Consequently, this information is
critical to informing policy about services and resources needed by this population.

Behavioral Health Specialists across Oregon used a data entry tool prepared by the Portland State
University (PSU) team to collect information about each CCC in which they participated in
between April 2019 and March 2023. From April 2019 through March 2023, Specialists reported
participating in a total of 7,218 CCCs that took place in 36 counties. During the most recent
reporting period from April 2021 through March 2023, Specialists reported participating in a
total of 2,412 CCCs that took place across all of Oregon’s counties. These CCCs constitute the
sample for this report.

Complex care consultation consumer demographics

Gender of consumers involved in complex care consultations

During the current measurement period (from April 2021 through March 2023), focusing only on
cases with non-missing information, consumers were slightly more likely to be female (55%),
similar to the gender distribution for the previous reporting period (53% female), and across all
quarters (53% female) (y2(3) =5, p=.17) (Table 1.1).



Table 1.1. Gender of consumers involved in a CCC

Gender 19Q2-21Q1 21Q2-"23Ql All Valid %
% %

Female 53% 55% 53%

Male 47% 45% 47%

Transfeminine <1% <1% <1%

(Transwoman)

Transmasculine 0% 0% <1%

(Transman)

Questioning 0% 0% <1%

Other <1% 0% <1%

Total 100% 100% 100%

Note: Missing, non-standard, or don’t know values were found r in 9 cases in the previous reporting period and 9
cases in the current reporting period. Percentages may not add up to 100% due to rounding.

Veteran status

During the current reporting period, focusing only on cases with non-missing information, the
Specialists reported that only 6% of consumers were veterans and 66% were not (among cases
with known veteran status; Table 1.2). Specialists either reported that veteran status was not
known or had missing data for 28% of cases during the current reporting period and 22% of
cases during the previous reporting period. The share of CCCs involving consumers who were
veterans during the current reporting period compared to the previous period was statistically
insignificant (y%(1) = 0.92, p = .336).

Table 1.2. Number and percentage of Veterans who did or did not receive a CCC

'19Q2-"21Q1 '21 Q2-'23Q1 All
Veteran Valid 9% % o
No 72% 66% 68%
Missing/non- . . )
standard/unknown 22% 28% 25%
Total 100% 100% 100%

Note: Percentages may not add up to 100 due to rounding.

Race/Ethnicity

Beginning in the third quarter of 2020, Specialists captured race and ethnicity of consumers
involved in a CCC. Of the 2,630 consumers, most were white (74%). The percentage of white
consumers increased 25% from the previous reporting period (80% versus 55% respectively).
Fewer than 5% of consumers were another race/ethnicity. The percentage of American Indian or
Alaskan Native and Asian or Asian American consumers who were involved in a CCC increased



while Black or African American and Hispanic or Latino consumers decreased. The percentage
of native Hawaiian or Other Pacific Islander consumers who were involved in a CCC remained
consistent over both periods (Table 1.3). Overall, the differences between the current reporting
period and the prior reporting periods were statistically significant (y?(6) = 51.66, p <.001), but
again, caution is indicated due to increased reporting.

Table 1.3. Race/Ethnicity of consumers who were involved in a CCC

. '19Q2-'210Q1 '21Q2-'230Q1 All
Race/Ethnicity Valid % Valid % Valid %
American Indian or

0, 0, (o)
Alaskan Native 3% S% 4%
A3|an_or Asian 0% 1% <1%
American
Black_or African 4% 1% 204
American
Hispanic or Latino 3% 2% 2%
Native Hawaiian or
Other Pacific 1% 1% 1%
Islander
White 55% 80% 74%
Not incl in thi
.Otl cluded in this 1% <1% <1%
list
Missing/non- 0 0 0
standard/unknown £ oo Hei
Total 100% 100% 100%

Note: Data on consumer race/ethnicity were collected beginning in 2020 Q3. Percentages may not add up to 100 due
to rounding.

Physical disability

From April 2021 through March 2023, in 32% of cases with non-missing data, consumers had a
known physical disability, a statistically insignificant change from the share from the previous
reporting period 40% (x2(1) = 8.23, p = .004) (Table 1.4).

Table 1.4. Number and of consumers with a disability who were involved in a CCC

. — '19Q2-'21Q1 '21Q2-'23Q1 All
Physical disability \1id 06 (n) Valid % (n) Valid % (n)
Yes 40% 32% 31%
No 53% 52% 45%
Missing/non- 84 16% 4%
standard/unknown
Total 100% 100% 100%

Note: Missing, non-standard, or unknown values were found for 8% (188) cases in the previous reporting period and
1% (387) cases in the current reporting period. Percentages may not add up to 100 due to rounding.
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Insurance coverage

A question about consumers’ insurance was added in Q4 of 2021. During the 4™ Quarter of
2021, Specialists began capturing data on insurance coverage of individuals served by the
Initiative. This included public and private sources of coverage including Medicare and
Medicaid and private health insurance. From April 2021 through March 2023, in cases with non-
missing data, 32% of consumers had Medicaid coverage, followed by those who were dual
eligible (20%), and Medicare fee for service (11%). Only 5% or fewer paid for services with
Medicare Advantage, private, or other insurance types (Figure 1.1).

Figure 1.1. Types of insurance coverage received by consumers who were involved in a
CCC

Medicaid

Missing 32%
31%

Private
Insurance (excl. :
Medicare Dual Eligible MECICRIS e
.. for Service
Advantage) (Medicaid and 11%
2% Medicare)
20%
Medicare
Advantage
5%

Note: Percentages may not add up to 100 due to rounding.

Age of consumers who received a CCC

Table 1.5 describes ages of consumers who received a CCC during the previous and current
reporting period. During the current reporting period, focusing only on cases with non-missing
information, the largest age group was under age 60 consisting of 31% of all CCCs, followed by
consumers who were ages 65-74 (30%) (Table 1.5). Only 4% of consumers were 85 years of age
and older. The age distribution for the previous measurement period and across all quarters was
similar, with the largest age group being between 65-74 (previous: 34%, across all quarters:
33%), followed by consumers who were younger than 60 (previous: 25% (632), across all
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quarters: 27% and between 60-64 (previous: 20%), across all quarters: 19%. The age distribution
of consumers was slightly younger from April 2021 through March 2023 than April 2019
through March 2021, a statistically significant change (x2(4) = 23.7, p < .001).

Table 1.5. Number and Percentage of Ages of Consumers Who Were Involved ina CCC

Age '19Q2- 21 Q1 '21Q2-'23 Q1 All
Valid % Valid % Valid %
<60 25% 31% 27%
60-64 20% 18% 19%
65-74 34% 30% 33%
75-84 16% 16% 17%
85+ 4% 4% 5%
Total 100% 100% 100%

Note: Missing, non-standard, or unknown values were found for 57 cases in the previous reporting period and 29
cases in the current reporting period. Percentages may not add up to 100 due to rounding.

Specialists’ previous involvement in a CCC

Overall, Specialists had participated in a previous CCC on 2,861 (41%) of consumers compared
to consumers who did not have a prior consultation (59%). During the current reporting period,
Specialists had consulted on a prior occasion in 49% of cases (Table 1.6). This is a significantly
greater percentage of prior consultations than in the previous reporting period of 38% (939)
(x*(1) = 52.74, p <.001).

Table 1.6. Specialist previous involvement in a CCC
Have you consulted

on this client 19 QZO-/0 21 Q1 21 QZO-/0 2301 (‘)I/‘oozf:l)
before?

Yes 38% 49% 41%
No 62% 51% 59%
Total 100% 100% 100%

Note: Percentages may not add up to 100 due to rounding.

Planning

Specialists were asked whether their CCCs were scheduled in advance or had taken place
without prior planning. Of 7,112 CCCs, most (57%) were planned. 65% were planned during the
current reporting period compared to the previous one (53%), a significant increase compared to
the previous reporting period (Table 1.7).
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Table 1.7. Number and percentage of planned and unplanned CCCs

Consulted '19Q2-21Q1 '21Q2-'23Q1 All

planning? Valid % Valid % Valid %
Planned 53% 65% 57%
Unplanned 47% 35% 43%
Total 100% 100% 100%

Note: Percentages may not add up to 100 due to rounding.

Consumers’ residence and change in residence

A new question about consumers’ residence status was asked beginning in Q3 of 2018.
Specialists were asked whether they discussed a change of residence for a consumer. Overall, in
the largest share of cases (30%), changing residence was not discussed. Change was discussed
but there was no option available in 23% of cases, followed by change being discussed and not
recommended (16%). During the current reporting period, in 38% of cases no discussion of
change in residence occurred, a substantially larger share compared to the last reporting period
(18%). Fewer CCCs involved a discussion that did not lead to a recommendation for change,
compared to the previous period (5% and 30% respectively). In a slightly larger share of CCCs
during the current period (28%) compared to the last period (20%), a change in residence was
recommended but the option was not available. Additionally, in a slightly larger share of CCCs
this (8%) compared to last (9%) period, consumers refused the recommended change in
residence even though it was or would soon be available (Table 1.8).

Table 1.8. Number, percentage and outcomes of discussions with consumers regarding a
change in residence.

Change in residence recommendations and 19Q2-"21 "21Q2-'23 All

outcomes Q1 Q1 Valid %
Valid % (n) Valid % (n) (n)
Change not discussed 18% 38% 30%
Change discussed, not recommended 30% 5% 16%
Recommended, option not available 20% 28% 23%
Recommended, option is/will be available 13% 13% 14%
Recommended and option is/will be available, 9% 8% 8%
consumer refused
Missing/non-standard/unknown 10% 7% 9%
Total 100% 100% 100%

Note: Missing, non-standard, or “don’t know” responses were found in 10% (238) cases during the current period
and 7% (180) of cases from the previous reporting period. Percentages may not add up to 100 due to rounding.

The distribution of the residence level of care change recommendations has shifted significantly
between the current and previous reporting periods. Table 1.9 describes the levels of care that
were recommended for consumers who required a change in residence. Of the 3,162 cases (with
missing/non-standard/unknown excluded) the greatest number of recommendations were for a
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consumer to move to a higher level of care (32%). Fewer needed a move to a place with the same
level of care (9%), followed by recommendations for a move to a lower level of care (3%). A
greater share of recommendations to a higher level of care occurred in the current reporting
period (40%) versus the previous reporting period (31%).

Table 1.9. Number and percentage of recommendations for a change in care level

. : '19Q2-21Q1 '21Q2-'23Q1 Total
Change in residence Valid % (n) Valid % (n) Valid % (n)
To lower level of 3% 304 304
care
To same level of care 11% 6% 9%
To higher level of 31% 40% 3904
care
Missing/non- 0 0 0
standard/unknown >o% >1% 56%
Total 100% 100% 100%

Note: Percentages may not add up to 100 due to rounding.

