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|. Background of the Initiative

The Older Adult Behavioral Health Initiative (referred to as ‘the Initiative’ in this report) is an
innovative program established in 2015 and funded by the Oregon Health Authority (OHA). The
overall goal of the Initiative is to better meet the needs of older adults and people living with
physical disabilities by improving timely access to care from qualified providers who work
together to provide coordinated, quality, and culturally responsive behavioral health (BH) and
wellness services.

A team of researchers from the Institute on Aging (IOA) at Portland State University (PSU)
evaluates the work of the Initiative by collecting data from the Specialists and community
partners. The key community partners (referred to as “key informants” in this report) of the
Initiative are Aging and People with Disabilities (APD) regional offices, Area Agencies on Aging-
Aging and Disability Resource Centers (AAA-ADRCs), and Community Mental Health Programs
(CMHPs). As the Initiative nears ten years of existence, the PSU Evaluation team conducted a
new evaluation approach by facilitating focus groups with the aforementioned key community
partners in addition to older adults (65+) with lived experience navigating behavioral health
services, primary care providers (PCPs), and senior center staff, representing 25 rural and
urban Oregon counties.

The primary objectives of the key informant survey and focus groups were to assess the impact
of the Initiative, including what components are working well, and where improvements can be
made to best support older adults and people living with physical disabilities who have
behavioral health needs. Second, the evaluation assessed opportunities to improve coordination
and collaboration between the Initiative and key community partners.



Il. Methods

The PSU Evaluation team developed data collection instruments to:

1. assess the impact of the Initiative;

2. determine how the Initiative can be improved; and

3. identify opportunities to improve collaboration and coordination with key community
partners

A mixed-methods approach was used, drawing on both quantitative survey items and focus
group questions. The PSU Evaluation team aimed to understand if these three areas differed
based on rural or urban designation, or key informant group.

Sample and participants

Staff from CMHPs, AAA-ADRCs, APD regional offices, and senior centers, in addition to primary
care providers and older adults, were included in the focus group sample. AAA-ADRC and APD
staff were initially identified from the March 2024 publication of “DHS Aging and People with
Disabilities (APD) Branch Contact Information for APD and AAA Field Offices.” The sample
consisted of case managers, options counselors, Information & Referral (I&R) Specialists,
eligibility case managers, managers, and directors. Staff at CMHPs were identified through the
“Association of Oregon’s Community Mental Health Programs: Behavioral Health and
Intellectual & Developmental Disabilities Directors and Managers” webpage. Staff from senior
centers were ascertained from the Oregon Care Planning Council’s “Oregon Senior Centers”
list, supplemented by additional Google searches to refine the list and locate the names and
contact information of senior center managers and directors. Primary care providers were
identified through contact information provided by the Specialists in an effort to identify providers
with some existing familiarity of the Initiative. This resulted in a sampling frame of 192 key
informants. Stratified random sampling was employed based on two grouping variables to
construct the sample. Grouping variables were key informant type (i.e., AAA-ADRCs, APD,
CMHPs, senior centers, older adults, and PCPs), and county type (counties with a metropolitan
area were grouped as urban). Key informants were replaced in the sample based on random
ordering if they could not be reached after three contact attempts (email and phone).
Additionally, when certain strata included fewer than the desired number of seven key
informants, the PSU Evaluation team oversampled from the most similar strata (i.e., same
urban/rural status and same key informant group) to support a balanced sample. Participant
recruitment began in April 2024 and ended in June 2024.



The final sample included 49 key informants out of a total recruited sample of 192, with a
response rate of 26%. Older adults were omitted from these figures due to a different
recruitment method (explanation provided in the following paragraph). Missing contact
information and turnover within key informants’ roles lowered the response rate. The PSU
Evaluation team sought to include an equal number of key informants for each stratum to collect
equal amounts of information from each group. The sample groups varied slightly based on the
number of respondents from each group (see Table 1). Ten focus groups were conducted in
total. The PSU Evaluation team conducted one urban-represented and one rural-represented
focus group with staff from APD (n = 9), AAA-ADRCs (n = 10), CMHPs (n = 11), and senior
centers (n = 13). One focus group was conducted with primary care providers (n = 6) and one
with older adults (n = 5), with mixed urban and rural representation. The sample was more
urban (n = 32) than rural (n = 22).

Table 1: Sample of key informants by group and geographical location

Senior Older Area
Key Informant Type - ADRC CMHP Adults | Subtotal

Urban

Area 3 5 : 5 : 2

Key Informant Type 9 10 11 13 6 5 54
Subtotal

The PSU Evaluation team posted fliers on community boards and at senior centers in Portland,
Oregon to recruit older adults. The Specialists and colleagues from Portland State University’s
Institute on Aging also distributed recruitment fliers within their networks. Older adults contacted
the PSU Evaluation team if they were interested in participating. Six older adults reached out
and five participated.