Referral source

Specialists were asked which agencies made referrals to other agencies during a CCC. From
April 2021 through March 2023, incases with non-missing information, Specialists reported that
most CCCs were referred by multidisciplinary team agencies (30%), followed by mental
health/behavioral health/community mental health programs (15%), an APD agency (12%), and
an Area Agency on Aging (7%). Fewer than 4% of referrals for a CCC came from any other
agency type (Figure 1.2). However, the percentages of referrals varied by reporting period.
Mental health/behavioral health/community mental health programs, AAAs, family, healthcare
settings, law enforcement/first respondents, or APS made more CCC referrals during the
previous than the current reporting period. For multidisciplinary teams, more CCC referrals were
made during the current reporting period. APD agencies had a 12% referral rate for both
reporting periods (Table 1.10).

14



Figure 1.2. Referral sources: April 2021 through March 2023

Mental
health/behavioral
health/community

mental health

.. program
Missing/non- 15%
standard/unknown
26% Aging and People
with Disabilities
Options . 12% _
Counselor/ADRC Family member,
1% guardian, or other
person
responsible for
Multidisciplinary consumers well
Team being
30% 2%
Health care
setting (e.g.,

/ Law .
enforcement/first P11 ary Care,

Adult Protective acute care)

Services respondents o
3% 1% 4%

Note: Percentages may not add up to 100 due to rounding

Table 1.10. Referral sources

'19Q2- '21Q2- All
Number and percentage of referrals by agency type 21 Q1 23 Q1 valid %
Valid %  Valid % °

Mental health/behavioral health/community mental health

28% 15% 14%
program
Aging and People with Disabilities 12% 12% 8%
Area Agency on Aging 10% 7% 5%
Family member, gl.Jardlan, or other person responsible for 6% 204 2%
consumers well being
Health care setting (e.g., primary care, acute care) 8% 4% 4%
ITo_ng-terrr_1 _care or_ com_munlty-baseq care (_e_.g., assisted 0% 0% 0%
living facility, residential care, nursing facility)
Other 0% 0% 0%
Law enforcement/first respondents 4% 1% 1%
Adult Protective Services 4% 3% 2%
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'19Q2- '21Q2-

Number and percentage of referrals by agency type 21 Q1 2301 Vaﬁlll %
Valid %  Valid %
Multidisciplinary Team 8% 30% 13%
Options Counselor/ADRC 1% 1% 1%
Centers for Independent Living <1% <1% <1%
Missing/non-standard/unknown 19% 26% 49%
Total 100% 100% 100%

Note: Percentages may not add up to 100 due to rounding.

During the current reporting period, there were a total of 9,079 problems/issues reported related
to CCCs. Overall, 1,671 of which were pending further evaluation (Mean = 0.72 per consumer)
across all quarters. While the total number of diagnosed or suspected problems/issues is smaller
this reporting period compared to the last reporting period, the average per consumer was higher
(Mean = 8.29) compared to last period (Mean = 9.73). While the number of suspected
problems/issues was similar between this and the previous reporting period, the average number
of suspected diagnoses was lower this period (Mean = 0.72 vs. Mean = 0.82). Currently, 71% of
cases had five or more reported issues (5-9 issues: 36% (394) and 10+ issues: 35%) during the
current period which is a lower share compared to the previous reporting period for 5 to 10 or
greater than 10 issues (76%) (Table 1.11).

Table 1.11. Percentage of diagnosed or suspected/diagnosis pending problems/issues
reported per consumer (excluding “Other” categories)

Number of diagnosed or suspected "19Q2-'21 Q1 '21Q2-'23Q1 All
problems/issues per consumer Valid % Valid % Valid %
0 3% 1% 2%
1-2 8% 8% 8%
3-4 13% 20% 15%
5-9 29% 36% 31%
10+ 47% 35% 43%
Total 100% 100% 100%

Note: Percentages may not add up to 100 due to rounding.

Most consumers during the current reporting period had at least one physical /medical (79%
(1,978)), neurological/cognitive (52% (1,287)), psychiatric / mental health (88% (2,183)), social/
individual (83%), or systems (68%) suspected or diagnosed problem. The share of consumers
with at least one issue was slightly higher this reporting period compared to last reporting period
for physical / medical (79%) versus (78%), psychiatric / mental health (88%) versus (85%), and
any other social / individual category of issues (99% versus 97%) (Table 1.12).

Table 1.12. At least one diagnosed or suspected/diagnosis pending problems/issues reported
by broad categories
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Categorized (Suspected) '190Q2-"21Q1 Q21-'23Q2 All

Diagnosis Valid % Valid % Valid %
Physical / Medical 78% 79% 76%
Neurological/Cognitive 55% 52% 51%
Psychiatric / Mental 850% 88% 83%
Health

Social / Individual 83% 83% 81%
Systems 75% 68% 73%
Any 97% 99% 98%

Note: Because multiple problems/issues for each consumer could be selected, the percentages need not add up to
100.

During the current reporting period, in the physical/medical category, co-occurring medical
conditions, geriatric syndromes (e.g., frailty, falls, self-neglect), and ADL and other functional
limitations were most likely to be diagnosed (51%, 44%, and 35% of all CCCs, respectively)
within the physical/medical category, followed by unresolved medical need (35%).
Polypharmacy (7%) and delirium (1%) were the least cited reasons in this category. While the
descending order of the prevalence of these problems/issues were similar between the current
reporting period and the previous reporting period, prevalence rates for each problem/condition
in this category were higher from April 2021 through March 2023. For instance, 51% of CCCs
this period compared to 49% last period were reported to include co-occurring medical
conditions as a presenting problem/issue.

Under the neurological/cognitive category, during the current reporting period, lack of capacity,
competence for decision making (21% diagnosed and 17% suspected) and dementia (13%
diagnosed and 11% suspected) were the most frequently selected problems/issues. Acquired or
traumatic brain injury (e.g., stroke), intellectual disability, and neurological disorders (e.g.,
seizures, Parkinson’s Disease) were less frequently selected (2%, 2%, and 1% diagnosed,
respectively).

For the psychiatric/mental health category, during the current reporting period, serious mental
illness (38% diagnosed and 12% suspected) and disruptive behaviors; (22% diagnosed and 3%
suspected) were most likely to be selected, followed by depression (new in 2020 Q3) (21%
diagnosed and 10% suspected), and substance use disorders (excl. opioid use disorder) (19%
diagnosed and 4% suspected). The least likely to be reported as a presenting problem/issue for
CCCs were hoarding (3%), opioid use disorder (2%), mood disorders (e.g., depression, anxiety)
(NA%), personality disorders (NA%), and animal hoarding (NA%). Less than one percent of
cases involved a consumer with a diagnosis of medication misuse. The order of the prevalence of
problems/issues was similar between the current reporting period and the previous reporting
period, with the exception of suicidality (NA% and personality disorders (NA%) which were
relatively more prevalent in the previous period. Similar to problems/issues in the
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physical/medical category, prevalence levels were generally higher during the current reporting
period compared to the previous period. For example, 38% of CCCs identified serious mental
illness as a presenting problem/issue in the current reporting period compared with < 1% during
the last period.

During the current reporting period, lack of or poor family/natural supports was the most
frequently cited problem/issue (56% of all CCCs) in the social/individual category, followed by
financial (e.g., cannot afford services, limited income) (37%), consumer refuses services (32%)
and housing (31%) independently. Additionally, over 25% of CCCs included loneliness (new in
2020 g3) (27%) and isolation (new in 2020 g3) (26%) as presenting problems. The least
commonly selected problem/issue in this category was isolation/loneliness (discontinued in 2020
g3) (NA%). Prevalence rates and the prevalence order of social/individual problems/issues
selected were similar between the previous and current reporting periods. However, the
problem/issue of consumer refusing services was relatively more prevalent this reporting period
(32%) than from April 2019 through March 2021 (23%).

The system-related issues category included the largest number of potential problems/issues
that could be selected compared to other categories, because one of the primary goals of the
Initiative is to improve the wellbeing of older adults and people with physical disabilities who
have behavioral health challenges by improving system level issues. During the most current
reporting period, the most frequently involved system-related issues were system navigation
(difficult for consumer/family/supports) (58%) and understanding eligibility (42%). These
problems/issues were followed in prevalence by lack of behavioral health services (new in 2020
g3) (20%), does not qualify for aging supports due to BH needs (19%), lack of communication
between agencies (17%), and in home services needed, but not available (11%). Fewer than 5%
of the time, waitlist is full or would take too long (2%), health insurance limitations (1%), lack of
services (discontinued in 2020 g3), could not agree on a care plan, and hard to determine root
cause(s) were selected during the current reporting period. During the current reporting period,
system navigation (difficult for consumer/family/supports) was slightly more likely to be
reported (58%) than last reporting period (45%) as was the issue of understanding eligibility
(42% vs. 31%). Problems/ issues that were more prevalent during the current reporting period
compared to the previous reporting period were lack of BH services (new in 2020 g3) (20%

vs. 10%) and does not qualify for aging supports due to BH needs (19% vs. 11%).

Regardless of broad categories into which problems/issues were grouped, across all quarters, the
most prevalent diagnosed issues during the current reporting period are co-occurring medical
conditions (51%) and lack of or poor family/natural supports (56%). The most prevalent
suspected/diagnosis pending issues regardless of broad category are disruptive behaviors (3%),
dementia (11%), and substance use disorders (excl. opioid use disorder) (4%). Similar to the last
reporting period, these problems remain the most prevalent issues presenting in CCCs.
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The CCC form also includes an open-ended comment box for Specialists to describe “other
reasons for a consultation.” Most comments written in this section are a further description of the
reasons for a consultation that are already included in the predetermined list of reasons in the
CCC form (Table 1.13)

Table 1.13. Percentage of issues/problems reported by the Specialists by reporting period

Diagnosed
Broad Problem/lIssue
Category 19 21
Q2-'21 Q2-'23 All
Q1 Q1
Physical Co-occurring medical conditions 49% 51% 50%
Medical Seegrllz(t:rtl)c syndromes (e.g., frailty, falls, self- 30% 44% 36%
ADL and other functional limitations 34% 35% 35%
Unresolved medical need 21% 35% 26%
Medical assistive device 10% 18% 13%
High utilization of emergency department 129 129 1204
and/or 911
Polypharmacy 5% 7% 6%
Delirium 2% 1% 1%
Neu r(_)I_ogicaI Lack_ of capacity, competence for decision 17% 21% 18%
Cognitive making
Dementia 17% 13% 16%
Acquired or traumatic brain injury (e.g., stroke) 7% 9% 8%
Intellectual disability 4% 4% 4%
I;Ieur_ologllcal disorder (e.g., seizures, 4% 1% 30
arkinson's)
Psychiatric Serious mental illness 28% 38% 31%
Mental Disruptive behaviors 13% 22% 16%
Health Depression (New in 2020 Q3) 19% 21% 21%
Sngstance Use Disorders (excl. Opioid Use 16% 19% 17%
isorder)
Anxiety (New in 2020 Q3) 13% 14% 14%
Suicidality 5% 4% 5%
Hoarding 3% 3% 3%
Opioid Use Disorder 4% 2% 3%
Mood disorders (e.g., depression, anxiety) 27% X 27%
Personality disorders 3% X 3%
Animal hoarding <1% X <1%
Medication misuse 4% <1% 4%
Social Lack of or poor family/natural supports 48% 56% 51%
Individual !:inancial (e.g., cannot afford services, limited 2506 37% 29%
income)
Consumer refuses services 23% 32% 26%
Housing 22% 31% 25%
Loneliness (New in 2020 Q3) 27% 27% 27%
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Isolation (New in 2020 Q3) 30% 26% 26%
Homelessness 12% 23% 17%
Food insecurity 11% 22% 14%
Law enforcement/criminal justice involvement 10% 17% 12%
Isolation/loneliness (Discontinued in 2020 Q3) 34% X 34%
System System navigation (difficult for 45% 5806 50%
consumer/family/supports)
Understanding eligibility 31% 42% 34%
Lack of BH services (New in 2020 Q3) 10% 20% 18%
rIZ])eoeeijsSnot qualify for aging supports due to BH 11% 19% 13%
Lack of communication between agencies 11% 17% 13%
In home services needed, but not available 7% 11% 8%
rl?e%%ssnot qualify for BH supports due to ADL 9% 10% 9%
Unable to afford services 10% 9% 10%
Guardianship issues (New in 2020 Q3) 4% 9% 8%
Lack of or limited transportation 7% 8% 7%
Lack of aging services (New in 2020 Q3) 6% 8% 7%
Inadequate workforce (insufficient, lack of 4% 79 506
training)
Medicare limitations (New in 2020 Q3) 7% 5% 5%
Legal issue (e.g., inappropriate evictions; 6% 30 506
guardianship issues)
Lack of case managers (New in 2020 Q3) 4% 3% 3%
Waitlist is full or would take too long 2% 2% 2%
Health insurance limitations 5% 1% 4%
Lack of services (Discontinued in 2020 Q3) 10% X 10%
Could not agree on a care plan 5% X 5%
Hard to determine root cause(s) 9% X 9%

Note: An “x” indicates an item was not asked for in that quarter.
Note: See Appendix 1.12 for table with percentages of diagnosed and suspected (undiagnosed) problems/issues.

Specialists’ actions during a consultation

Actions taken by Specialists during consultations included assisting with information/referrals to
services required by the consumer (56% previous; 61% current), providing clinical information
about the consumer’s presenting problems (41% previous; 18% (445) current), providing
additional staff training/coaching (24% previous; 25% current), providing short-term help in
accessing services (34%) previous; 51% current), facilitating discussion among community
partners (7% current), and other various activities (12% previous; 28% current). Most relevant
comments about actions taken during a consultation written in the open-ended “other” column
further describe an item selected in the predetermined list or describe actions taken by other team
members (Table 1.14).
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Table 1.14. Specialists’ actions taken during the consultation

'19Q2 - 21 Q2 - All
Action taken 21 Q1 23 Q1 o
% % °
Assisted with info/referrals to services required by the 56% 61% 59%
consumer
Provided :the referrgl source with clinical info about 41% 18% 310
consumer's presenting problem(s)
Prgv_lded the r_eferral source with additional staff 4% 250 6%
training/coaching
Provi nsumer and/or surr with short-term
0 .ded co s.u era _d/o surrogate with short-te 34% 510 39%
help in accessing services
Facilitated discussion amongst community partners ) 204 6%

(New in 2020 Q3)
Other 12% 28% 19%
Note: See Appendix 1.15 for the number of participants who responded to a category in each quarter.

Specialists recommended consumers’ housing, services and medical care during CCCs. The most
frequent recommendation was for a change in service and/or care plan with a slightly larger
share of recommendations made during the current (54%) than the previous (52%) reporting
period followed by recommendations for a change in residence (42%) in the current versus
(32%) previous reporting period, review of current medications (39%) in the current (29%)
reporting period, or admission to an emergency department in the current (13%) reporting

period. Most comments written in the open-ended “other” column related to Specialist
recommendations further describe an item selected in the predetermined list or recommendations
from another team member, such as a specific medication recommendation by a psychiatric
professional (Table 1.15).

Table 1.15. General recommendations made for a consumer during a case discussion

General '19Q2-'2101 '21Q2-'230Q1 All
Recommendation % % %
Change in services 5204 549 510
and/or care plan

Changein 32% 42% 35%
residence

ReV|_ew _of current 29% 39% 30%
medications

Admission to an 0 0 0
ER or hospital L e S
Other 25% 36% 30%

Note: Because multiple actions can be selected for each consumer, the percentages need not add up to 100.
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Training Evaluations

Pre-training knowledge and knowledge gains attributed to training, and confidence items
across periods

On scales of 1 to 5, participants rated their knowledge of a topic before and after a training event.
Changes in mean scores over time for knowledge of a training subject prior to training, perceived
knowledge gains as a result of training (nothing at all, a little, a moderate amount a good deal, or
a great deal), and confidence in ability to use the knowledge gained from training (not at all
confident, or slightly, moderately, pretty, or extremely confident) were examined. In all quarters
mean scores increased after training. For example, the knowledge gained on a topic increased by
a mean score of .68 in the first quarter (from 3.14 to 3.82). Confidence to use knowledge about a
training topic remained relatively consistent over all three quarters (Table 2.1). Figure 2.1
provides a picture of knowledge and confidence gains as result of a training.

Table 2.1. Means of pre-training knowledge, knowledge gains attributed to training, and
confidence items across quarters
'19Q2-'21 '21Q2-'23 '17Q4-'23 Trend over two

Q1 Q1 Q1 most recent
Mean Score  Mean Score Mean Score periods

Knowledge prior to 3.14 3.17 3.13 ¥
training

Knowledge gained from 3.82 3.84 3.83 s
training

Confidence to use 4.06 4.07 407 /s
knowledge

Note: While only the two most recent periods are presented, linear trends are based on data from all quarters since
2017 Q4. In the “Trend over time” column, “+” indicates significant positive linear trend and n/s indicates not

statistically significant.

22



Figure 2.1. Means of pre-training knowledge, knowledge gains attributed to training, and

confidence items across quarters
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Participants who attended a training rated their level of knowledge about a training subject
before they attended the training. Across all quarters, most participants (39%) reported having a
moderate amount of knowledge before the training, followed by a good deal of knowledge (29%
- 32%). Overall, 22% - 23% described having a little knowledge. Fewer (6% to 7%) reported
having a great deal of knowledge and very few (2% - 3%) had no prior knowledge of a training

subject (Table 2.2).

Table 2.2. How would you rate your knowledge about this subject before you attended the

training?
'19Q2-"21Q1 '21Q2-"23Q1 '17Q4-"23Q1
Nothing at all 3% 2% 2%
A little 23% 22% 22%
A moderate amount 39% 39% 39%
A good deal 29% 32% 30%
A great deal 7% 6% 6%

Note: Percentages may not add up to 100 due to rounding.
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Note: See Appendix 2.2 for the number of participants who responded to a category in each quarter.
Knowledge after the training

According to participants, training provided them with valuable information. Most had gained a
great or good deal of knowledge (70%), followed by a moderate amount (21%). Far fewer
respondents (10%) reported having learned a little or nothing at all (Table 2.3).

Table 2.3. Participants’ perception of knowledge gained from a training

'19Q2-21Q1 '21Q2-'23Q1 Total
A great deal 23% 24% 23%
A good deal 46% 47% 47%
A moderate amount 22% 21% 21%
A little 9% 9% 9%
Nothing at all 1% 1% 1%

Note: Percentages may not add up to 100 due to rounding.

Confidence to use knowledge gained in work

The ability to use knowledge gained from a training event is an important workforce
development objective. After each training course, participants were asked to describe
confidence in their ability to use knowledge in their work. Across all quarters, a majority of
respondents (80%) were pretty or extremely confident that they would be able to use the
knowledge they gained in their work. Fewer respondents (20%) reported being moderately,
slightly or not at all confident (Table 2.4 below).

Table 2.4. Participants’ confidence to use the knowledge gained in their work

'19Q2-21Q1 '21Q2-'23Q1 Total
Extremely confident 31% 31% 31%
Pretty confident 49% 49% 49%
Moderately confident 14% 13% 14%
Slightly confident 4% 4% 4%
Not at all confident 1% 1% 2%

Note: Percentages may not add up to 100 due to rounding.
Note: See Appendix 2.4 for the number of participants who responded to a category in each quarter.

Participant perception of training/workshop characteristics

Training participants rated a training/workshop, the trainer(s), and the environment in which the
training took place. Overall, participants described events as contributing to their work. They
rated how relevant a workshop or training was, and how well it prepared them to work with older
adults and people with physical disabilities. On a scale of 1 to 5, most participants agreed or
strongly agreed that the training or workshop was beneficial (Table 2.5).
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Most participants (86%) somewhat or strongly agreed that the training met their expectations.
Similarly, a large share of participants (88%) somewhat or strongly agreed that the training
provided information that would be useful in their work. It is important to have the support of
employers for workforce development events since they can help address barriers to training
through co-sponsoring, providing release time, and contributing space. Most participants (82%)
perceived that their employer supported training in a topic.

Table 2.5. Participant perception of training/workshop characteristics (valid %; i.e., not
including “Not Applicable” or “Missing”): April 2019 through March 2023

The training/workshop: 19Qz-"21 .y Q2-'23Q1 17Q4-'23
Ql Ql

Met my expectations 4.5 451 451
Useful in my work 4.54 4.57 4.55
Supported by employer 4.55 4.56 4.55
Prepared me to work with older adults 4.4 4.49 4.43
P_repa_rt_eq me to work with people with 497 437 431
disabilities

Note: Percentages may not add up to 100 due to rounding.

The OABHI recognizes that training topics should be relevant to both older adults and people
living with physical disabilities who have behavioral health needs and the Initiative focuses on
both groups. Overall, from prior to current quarters, most participants somewhat or strongly
agreed that training topics were useful in their work (88%), were supported by their employer
(80%), prepared them to work with people with disabilities (78%), prepared them to work with
older adults (83%), and met their expectations (86%) (Table 2.6).

Table 2.6. Participants’ perception of training/workshop usefulness

Training/workshop success '19Q2-'2101 '21Q2-'230Q1 '17Q4-'230Q1

Met my expectations 4.5 451 451
Useful in my work 4.54 4.57 4.55
Supported by employer 4.55 4.56 4.55
Prepared me to work with 44 4.49 4.43
older adults

Prepared me to work with

people with disabilities a.21 4.37 431

Categories: 1=Strongly disagree; 2=Disagree; 3=Neither agree or disagree; 4=Agree; 5=Strongly agree
(valid %; i.e., not including “Not Applicable” or “Missing”): April 2019 through March 2023
Note: See Appendix 2.4 for the number of participants who responded to a category in each quarter.

Participant perception of a workshop/training and trainers
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Similar to previous quarters, most participants perceived trainer(s) to be prepared,
knowledgeable, and responsive to their questions. Table 2.7 below describes, on a scale of 1 - 5,
participants’ perceptions of trainers. For example, across all quarters, a score of 4.58 shows that
participants agreed or strongly agreed that trainers were well prepared. Overall, from the prior to
current quarters, a great majority of training participants somewhat or strongly agreed that
trainers welcomed and responded to their questions (91%), were well prepared (92%), and that
the trainer gave clear explanations of the training topic (92%).