Data Collection Tools

Quantitative survey. The PSU Evaluation team developed an online survey using Qualtrics to
gather data on patrticipants' involvement with the Specialists in their area. This survey was sent
to all 54 participants ahead of their scheduled focus groups. While not everyone completed the
survey, there was a strong overall response rate, with 47 out of 54 participants responding,
representing 87% of the total group.

The survey was designed to capture detailed insights into the frequency and nature of
participants' engagement with their local Specialists. It consisted of five key questions, all using
a 1 to 5 scale. Depending on the specific question, the scale either measured the frequency of
contact, the extent of engagement, or the perceived effectiveness of their interactions with the



Specialists. For example, some questions measured how often participants were in contact with
the Specialists, with response options ranging from "Never" to "Always." Other questions
assessed the level of engagement in activities, such as attending meetings or training sessions,
with response options from "We haven't started yet" to "We do this all the time." Additionally,
there were questions focused on the effectiveness of these interactions, with participants rating
their experiences from "Not at all effective” to "Extremely effective."

The responses were split among different types of participants, providing insights from various
perspectives. Of the 47 respondents, 26 represented agencies (APD, AAA-ADRC, CMHP), 11
were from senior centers, 6 were primary care providers, and 4 were older adults (See Table 2).
This distribution allowed the survey to capture a broad view of how different key informants
interacted with and benefitted from the Specialists.

Table 2: Number of survey responses by key informant type

Key Informant Senior Older

Number of Survey
Responses

Overall, this survey served as an important tool for collecting quantitative data on participant
engagement, helping to assess the reach and impact of the Initiative across different groups.

Focus groups. The PSU Evaluation team facilitated focus groups with key informants using an
interview guide curated for each key informant group (see Appendix). Focus groups were
conducted over Zoom. Individual interviews were conducted with four key informants who could
not attend the focus group due to scheduling conflicts. The PSU Evaluation team conducted
those interviews with an aim for an equal representation of key informants in urban or rural
counties. The individual interviews were conducted using the same focus group questions. The
PSU Evaluation team piloted a focus group with staff working in AAA-ADRC offices in rural
counties who were more familiar with the Initiative. Additional revisions were made to the focus
group questions based on those key informants’ responses. The focus group guide for older
adults and staff in CMHPs, APD, and AAA-ADRC offices included 10 open-ended questions
with several follow-up prompts, and the focus group guide for senior centers and primary care
providers included 7-8 open-ended questions with several follow-up prompts. Some questions
asked in the focus groups were the same for continuity purposes, while other questions were
curated per key informant group to reflect their role within the Initiative. Focus groups were
transcribed using Zoom'’s transcription service. Transcripts were reviewed after focus groups to
correct transcription errors and to remove identifying information. Non-agency key informants



received a $35 gift card for participating in the focus group and completing the pre-focus group
survey.

Analysis

Quantitative analysis. Descriptive statistics were calculated for five pre-focus group questions
designed to assess key informants' involvement with the Initiative. The questions focused on
respondents' engagement with their local Specialists and covered areas such as communication
frequency, participation in meetings, and collaboration on complex care cases. Each respondent
rated their involvement on a five-point scale, with higher scores indicating greater levels of
involvement.

A total involvement score for each key informant group was computed by averaging their
responses to the five questions. Based on this average, respondents were categorized into two
groups: those with "low to medium" involvement, who had a mean score of less than three, and
those with "medium to high" involvement, who had a mean score greater than three.

By analyzing these group differences, the assessment provided a clearer picture of which
groups exhibited higher or lower levels of involvement with the Initiative, helping to identify
areas that may require more targeted outreach or support.

Qualitative analysis. Qualitative data analysis was completed by a team of seven researchers
using Dedoose, a qualitative analytical software for the four key informant types: agencies,
senior centers, older adults with lived experience, and primary care providers. Analysis followed
a multi-phase process of 1) open coding - three researchers independently read and analyzed
participant responses to questions in several transcripts to create preliminary codes and identify
common themes to develop the initial codebook, 2) collaborative coding - additional researchers
received training on the codebook and three groups of coders collaboratively coded two
transcripts in full; the team met during this time to sharpen definitions and refine the codebook,
3) parallel coding - researchers coded independently and then compared and discussed results
with their partner or team; at this point the codebook was finalized and 4) independent or
collaborative coding - using the finalized codebook, researchers worked independently or in
pairs to code the remaining focus group transcripts.