Table 2.7. Participants’ perception of trainers: April 2019 through March 2023

The trainer(s): 19Q2-"21 '21Q2-'23 '17Q4-'23

Q1 Q1 Ql
Was/were well prepared 4.58 4.58 4.58
Gave clear explanations of the topic 4.59 4.59 4.59
Welcomed questions and responded to them 458 459 458

appropriately

Note: 1=Strongly disagree, 2=Disagree, 3=Neither agree or disagree, 4=Agree, 5=Strongly agree.
Note: See Appendix 2.7 for the number of participants who responded to a category in each quarter.

Participant perception of trainers

Overall, a majority of participants (83%) agreed or strongly agreed that the time allotted for the
training was sufficient, agreed or strongly agreed that the training took place at a location that
worked well for them 83%, and that the environment was adequate and comfortable (71%)
(Figure 2.4).

Means of Post-Training Evaluation Items Over Time

Finally, we examined the change in mean scores of training evaluations over time, from years
2017 to 2023 (Figures 2.2 — 2.4) below). All indicators continue to perform favorably, from a
score of over 4 to 5 on a scale of 1 to 5.
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Figure 2.2. Participants’ perception the training/workshop goals:
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Figure 2.3. Participants’ perception of trainers’ ability to present training/workshop

materials
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Figure 2.4. Participants’ perception of the training/workshop environment and time
allotted for training
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Respondent Credentials

Respondents were asked whether they had any credentials from a list. Overall, across all
quarters, most reported having none (60%). A slightly greater share reported no credential in Q2
2019 to 2021. An average of 41% held at least one of the credentials. On average, of respondents
with at least one credential, most held a master’s degree in either arts, science, or social work
(15%) followed by a licensed clinical social worker (11%), or a registered nurse (5%). All other
types of credentials held by respondents were between <1% and 3%. On average, 3% of
respondents reported having two credentials (Table 2.8).

Table 2.8. Respondent credentials

Credential '19Q2-21Q1 '21Q2-'23Q1 17 Q4 -'23Q1
| don't have a_ny of 62% 570 60%
these credentials
Medical or

0 0 0
osteopathic doctor 1% 1% 1%
Nurse Practitioner 1% <1% <1%
Physician Assistant <1% <1% <1%
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Credential '19Q2-21Q1 '21Q2-'23Q1 17 Q4 -'23Q1
PhD degree or
equivalent

Registered nurse 6% 4% 5%

Acgredited/Certified 1% 1% 1%
social worker
Certified nursing or
certified medical 3% 2% 2%
assistant
Licensed clinical
alcohol and drug 1% <1% 1%
counselor (DAC)
Licgnsed clinical 9% 13% 10%
social worker
Licensed marriage
and family therapist 1% 2% 1%
(MFT)
Licen_sed practical or 1% 1% 1%
vocational nurse
Licensed professional 3% 6% 4%
counselor
Master’s degree in
arts, science or social 15% 16% 15%
work

Note: Percentages do not add up to 100 because participants were able to report having multiple credentials.

2% 3% 2%

Response Patterns for all Training Participants with Names on Rosters by
Quarter

This report summarizes post-training evaluations for training events that occurred over the last
nine quarters (the current period, the previous period, and the prior quarter). During this time,
367 workforce development training events were planned, conducted, or sponsored by the
Behavioral Health Specialists. In the most recent period, the PSU Evaluation team received a
roster with participant emails that contained from 26 of 228 training events. Rosters were not
received for 202 training events in time to send out evaluations, or because participant emails
were not collected (e.g., the event was part of a larger conference where collecting emails would
not be feasible). Additionally, in 2021 Q4, for one event in Washington County on December 17,
due to an emailing error, surveys were not reliably sent out to participants, so we were not able to
include those data points in this report.

The PSU Evaluation team attempted to reach out to all 7,150 training participants with valid

emails from these 367 training events. Of those emails, 3% failed to reach participants’ email
servers (i.e., bounced back), resulting in 213 training participants that could have potentially
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responded to the evaluation survey. Participants had two weeks to complete the online
questionnaire. Non-respondents received two reminder emails after the initial attempt. Overall,
2,810 participants filled out the questionnaire fully or partially during this reporting quarter for a
response rate of 41% percent. More rosters with participant emails were submitted in 2021-2023
(228) than in the previous reporting period (139), likely due to an overall decrease in training
events between 2019-2021 due to the COVID-19 pandemic (Table 2.9).

Table 2.9. Response patterns for training participants who signed up on rosters

'190Q2-'21 Q1 '210Q2-'230Q1 '190Q2-'230Q1
Number of workforce 139 998 367
development events
Number of events 110 26 136
evaluated
Number of names on
rosters w/ valid email 10,649 6,856 17,505
address!
Opted Out 401 55 456
Fully Completed 4,283 2,545 6,828
Partially Completed? 400 265 665
Total Valid Responses 4,683 2,810 7,493
Response Rate 44% 41% 43%

Notes: An email is included as valid if the survey invitation was able to be sent and did not bounce back.

2A response is counted as partial only if the respondent did not respond to one or more of the questions about their
position, organization, their knowledge before and their gained from the training, and their ratings of the training.
Open-ended questions do not count toward partial/full responses.

Between 2021 and 2023, Behavioral Health Specialists hosted, planned, and sponsored training
events on a variety of different behavioral health topics. Most training topics were about the
Initiative (52%), followed by anxiety (45%), system navigation (41%) and social isolation (38%)
(Table 2.10).

Table 2.10. Topics Covered in Trainings (2021-2023)

Training Topic %

About the Initiative 52%
Anxiety 45%
System 41%

Navigation/Resources/Communicating
Needs (Behavioral Health or Aging

Services)
Social Isolation 38%
Alzheimer's Disease and Related 36%

Dementias/Mild Cognitive Impairment
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Wellness and Prevention (e.g., nutrition, 32%
health literacy, brain health)

Psychiatric/Mental Health 30%
Addressing Complex Behaviors 27%
Addictions/Substance Use 25%
Caregiver Support 25%
Safety/Abuse Prevention 25%
Suicide 23%
Aging Services 21%
Functional Impairment (e.g., IADL or 20%
ADL Limitations)

Lack of Capacity, Competence for 20%
Decision-Making

Independent Living Concerns 19%
Grief 18%
Depression 16%
Geriatric Syndromes (e.g., frailty, common 15%
age-related disease, multiple morbidities)

Medication Use or Misuse, Pharmacology 14%
Serious Mental IlIness 14%
Advance Planning/End-of-life Care 13%
Legal Issues (e.g., guardianship) 12%
Other 12%
Traumatic Brain Injury 12%
Accommodations or Assistive Technology 11%
Hoarding 11%
Delirium 10%
Disability Adjustment 7%
Mental Health First Aid 7%
Special Populations 6%
Types of Physical Disabilities (e.g., 4%
chronic pain, spinal cord injury)

Employment or VVocational Rehabilitation 1%
Other Aspects of a Physical Disability 1%

!Because trainers may select more than one relevant topic at a time, numbers may sum to far more than the
number of events.
2percentages reflect the proportion of trainings that included the topic.

Older Adult Behavioral Health Conference Survey

The PSU Evaluation team worked with the Oregon Health Authority (OHA) to plan an annual
older adult behavioral health conference, Supporting Older Adults with Complex Behavioral
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Health Needs, for aging and behavioral health professionals on June 8th and 9th, 2023. Over 250
professionals registered for the conference, and approximately 150 registrants attended
sponsored sessions. Conference participants received an evaluation survey after the event to
share what they learned from the conference sessions and provide general feedback about the
event. Sixty-six attendees completed this survey.

Participants provided information about their position, agency and their involvement in
providing direct care services to clients/consumers/patients. Most participants (44% (29))
reported working in an “other” category not listed in the survey, followed by agency direct
service provider, primary care provider (24%) (Table 3.1 below). Most participants (64%)
reported working in a behavioral health agency, followed by aging and disability services (15%)
(Table 3.2).

Table 3.1. Conference participant professional position

Professional Position %
Agency direct service provider, primary care provider 24%
Agency middle manager, program manager, clinical director 18%
Lay person, advocate 8%
Agency administrator, executive director 6%
Other 44%
Total 100%

Table 3.2. Conference participant agency/ organization

Agency/organization %
Behavioral Health Services 64%
Aging and Disability Services 15%
Other Community Partner 11%
Health Services 6%
Long-Term Services and Supports 5%
Total 100%

Conference participants were asked if they are involved with providing direct services as part of
their job. The 55 respondents spent on average 61% of their job providing direct services (Table
3.3). Participants were asked about their confidence to use knowledge learned at the conference
in their work. Most respondents (86%) expressed that they were at least moderately confident in
applying knowledge learned in their work (Table 3.4).

Table 3.3. Conference participant involvement in providing direct services

Field Minimum  Maximum Mean S.td. Variance
Deviation

Percent 0 100 61 29 820
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Table 3.4. Confidence to use knowledge learned

Answer %

Pretty confident 53%
Moderately confident 18%
Extremely confident 15%
Slightly confident 14%
Not at all confident 0%

Total 100%

Participants were asked to provide general comments about what worked well and how the
conference might be improved. Most participants stated that they appreciate the virtual format
due to their busy schedules. Participants also frequently commented that they appreciated
hearing about local resources and available tools to support older adults in their communities.
Though several attendees noted that they enjoyed the diversity of the speakers, a few attendees
noted that they would have preferred to have more state-level speakers among the mix of
presenters. Some participants noted that they would have preferred to have more time to have
open conversations about the session topics. Many attendees commented on the need for all
conference speakers to be in a quiet space while presenting to avoid distractions.

Quarterly Reports

Table 4.1 describes the Specialists’ involvement, collaboration, and support with 21 agencies and
community partners during CCC/MDT meetings, community partner meetings, training events,
and other types of involvement which may include activities such as informal, ad-hoc meetings
or collaboration on a special program.

The following agencies had the most Specialist involvement during CCC/MDT meetings:
hospitals/ERs (29%), local law enforcement (22%), Veterans’ services (19%), and EMT or
similar (15%) had the most Specialist involvement during CCC/MDT meetings (Figure 4.1).

The following organizations had the most Specialist involvement during community partner
meetings: advocacy organizations (26%), Centers for Independent Living (11%), long-term care
Ombudsman (8%), and elected government officials (7%) (Figure 4.2).

The following agencies had the most Specialist involvement for trainings: consumers or family
members (31%), community-based care (25%), homecare/home health care (21%), nursing
homes (18%), and faith communities (9%), had the most Specialist involvement for trainings
(Figure 4.3).

Tribal organizations had the same amount of involvement during CCC/MDT meetings and
trainings (8%). Hospice agencies had the same amount of involvement during community
partner meetings and trainings (16%).
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Table 4.1. Percentage of Specialists’ involvement with agencies and community partners by

activity type
Community
CCC/MDT? Partner Training! Other?!
Meeting(s)*

ODHS/APD/APS 47% * 40%* 41%* 8%
;:r(:)r;]:z;mty Mental Health 42045 3606 * 4104 11%
AAA/ADRC 35% 33% 38% 12% *
;'effr'ttr?]'é i’:‘ergency 20% 8% 15% 4%
Primary care clinic 29% 20% 16% 7%
CB:S:ZvF:;)raI health (non- 9304 20% 31% 6%
;‘;’;jgg:er or family 22% 23% 31% 6%
Local law enforcement 22% 3% 6% 4%
g’ggg”%a"’)‘sed care 20% 13% 25% 6%
Veteran’s services 19% 17% 9% 5%
CHa(:?e care/Home health 16% 13% 21% 504
rEeI;/FI)'(F)r:)dresrlm|Iar emergency 15% 8% 79 1045*
Senior center 13% 28% 29% 13%*
Hospice 11% 16% 16% 5%
Tribal organization 8% 7% 8% 7%
édg;/o::\zl;lz\);v' olr)ganlzatlon 8% 26% 204 204
Faith community 4% 4% 9% 8%
E;evr;tne; for Independent 20 11% 504 20
Nursing home 2% 14% 18% 8%
Elected government official 2% 7% 2% 5%
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Figure 4.1. Specialists’ involvement with CCC/MDT meetings
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Figure 4.2. Specialists’ involvement with community partner meetings
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Figure 4.3. Specialists’ involvement with training community partners
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Table 4.2 summarizes the availability of the Specialists at various offices. Physically, 14% are
available at APD, 10% at AAA, another 10% at combined AAA/APD offices, and 16% at
CMHP, with a total of 25 Specialists available. Virtually, availability increases to 24% for APD,
26% for AAA, 12% for combined offices, and remains 24% for CMHP, totaling 43 Specialists.
Nine Specialists have no dedicated time available.

Table 4.2. Specialists’ dedicated time to meet with community partners

Dedicated APD % AAA % AAA/APD CMHP % Total (n)
time available combined %

Yes, physically 14% 10% 10% 16% 25
Yes, virtually 24% 26% 12% 24% 43
No NA NA NA NA 9

Table 4.3 displays the frequency at which the Specialists are available at APD, AAA, or
AAA/APD combined offices compared to CMHP offices. It shows that a monthly availability is
most common for the combined offices with 33% and nearly as frequent at CMHP with 30%.
The next highest frequency for the combined offices is half-day or less per week and four or five
days a week, each with 19%. In contrast, the largest share for CMHP is those available four or
five days a week at 37%. A small percentage, 7% are never available at the combined offices,
slightly more than the 4% for CMHP.

Table 4.3. Frequency of Specialists’ dedicated time at community partner agencies

Frequency of dedicated time APD, AAA, or AAA/APD CMHP office %
combined office %

Never 7% 4%

Less than once a month 4% 4%

About monthly 33% 30%
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Frequency of dedicated time APD, AAA, or AAA/APD CMHP office %
combined office %

Half-day or less per week 19% 4%
One day a week 4% 11%
Two or three days a week 15% 11%
Four or five days a week 19% 37%

Table 4.4 provides a count of the Specialists involved in various activities across different
offices. The most participated activity is ad hoc complex care consultations with 64% at APD,
61% at AAA-ADRC, and the highest count at CMHP with 75%, totaling 28. Being available to
answer questions also saw high engagement, with 90% at both APD and AAA-ADRC, 86% at
CMHP, and the highest overall participation at 29. Regularly scheduled complex care
consultations and training events were also well-attended activities. In contrast, unplanned staff
meetings had the lowest participation, with 75% at APD and 100% at both AAA-ADRC and
CMHP, making a total of 8. The "Other" category had a total count of 5, indicating less frequent
or miscellaneous activities not categorized elsewhere (e.g., collaborative meetings, mini
discussions/trainings).

Table 4.4. Percentage of Specialists’ involvement by activity type

Activity Type APD % AAA-ADRC % CMHP % Total (n)
Regularly 76% 67% 86% 21
scheduled

complex care

consultations

Ad hoc complex 64% 61% 75% 28
care

consultations

(e.g., huddles,

care

conferences)

Attend formal 30% 75% 80% 20
staff meetings

(regularly

scheduled)

Attend 75% 100% 100% 8
unplanned staff

meetings

Available to 90% 90% 86% 29
answer questions

Training events 86% 96% 96% 22

37



Activity Type APD % AAA-ADRC % CMHP % Total (n)
Other . . . 5

Table 4.5 shows the percentages of Specialists who faced barriers when scheduling time with
community partners. A total of 28% encountered barriers, while a larger proportion, 72% did not
experience any scheduling difficulties.

Table 4.5. Percentage of Specialists who faced any barriers for scheduling time with
community partners

Faced any barriers for scheduling time with community partners Percent
Yes 28%
No 2%
Total 100%

Table 4.6 presents data on the presence of Memorandums of Understanding (MOUs) or other
data-sharing agreements in place with APD, AAA, and/or CMHP offices. The majority, 67.5% do
not have an MOU or data-sharing agreement in place, while 32.5% do have such agreements.

Table 4.6. Percentage of Specialists with an established MOU or other data-sharing
agreement

Have a MOU or other data-sharing agreement Percent
No 67.5%
Yes 32.5%
Total 100%

Table 4.7 shows the frequency at which the Specialists engage with their local senior centers. A
majority, 54%, engage about monthly. Engagement less than once a month and never engaging
are both reported by 15% of respondents. A smaller fraction of individuals engage more
frequently, with 7% engaging half-day or less per week, and 5% engaging one day a week. Very
few, 2%, engage four or five days a week or two or three days a week.

Table 4.7. Frequency of Specialists’ engagement with local senior centers(s)

Frequency of engagement with local senior center(s) Percent
About monthly 54%
Four or five days a week 2%
Half-day or less per week 7%
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Frequency of engagement with local senior center(s) Percent

Less than once a month 15%
Never 15%
One day a week 5%
Two or three days a week 2%

Table 4.8 outlines the engagement frequency of the Specialists with local primary care clinics,
where the most common frequency is about monthly, accounting for 55%. The next highest
group engages less than once a month, making up 36%. A smaller percentage never engaged, at
6%, and an even smaller group, 3%, visit one day a week.

Table 4.8. Frequency of Specialists’ engagement with local primary care clinics

Frequency of engagement with local primary care clinic(s) Percent
About monthly 55%
Less than once a month 36%
Never 6%

One day a week 3%

Specialist collaboration with new community partners

One of the goals of the Specialists is to engage community partners who were not previously
involved in OABHI activities. Eighty-one percent of Behavioral Health Specialists reported
collaborating with a new community partner (Table 4.9).

Table 4.9. Specialist collaboration with any new community partner during the report
period

N % Valid %
Yes 58 35% 81%
No 14 9% 19%
Missing 92 56% -

Evidence-Based Practices (EBPs) and Evidence-Based Screening Tools

Specialists utilize widely accepted evidence-based practices (EBPs) and evidence-based
screening/assessment tools with community partners in a variety of settings, such as trainings
and complex care consultations. Below are lists of EBPs and screening/assessment tools (Tables
5.1 -5.11) that address and treat MH and substance use disorders.

39



Specialists provide information on EBPs to community partners and agencies during workforce
training and community education events CCC/MDT and community partner meetings, and other
collaborations. Specialists offered information and training on QPR, a suicide prevention
curriculum, most frequently (15% during workforce training, 12% at community partner
meetings, 10% during community education events, 5% during CCC/MDT meetings, and 4% at
other times). Next, Specialists offered information and training on PEARLS, a program for late-
life depression, at all meetings and events (13% during community partner meetings; 11% at
workforce training, 9% at CCC/MDT meetings, and <5% during other contact times). Safety
planning was addressed during CCC/MDT and training events (9% and 7% respectively), and
<3% at other types of meetings. (ASSIST, a program that supports people living in poverty with
obtaining Social Security benefits, was most frequently addressed during workforce training
events (9%), followed by in a community partner meeting (5%), and at CCC/MDT, community
education, or other types of events in < 6% of the time. Information or training on BRITE,
CALM, Columbia, PST, and SBIRT was offered 6% or less of contact time (Table 5.1).

5.1. Percentage evidence-based practices for depression, suicide, and anxiety used by
training or meeting type

Communit .
WOrkiore  cocivot  partner MY o
Meetings

ASIST 9% 3% 5% 1% 1%
BRITE 6% 0% 0% 0% 0%
CALM 5% 2% 1% 1% 1%
COLUMBIA 1% 0% 1% 0% 1%
PEARLS 11% 9% 13% 4% 1%
PST 2% 0% 0% 0% 0%
QPR 1506 5% 12% 10% 4%
SBIRT 6% 6% 1% 1% 1%
ifgﬁzng 7% 9% 20 20 1%

Note: The same Specialists can be counted more than once in an EBP column because they can and do use the same
evidence-based practice across multiple settings (e.g., using CBT for SUD in both CCC/MDTs and at community
partner meetings).

Specialists provided support to agencies and community partners on methods to address
substance use including behavioral activation to boost mental states, cognitive behavioral therapy
to redirect thoughts and behavior patterns, and relapse prevention to identify situations where
sobriety is at risk. Of these three methods, Behavioral Activation was used most frequently
during workforce training events and CCC/MDT meetings (9%), Cognitive Behavioral Therapy
the most frequently used during workforce training events (17%), and Relapse Prevention was
used slightly more often during CCC/MDT meetings (11%) than in workforce training events
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(10%). All three methods were used 5% or less during any Specialist interaction or collaboration
that addressed substance use issues (Table 5.2).

Table 5.2. Percentage evidence-based practices for substance use used by training or
meeting type

Workforce ~ccc/ ~ Community - Communi

. Partner ty Other
Training MDT Meetings Education

Behavioral 9% 9% 1% 4% 2%
Activation

Cognitive 17% 9% 1% 5% 2%
Behavioral

Therapy

Relapse 10% 11% 0% 2% 0%
Prevention

Specialists provided support to agencies and community partners on methods to address
hoarding. Buried in Treasure was used most frequently in workforce training events (4%),
CCC/MDT meetings (9%), community partner meetings (4%), and community education (7%)
(Table 5.3).

Table 5.3. Percentage evidence-based practices used for hoarding by setting type

Workforce CCC/MDT Community Community Other

Training Partner Education
Meetings
Buried in 4% 9% 4% 7% 1%
Treasure
Cognitive
Behavioral 2% 4% 2% 2% 0%
Therapy

Specialists utilized other EBPs, which were not listed in a specific category. Of these EBPs,
MHFA was the overall most commonly used practice, mostly taking place in Workforce
Training events (13%), followed by CDSMP (7%) and WISE (7%) in community partner
meetings. Two Specialists reported using EBPs not included in the predetermined list of
evidence-based practices: H.O.P.E Senior Peer Mentor Program” which was used in
CCCs/MDTs by one Specialist: and SAVVY Caregiver which was used in workforce training
and community education events by one Specialist (Table 5.4).
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Table 5.4. Percentage evidence-based practices used for other topics by setting type

Community

Worl_<f9 ree CCC/MDT Partner Commu_nlty Other
Training ) Education
Meetings
CBT-I 2% 1% 0% 0% 0%
CDSMP 0% 1% 7% 0% 7%
E-IMR 0% 0% 0% 0% 0%
MHFA 13% 3% 6% 6% 1%
WISE 2% 3% 7% 3% 3%

Note: The same Specialists can be counted more than once in an EBP column because they can and do use the same
evidence-based practice across multiple settings (e.g., use of Buried in Treasure in both community education events
and other BHI settings).

The most frequently used evidence-based screening/assessment tool across all events was the
PHQ-9, followed by the GAD-7 and the GDS-15. The GAS was used by fewer Specialists. The
C-SSRS was used most infrequently. Overall, 80 Specialists used the PHQ-9. This tool was used
most often in CCC/MDT meetings. The GAD-7 was used by 48 specialists, most often in
workforce training, and the GADS-15 was used by 16 Specialists most often in CCC/MDT
meetings. The GAS was used by 10, and the C-SSRS by 4 Specialists. The GAS was most
frequently used in workforce training, and the C-SSRS during CCC/MDT meetings (Table 5.5).

Table 5.5 Use of evidence-based screening/assessment tools for suicide, depression, and
anxiety by setting

Community .
workforce  ~oompt  partner  COMMUNIYY e
Training . Education
Meetings
C-SSRS 1% 2% 20% 20% 20%
GAD-7 13% 9% 2% 4% 2%
GAS 4% 2% 0% 0% 0%
GDS-15 2% 6% 0% 1% 1%
PHQ-9 18% 20% 5% 5% 2%

Note: The same Specialists can be counted more than once in an EBP column because they can and do use the same
evidence-based practice across multiple settings (e.g., using PHQ-9 in both community partner meetings and in
other BHI settings).

The most frequently used evidence-based screening/assessment tool for substance use across all
settings was CAGE, followed by MAST-G and AUDIT. DAST was used most infrequently.
None of the assessment tools were utilized in community partner meetings or community
education events. These tools were most frequently used in workforce trainings (Table 5.6).
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Table 5.6. Percentage evidence-based screening/assessment tools for substance use by
setting

Community

Worl'<f9rce CCC/MDT Partner Commu!ﬂty Other
Training i Education
Meetings
AUDIT 5% 2% 0% 0% 0%
CAGE 15% 4% 0% 0% 0%
DAST 2% 1% 0% 0% 0%
MAST-G 12% 1% 0% 0% 0%

Note: The same Specialists can be counted more than once in an EBP column because they can and do use the same
evidence-based practice across multiple settings (e.g., using CAGE in both workforce training and CCC/MDTS).

One evidence-based screening/assessment tool for hoarding was used by Specialists, the Clutter
Image Rating Scale, which was most commonly used in community education (6%), followed by
CCC/MDT meetings (4%) (Table 5.7).

Table 5.7. Percentage evidence-based screening/assessment tools for hoarding

Workforce CcCcC/ Community Community Other

Training MDT Partner Education
Meetings
Clutter Image 304 4% 304 6% 0%

Rating Scale
Note: The same Specialists can be counted more than once in an EBP column because they can and do use the same
evidence-based practice across multiple settings (e.g., using Buried in Treasure in both community education events
and in other BHI settings).

The most frequently used evidence-based screening/assessment tool across all settings was
SLUMS in CCC/MDT meetings (31%) and workforce trainings (23%), followed by MoCA in
workforce training events (21%) and CCC/MDT meetings (18%). The least frequently used tool
was the SLU Rapid Geriatric Assessment tool (Table 5.8).

Table 5.8. Number of Specialists who use evidence-based screening/assessment tools for
dementia or delirium discussed at a training or meeting

Workforce @ CCC/MDT Community Community Other

Training Partner Education
Meetings
CAM 10% 4% 7% 9% 1%
IADL 4% 4% 0% 1% 0%
Mini-COG 6% 6% 3% 0% 1%
MoCA 21% 18% 6% 4% 2%
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Workforce = CCC/MDT Community Community Other

Training Partner Education
Meetings
NPI 1% 5% 1% 2% 0%
SLU 0% 2% 1% 0% 0%
SLUMS 23% 31% 6% 7% 11%

Note: The same Specialists can be counted more than once in an EBP column because they can and do use the same
evidence-based practice across multiple settings (e.g., using SLUMS in both community partner meetings and in
community education events.

Two assessments tools were utilized by Specialists to address palliative care or pain. These tools
were most often utilized in CCC/MDT meetings, with six percent of Specialists using PAINAD
and four percent using the Mini-suffering scale (Table 5.9).

Table 5.9. Percent of Specialists who use evidence-based screening/assessment tools for
palliative care or pain

Communit Communit
Workforce

Training CCC/MDT y Partner y Other
Meetings Education
PAINAD 3% 6% 3% 3% 0%
Mini-
suffering 2% 4% 0% 2% 0%
scale

Note: The same Specialists can be counted more than once in an EBP column because they can and do use the same
evidence-based practice across multiple settings (e.g., using Mini-suffering scale in both workforce training and in
CCC/MDTs).

Two evidence-based tools were used for advanced planning, Advanced Directive and the
POLST. Both tools were most frequently used by Specialists in community education settings
(27% of Specialists used Advanced Directive and 17% used the POLST). Sixteen percent of
Specialists used the Advanced Directive and POLST in workforce trainings (Table 5.10).

Table 5.10. Percent of Specialists who use evidence-based screening/assessment tools for
advanced planning

Community .
Wworkforee  ~oompT  partner  COMMUMY ey
Training . Education
Meetings
Advanced 16% 8% 2% 27% 1%
Directive
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Community

Worl_<f9rce CCC/MDT Partner Commu_n 'ty Other
Training . Education
Meetings
POLST 16% 9% 10% 17% 3%

Note: The same Specialists can be counted more than once in an EBP column because they can and do use the same
evidence-based practice across multiple settings (e.g., using Advanced Direction in both community partner
meetings and community education events).

Four screening and assessment tools were categorized as “other”. The most frequently used tool
was the TUG Test in CCC/MDT meetings (10%) and workforce trainings (5%). All other tools
were used by less than 5% of Specialists in all settings (Table 5.11).

Table 5.11. Percent of Specialists who use evidence-based screening/assessment tools for
topics categorized as “other”

Community .
Worlffgrce CCC/MDT Partner Commup 'ty Other
Training ) Education
Meetings

EPWORTH 1% 0% 1% 0% 0%
TUG Test 5% 10% 2% 1% 2%
UCLA_‘ 1% 2% 0% 1% 1%
Loneliness

CBT-I 2% 4% 2% 2% 0%

Note: The same Specialists can be counted more than once in an EBP column because they can and do use the same
evidence-based practice across multiple settings (e.g., using TUG test in both CCC/MDTs and in other BHI
settings).

Key Informant Interviews

Overview of the evaluation tool

The PSU Evaluation team conducted a second round of key informant interviews from October
2022 through January 2023. Similar to those administered in 2020, the evaluation included both
a survey and open-ended qualitative questions, although the items in these instruments were
updated in 2022. Because the items are significantly different, 2022 data is not compared to data
collected in 2020. In addition, a mix of both frontline staff and managers are included in the
2022 sample. The 2022 instruments include more survey and interview items and took
approximately 30-45 minutes to administer.

The primary objectives of the key informant survey and interview instruments are to assess the
perceptions of the Initiative’s impact, including what components are working well, and where
improvements can be made to best support older adults and people with physical disabilities who
have behavioral health needs. Second, the evaluation aims to improve coordination with the
Initiative and key informants’ agencies.
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SampleThe PSU Evaluation team focused the sample on managers and frontline staff from local
AAA-ADRCs, APD offices, and CMHPs. First, the population of managers from AAA-ADRC
and APD offices were identified using the February 2022 publication of “DHS Aging and People
with Disabilities (APD) Branch Contact Information for APD and AAA Field Offices”.
Managers at CMHPs were identified through contact information provided by the Specialists in
2020, outreach to the current Specialist when contact information was outdated, and use of
Google searches for names and contact information of managers. This resulted in a sampling
frame of 36 total managers, of which we made contact with 29. To reach frontline staff, half of
the managers contacted were asked to refer someone at their agency who was familiar with the
Initiative and worked directly with consumers. The other half of the managers’ contacts were
asked to participate directly in an interview. Next, stratified random sampling was used based on
three grouping variables to construct the sample. Grouping variables were agency type (i.e.,
AAA-ADRCs, APDs, and CMHPs), whether the agency was based in an urban or rural county
(counties with a metropolitan area were grouped as urban), and whether the key informant
primarily worked directly with consumers (referred to as “frontline staff” in this report, this
group consisted of case managers, options counselors, I&R Specialists, and eligibility case
managers) or were primarily in a management role (referred to as “managers” in this report).

Participant recruitment began in October 2022 and ended in January 2023. The final sample
included 29 key informants out of a total recruited sample of 36, with a total response rate of
81%. We aimed to interview an equal number of key informants for each stratum with the goal
of collecting equal amounts of information from each group. The sample groups varied slightly
based on the number of respondents from each group (see Table 6.1). There were 10 key
informants in both AAA-ADRC and CMHP groups, and 9 key informants from the APD group.
There were slightly more managers (n = 16) than frontline staff (n = 13) in our sample and our
sample was more rural (n = 15) than urban (n = 14).

Table 6.1. Stratified random sampling of key informants by agency type, position, and area

Area
- *
Agency Type APD AAA-ADRC CMHP subtotal
Position Frontline | Manager | Frontline | Manager | Frontline | Manager
Urban 2 3 2 2 3 2 14
Area
Rural 1 3 3 3 2 3 15
Agency Type 10 10 29
Subtotal

Note: *6 of the 10 CMHP participants worked in CCBHCs (Certified Community Behavioral Health Clinics).
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Key Findings

Involvement

Key informants were asked five scaling items from 1-5, with 1 as never and 5 as always: 1) how
often they are in contact with their local Specialist 2) whether they participate in CCC meetings
3) whether they participated in planned meetings between community mental health and aging
services agencies; 4) whether they refer complex care cases to their local Specialist for
consultation; and 5) if their agency allows them to attend training events that are organized by
the Specialist.

Overall, key informants rated their involvement with the Initiative positively. Table 6.2 shows
the distribution of responses from key informants on each of the involvement questions, along
with the response means. Key informants indicated high levels of frequent contact with their
Behavioral Health Specialist (4.3/5). Key informants also largely reported that their respective
agencies allowed them time to attend Initiative training and meetings (3.7/5). Initiative
involvement was high across both urban and rural areas. Mean involvement score by urban/rural
status was roughly equal (3.73/5), but a greater range of involvement in rural respondents was
apparent (Figure 6.1).

Table 6.2. Overall involvement with the OABHI (key informant responses to quantitative
involvement questions (1-5)

Overall involvement with the Initiative: 2023

Our agency allows us time to attend OABHI  3.72
training events

We often meeting with CMHPs & aging

) . 3.69
services agencies
We often meet with a OABHS for consultation 3.45

We often refer complex care cases to the

OABHS 348

We’re in frequent contact with our OABHS 431

Note: See Appendix 6.2 for the number of participants who responded to a category in each quarter.
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Figure 6.1. Key informant geographical location and involvement score
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Welch's t-test: -0.01, df = 27, p = 0.99

Key informants affiliated with APD agencies rated their involvement with the Initiative the
highest (4.0/5) followed by Kils affiliated with CMHPs (3.7/5) and AAA-ADRCs (3.5/5). The
mean involvement score for Frontline workers was higher than that of Kls in management roles
(Figure 6.2). The mean involvement score for Frontline workers was higher than that of Kls in
management roles.

Figure 6.2. Key informant agency affiliation and Initiative involvement score
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As part of the interview, key informants were asked about their involvement with the Initiative.
They reported factors that facilitate involvement as well as barriers to their involvement.
Unsurprisingly, they noted they are mostly involved in the key OABHI activities - CCCs,
collaboration activities, and education - CCCs were frequently cited as the primary form of
involvement. Participants provided barriers and factors that facilitate involvement. Factors that
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were cited as facilitating involvement include responsiveness; regular contact with agency (e.g.,
attend regular meetings); knowledge of resources/system navigation; workforce development,
curriculum development, and community education; promoting collaboration through ad hoc and
scheduled meetings, special projects and work groups. Factors that were cited as barriers to
involvement include lack of agency resources (e.g., insufficient coverage, lack of personnel);
lack of in-person presence; OABHS are unresponsive; unaware if a OABHS position is filled in
their area; lack of awareness of what the Initiative can offer; lack of recognition of older adults
as a crucial population.

The key informants were asked whether their local OABHS has dedicated time at partner
agencies and how they do or could benefit from this dedicated time. Most respondents reported
that their local Specialist has dedicated time either virtually or physically at their agency and that
having direct contact between agency staff is very beneficial. Participants stated the most
beneficial use of their dedicated agency time are in-house trainings, participating in staff
meetings, and easy access to consultations.

Addressing Goals of the OABHI

Participants shared their preferences on preferred format and location for education events. There
was a split between virtual and in-person training preferences. Many key informants preferred in-
person events for longer trainings, but virtual formats for shorter events. Community mental
health program staff preferred remote training opportunities. Rural respondents preferred virtual
training events. Some requested asynchronous recorded training modules due to staffing time
constraints. Real case examples and practical steps were also preferred. Providing notice well in
advance was also noted as important due to staffing shortages and the need to plan for training
opportunities.

Key informants shared factors that may facilitate outreach for a CCC as well as the barriers that
may dissuade an outreach from occurring. Factors that facilitate reaching out for a CCC
included: supporting direct care staff with complex care cases and large caseloads; positive prior
experiences with Specialists; Specialists' unique and comprehensive expertise on older adults;
immediate follow-up and resolution to their cases. Barriers to reaching out for complex care
consultation included: the provider was unaware that consultation was an available resource; the
provider did not know who their current local Specialist was; the provider preferred to staff cases
internally due to the Specialist's lack of background knowledge on specific cases. Community
mental health program participants were less likely to reach out to their local Specialist for a
consultation than other agencies Managers were less likely than frontline staff to participate in a
consultation with a Specialist.

Key informants broadly rated the Initiative’s impact on timely access to care as satisfactory. All
partner groupings consistently rated the impact between 3.5 and 4 on a scale from zero to five
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with five being highest. Key informants in management roles, those from APD-affiliated
agencies, and those based in rural areas were more predisposed to rate the Initiative’s impact
with regard to timely access to care less positively than other types of key informants. Key
informants shared the Timely Access to Care goal is met through the Specialist’s advocacy,
connectivity, and resource sharing. They noted that Specialists effectively facilitated the
movement of clients between services, excelled at linking agencies and people together, and
leverage resources to speed up problem resolution, and make appropriate referrals in a timely
fashion.

Key informants broadly rated the Initiative’s impact on quality of behavioral health and related
services as satisfactory. All partner groupings consistently rated this impact between 3.5 and 4 on
a scale from zero to five with five being highest. Key informants in management roles, those
from community mental health program-affiliated agencies, and those in rural areas were more
predisposed to rate the Initiative’s impact with regard to the quality of behavioral health and
related services less positively.

According to the key informants, training provided by Specialists on evidence-based practices
and consultation and recommendations about appropriate services are particularly effective.
Opportunity areas identified by key informants to address include systemic barriers, lack of
resources, and lack of support. Key informants noted difficulty in reaching their designated
Specialist, the difficulty presented by complex care cases, and the challenges presented by the
necessity of meeting or being trained in a virtual format.

Key informants broadly assessed that the Initiative could do more regarding culturally and
linguistically responsive behavioral health services. On average, partner groupings consistently
rated this impact at 3 out of 5. Key informants in management roles, those from AAA-ADRC-
affiliated agencies, and those based in urban areas were more predisposed to rate the Initiative’s
impact with regard to culturally and linguistically responsive behavioral health services less
positively.

On the whole, respondents found the efforts of the Initiative in supporting culturally and
linguistically responsive BH services to be lacking. Key informants cited a lack of diversity
among care providers, a lack of capacity, the unique needs of various racial and ethnic minority
groups, and the overall lack of culturally specific services as crucial areas to prioritize.

Overall Perceptions of the OABHI

Key informants were asked to describe what, if anything, is different now for older adults and
people living with disabilities who have behavioral needs in their communities as a result of
working with a local Specialist and being involved with the Initiative. Themes that emerged
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among both managers and frontline staff included examples of how working with a Specialist
has increased knowledge, support, and communications, as well as improved interventions for
older adults and people living with physical disabilities.

Key informants report that the work of the Initiative brings older adults to the forefront.
Participants described how working with the Initiative and Specialists has resulted in more
training opportunities for service providers and case managers as well as a nuanced
understanding of older adults with behavioral health needs as a “special population” with unique
needs and considerations.

Participants described how working with the Initiative and Specialists is a way to build bridges
for services. One of the goals of the work of the Specialists is to promote collaboration and
reduce silos across the spectrum of services providers and community agencies who can meet the
behavioral health needs of older adults and people with physical disabilities. Key informants
often talked about how working with their local OABHS has facilitated relationships and
communications across different types of service providers and advocacy organizations.

Participants described how working with the Initiative and Specialists improves access and
timing of interventions. Participants also discussed specific examples of how working directly
with their local Specialist kept consumers in housing, connected to appropriate services, and
broadened awareness for available resources in the community.

Key informants who work directly with older adults and people with physical disabilities were
asked about the support they would need from their agency’s leaders to better serve older adults
and people with disabilities in their area. The responses included increased training to improve
staff knowledge and cross-training to reduce silos and increased resources, such as hiring more
staff and increasing compensation, as a needed area of support.

Discussion

The findings from this most recent evaluation period suggest that the population characteristics
of consumers served by the OABHI shifted between April 2021 to March 2023. More men than
women were served by the Initiative than in previous years, a statistically significant finding.
Further, only six percent of all consumers served by the OABHI had a recorded veteran status,
while 22% had a status that was unknown or had data missing. This aligns with other existing
data, which appear to show that veteran status is often under identified, and further identification
of veterans could help improve access to and use of services (Stryczek et al., 2023; Cooper et al.,
2015; Pizer & Gardner, 2011). Additional efforts to identify veterans therefore may be a pathway
for helping more OABHI consumers receive needed services and supports.
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The level of pre-training knowledge among training participants appears to be statistically
significant overtime, while the reported knowledge gains attributed to these training, and the
confidence in materials across quarters, were not significant (see Table 2.1). This suggests a high
existing knowledge base among Oregon’s BH workforce, and that the training material provided
through OABHS-sponsored trainings may not offer enough new knowledge. This could be the
result of the OABHI and OABHS training and workforce development efforts over the past
several years. Future trainings may need to provide more in-depth information on the topics and
material covered related to BH and aging, which can further enhance the workforce BH
knowledgebase in Oregon. Table 1.13 shows a number of topics that are less frequently provided
in OABHS trainings but are likely important for increasing the BH knowledgebase of the
workforce including topics such as hoarding and mental health first aid, among others.

To better address the BH needs of older adults in Oregon, aging service professionals in
particular might benefit from additional and more specific training on the unique BH needs of
older adults (Bor, 2015). Given the data also show that only approximately 15% of all OABHI
annual conference attendees reported their field of work as aging and disability services,
additional efforts are needed to support the recruitment of aging and disability service
professionals to participate in conferences and trainings where they can attain more knowledge
about BH. Relatedly, as most OABHI conference participants stated they appreciate the virtual
format of the OABHI annual conference due to their busy schedules which is likely due to a
large amount of in-person service delivery within their receptive communities, virtual trainings
opportunities may be more accessible to the workforce and therefore should continue be offered,
whenever possible.

The age of consumers who are the focus of the CCCs carried out by OABHS has shifted toward
a slightly younger age distribution, which is a statistically significant finding. This change in
average age could possibly suggest that CCCs are allowing for more care and support needs to be
addressed earlier on. It might also suggest higher levels of mental health acuity in the current
environment, and that consumers are being identified for support more readily by professionals
within the field (Humphries & Shover, 2023). This suggests a need for a continued focus on
providing a variety of programs and services — including new programs — that can help mitigate
this increasing acuity. For example, Circle of Friends and the Oregon Senior Peer Outreach
program could potentially help address increased social isolation across Oregon (see Exemplar
Programs). These data also appear to show a greater percentage of prior consultations taking
place than in the previous reporting period. This could point to greater continuity in services over
time, which would be a positive development in terms of BH services for older adults in Oregon.

An increasing number of CCCs that took place between the most recent evaluation time frame

(April 2021 to March 2023) and the previous reporting period were planned (65% vs 53%).
Notably, the COVID-19 pandemic continued to impact all service delivery across Oregon during
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this time and could have had some impact on the way that CCCs were carried out. However, this
finding may also point to an increasing continuity of BH services over time. Such continuity
suggests a positive development in terms of BH service delivery in Oregon.

In 38% of cases, no discussion of change in residence occurred, a substantially smaller share
compared to the previous reporting period at 18%. The number of times that Recommended,
option not available also shifted. This finding possibly points to the serious housing challenges
currently confronting Oregon and the lack of housing options available. While not enough data
disaggregated by age exists on houseless populations, studies suggest that approximately half of
all individuals experiencing houselessness are 50 years of age and older (Kushel, 2020). This is a
steep increase from just 11% in 1990 among a population living with a high prevalence of
chronic health conditions. In Oregon, estimates suggest that older adults are one of the fastest
growing segments of the population experiencing houselessness, including a 15% increase in
Multnomah County between 2021 and 2023 alone (Multnomah County, 2023). Additional
support to address the multiple intersections between behavioral health and houselessness is a
priority need.

The OABHS reported that most CCCs were the result of referrals from a mental
health/behavioral health/community mental health program (28%), followed by aging and people
with disabilities agencies (12%), and area agencies on aging (10%). Other types of referring
organizations were reported far less frequently. The fact that nearly half of all referrals are from
just three organizational types suggests there may be an opportunity for the OABHS to reach a
wider variety of community partners who could refer more consumers for CCCs, as needed.

Recommendations
Initiative-level recommendations: Accessibility and Outreach

e Connect with a wider range of agencies, service providers, and other community partners
on available resources and accessibility of those resources including consumer-specific
services such as complex care consultations (CCCs).

e Facilitate greater collaboration between and among agencies across the aging and
behavioral health systems in order to better reach and serve consumers.

e Inform additional service agencies (e.g., primary care, faith communities) about the CCC
service to increase referrals.

e Increase outreach to historically and currently underserved populations including but not
limited to race and ethnicity, geography, sex and gender, age, LGBTQIA+, and veteran
status to ensure that older Oregonians are receiving the BH services they need.

e Inquire about the veteran status of consumers served through CCC meetings so as to help
more OABHI consumers receive needed services and supports.
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Ensure Specialists have dedicated time with all types of partner agencies, especially
aging services, to better support consumers served by the Initiative.

Increase engagement efforts with local primary care clinics as they are a key community
partner for addressing the complex health and social needs of consumers.

Initiative-level recommendations: Breaking Down Silos

Share resources between agencies will allow far greater flexibility in the ability to
provide the right supports for this population.

Facilitate increased collaboration across communities and agencies by hosting joint
meetings between aging and behavioral health services agencies.

Continue to identify and reach out to new community partners and new agency staff.
Prioritize opportunities to connect and engage with diverse community organizations to
increase understanding of community needs and collaboration around shared goals.
Develop interagency agreements concerning shared goals and how best to achieve those
goals related to improving behavioral health services and supports.

Initiative-level recommendations: Workforce Development

Bolster the provision of targeted BH training to staff in Oregon’s long-term services and
supports facilities including assisted living, adult foster homes, and residential care as
well as in nursing facilities.

Educate local communities, agency staff, and service providers including assisted living,
residential care, and memory care, about older adult BH issues and the unique and
specific needs of this population.

Identify new training topics and more in-depth training that will expand the current
knowledgebase of Oregon’s aging and BH workforce, which can be delivered through
OABHS-sponsored trainings and conferences.

Offer trainings in alternative formats such as through online platforms, prerecorded
modules, or brief regularly scheduled trainings at all-staff meetings for community-based
partner organizations, especially those that continue to experience staffing shortages and
high caseloads, to ensure that trainings are accessible.

Increase recruitment efforts with staff working in aging and disability service agencies to
attend annual statewide behavioral health conferences and other conferences that may
provide an opportunity to develop knowledge of aging and BH.

Systems-level recommendations

Accessibility and Outreach: improve access to available resources by increasing
Specialists’ outreach efforts to inform agency and community service providers about
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available resources and how to access services that best meet consumer needs, while
facilitating collaboration among agencies.

e Medicare Funding Gap: mitigate the impact of the gap and better support the individuals
who too often fall into the gaps between services provided through Medicare, Medicaid,
and/or other programs.

e Policy: prioritize and increase funding for resources that address mental health needs,
including substance use disorders, for a growing number of older adults and people living
with disabilities in Oregon.

e Resources and Funding: increase funding for mental health programs, services and
supports.

e Breaking Silos: alignment of resources, services, and practices among state agencies to
maximize services and supports provided to older adults and people living with
disabilities.

e Housing: support efforts to address the statewide housing crisis, and its increasing impact
on older adults, by highlighting the intersections between BH and housing needs which
often increase the risk of experiencing houselessness.

e Work with agency leadership to establish new memorandums of understanding (MOU) to
formalize and enhance interagency partnerships and collaboration.

Other Exemplar Programs

A number of organizations and programs provide exemplary services and supports to older
adults as well as those living with BH needs. The PSU Evaluation team carried out a review of
programs and services through online databases (PubMed, Google Scholar, etc.) and internet
searches to collate a list of specific programs which may serve as exemplar models from which
to draw from when designing new interventions. Many of these are Oregon-based, while others
are used nationally or in other specific locations. These exemplar organizations and programs
have been organized by topic area (e.g., behavioral health, loneliness and aging, aging services).

The Senior Loneliness Line

Program Name

Population Served Older Oregonians experiencing loneliness, depression, isolation, or
anxiety.
Scope Provide support or connect older adults with resources.
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https://seniorlonelinessline.org/about-us/

Intent

Partnership between Lines for Life and Oregon Health
Authority that serves older Oregonians by offering them a free
call service.

Recommendation addressed
by this intervention

Connect with a wider range of agencies, service providers, and other
community partners on available resources and accessibility of those
resources including consumer-specific services such as complex

care consultations (CCCs).

Program Name

Circle of Friends

Population Served

Older adults experiencing loneliness and isolation.

Scope

Intent

Alleviation and prevention of loneliness among older adults.

Recommendation addressed
by this intervention

Connect with a wider range of agencies, service providers, and other
community partners on available resources and accessibility of those
resources including consumer-specific services such as complex

care consultations (CCCs).

Program Name

Eastern Virginia Care Transitions Partnership

Population Served

Older Adults and individuals with complex illness.

Scope Direct referral assistance, case management, benefits counseling,
family care partner support, and non-clinical services, with a goal
of reducing hospital or nursing home readmissions and improving
care for older adults.

Intent Building effective partnerships between AAAs, health systems,

skilled nursing facilities, Medicaid managed care organizations.

Recommendation addressed
by this intervention

Improve access to available resources by increasing Specialists’
outreach efforts to inform agency and community service providers
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https://www.slu.edu/medicine/internal-medicine/geriatric-medicine/aging-successfully/circle-of-friends.php
https://www.slu.edu/medicine/internal-medicine/geriatric-medicine/aging-successfully/circle-of-friends.php
https://www.chcs.org/media/EVCTP-Case-Study_101217.pdf

about available resources and how to access services that best meet
consumer needs, while facilitating collaboration among agencies.

Program Name

Collaborative Older Adult Solutions Team (COAST), Washington
County

Population Served

Older adults and their support systems.

Scope

Intent

AN interdisciplinary, team-based approach for addressing complex
challenges experienced by older adults and other populations
through resource sharing across systems.

Recommendation addressed
by this intervention

Improve access to available resources by increasing Specialists’
outreach efforts to inform agency and community service providers
about available resources and how to access services that best meet
consumer needs, while facilitating collaboration among agencies.

Program Name

California Department of Health Care Services, Office of Medicare

Innovation and Integration (OMII), an initiative in the state’s Master

Plan for Aging

Population Served

Medicare enrolled older adults and individuals living with
disabilities.

Scope Develop and expand expertise and capacity in the Medicare
program, identify and implement innovative models to advance
state-driven health care, long-term services and support needs, and
service delivery system reforms.

Intent Improve health outcomes, quality, affordability, and equity for

all Medicare beneficiaries in California, including dually
eligible beneficiaries.

Recommendation addressed
by this intervention

Increase options for providing more behavioral health services in
long-term care settings.

Program Name

California Direct Care Worker Training and Stipend Program
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https://housecallproviders.org/6517-2/
https://housecallproviders.org/6517-2/
https://www.healthaffairs.org/content/forefront/expanding-states-medicaid-capacity-meet-needs-medicare-beneficiaries-including-dually
https://www.healthaffairs.org/content/forefront/expanding-states-medicaid-capacity-meet-needs-medicare-beneficiaries-including-dually
https://www.healthaffairs.org/content/forefront/expanding-states-medicaid-capacity-meet-needs-medicare-beneficiaries-including-dually
https://www.healthaffairs.org/content/forefront/expanding-states-medicaid-capacity-meet-needs-medicare-beneficiaries-including-dually
https://www.chcs.org/media/Supporting-Direct-Care-Workers-through-Training-and-Stipends-Insights-for-California.pdf
https://www.chcs.org/media/Supporting-Direct-Care-Workers-through-Training-and-Stipends-Insights-for-California.pdf

Population Served

\Workers providing direct care for older adults and people with
physical, cognitive, and other disabilities.

Scope

This program in California seeks to meaningfully support direct
care workers through training opportunities in behavioral health,
cognitive and other impairments, skills in working with people with
disabilities, with individuals with TBI, provide stipends, create
career ladders, provide grants for loan repayments, sign on
bonuses, training, and certification costs. This will be funded
through the federal American Rescue Plan Act.

Intent

Increase capacity of the direct care workforce, including
through skill development, monetary reimbursement, career
advancement, and reduced turnover.

Recommendation

Maintain the Commitment to Workforce Development.

Program Name

Maximizing Independence (MIND) at Home Intervention

Population Served

Black family care partners and people living with dementia.

Scope Home and community-based care coordination to provide care
partners with connections, education, and resources to help care for
family members and find support themselves.

Intent Improve evidence-based intervention programs through

community-specific inclusion in development, consultation, and
implementation.

Recommendation addressed
by this intervention

Increase outreach to historically and currently underserved
populations inclusive but not limited to race and ethnicity,
geography, sex and gender, age, LGBTQIA+, and veteran status to
ensure that older Oregonians are receiving the BH services they

need.

Program Name

MassHealth Accountable Care Organization Flexible Services

Population Served

Individuals with behavioral health and/or complex physical health
needs, needing assistance with ADLSs, or having repeated ED visits,
homelessness, risk of houselessness, or nutritional deficiency,

enrolled in a MassHealth (Medicaid) ACO.
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https://www.bettercareplaybook.org/_blog/2022/14/working-black-communities-improve-home-care-coordination-people-dementia
https://www.mass.gov/doc/flexible-services-program-summary/download
https://www.mass.gov/doc/flexible-services-program-summary/download

Scope IACOs provide health-related nutrition and housing supports to
members directly or by connecting members to qualified
community- based organizations.

Intent ,Address health related social needs including housing, food
insecurity, transportation, and utility support, utilizing evidence-
based approaches.

Recommendation addressed|Housing: support efforts to address the statewide housing crisis, and
by this intervention its increasing impact on older adults, by highlighting the
intersections between BH and housing needs which often increase
the risk of experiencing houselessness.

Summary and Conclusions

The BH of older adults and people living with physical disabilities must remain a major focal
point as far too many individuals in need of BH resources confront reduced access to care and
significant barriers to utilizing existing programs and supports. Both the OABHI, and the
OABHS who work for the OABHI, have to several achievements in their efforts to improve the
BH of older adults and people living with disabilities across Oregon. Throughout our multiple
sources of data and years of data collection, it is clear tremendous overlap exists in how
community partners and Specialists view the barriers to success as well as in their view of the
potential opportunities to address these barriers. This report offers several recommendations
based on the findings of the data collection efforts for ways the OABHS could continue to build
on their successes.

Several exemplar programs from other, related disciplines as well as from other states that may
be applicable within the BH context of Oregon are also offered within this report, to provide
ideas for programs and interventions that could be implemented. These are offered in terms of
local level and systems level options. At the local level, programs and interventions that could be
implemented by the Specialists within their respective communities are provided. Examples are
also offered that could be implemented at a county-level as well as at the state-level. This
multilevel approach is needed to help facilitate continued improvement in BH for Oregon’s older
adults and people living with disabilities.
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