Salient themes were identified across questions and participant types and themes were grouped
into categories and subcategories. Next, those themes and categories were compared across
key informant types, such as rural or urban, to account for similarities or differences in
experiences related to the Initiative. Using open-ended questions and participant responses,



researchers highlighted participant quotes that demonstrated key or impactful points. Individual
responses have been de-identified to ensure participant anonymity and may have been edited
for spelling or grammar.



lll. Key Findings
Involvement with the Initiative

Agency staff responses to pre-focus group questions. Participants completed a pre-focus
group survey to assess their involvement with the Initiative, focusing on interactions with their
local Specialist. The figures below describe key informants’ responses to five survey questions
on a scale of one to five. The questions addressed various aspects of engagement with the
Specialists, ranging from communication frequency to collaborative activities. The first question
asked how often the respondent was in contact with their Specialist (one being never and five
being always). The responses to questions two, three, four, and five ranged from one to five,
with one being “We haven't started yet,” to five being “We do this all the time."

The first question asked, "How often are you in contact with your local Behavioral Health
Specialist (BHS)?" This included activities such as communicating by email or attending virtual
training hosted by a Specialist. As depicted in the first figure, responses varied, with a moderate
level of involvement, but skewed toward occasional contact, with a higher concentration around
the mid-scale (score 3) (See Figure 1).

The second question inquired about staff participation in meetings with the Specialists, where
the Specialists provided consultation to determine an appropriate course of action for
consumers with complex care needs. According to the second figure, the majority of
respondents indicated frequent participation in such meetings, with most responses
concentrated at the higher end of the scale (scores 4 and 5).

The third question asked whether the respondent hosted or attended planned meetings
between community mental health and aging services agencies. The third figure shows that
responses were fairly distributed across the scale, with a slight skew towards the middle (score
3), indicating moderate involvement in these planned meetings.

The fourth question focused on whether agencies referred complex cases to their local
Specialist for consultation. The fourth figure highlights that most agencies referred complex
cases regularly, as indicated by the higher concentration of responses at the upper end of the
scale (scores 4 and 5).

Finally, the fifth question examined if the respondent’s agency allowed time for staff to attend
training events organized by the Specialists. The fifth figure illustrates a strong positive



response, with the majority of respondents selecting the highest score (5), indicating that most
agencies prioritize and allocate time for such training sessions.

These responses were used to construct an overall measure of Initiative Involvement for each
key informant. The responses demonstrated a general trend towards higher involvement, with
key informants indicating regular contact with their Specialist, active participation in collaborative
meetings, and strong support from their agencies for ongoing training.

Figure 1: Agency Responses to Pre-Focus Group Questions (Involvement)

Contact frequency with Participation in Participation in
Specialist meetings with meetings with
Specialist agencies
2 10 10
(5}
e)
5 I I 5 I I 5
| [ [ [
(&)
= 0 o = 0 u
= 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
Keo)
£
2
Complex care cases Participation in
referalls Specialist's training
events
10
20

Respondent Rating
(1 (Poor)- 5 (Excellent))

15

5 10

| 5

o = 0
1 2 3 4 5

Respondent rating

w H
~ Il
o I

Primary care provider responses to pre-focus group questions. The figures below describe
the responses of PCPs on a scale of one to five. Questions two to five responses ranged from
one to five, with one being “We haven't started yet,” to five being “We do this all the time” (See
Figure 2).

The first question asked how often the respondent was in contact with their Specialist (one
being never and five being always). As depicted in the first figure, responses showed that the
majority of participants indicated moderate contact with their Specialist, with a significant
number choosing score 4, indicating fairly frequent interactions.



Number of respondents

The second question asked, "I participate in meetings with Specialists who provide me with
information and resources related to behavioral health to share with older adults.” The second
figure illustrates that responses were skewed towards low involvement (score 1) and more
frequent involvement with meetings (score 4).

The third question inquired, "l host or attend community partner (e.g., community mental health
programs, aging services) meetings." The third figure illustrates that responses were evenly
distributed across the lower end of the scale (scores 1 to 3), indicating that respondents were
less involved in hosting or attending such meetings.

The fourth question focused on whether respondents referred complex cases to their local
Specialist for consultation. The fourth figure shows that most respondents indicated occasional
referral of complex cases (score 2), with a smaller number reporting more frequent referrals
(score 4).

Finally, the fifth question examined, "l host or attend training events that are organized by the
Specialists." The fifth figure reveals that most participants reported lower involvement with
attending or hosting trainings (score 2), with fewer indicating higher levels of involvement (score
3).

These responses suggest varied levels of involvement with the Specialists across different
activities, with some areas showing higher engagement and others indicating room for

improvement.

Figure 2: Primary Care Provider Responses to Pre-Focus Group Questions (Involvement)
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Older adults’ responses to pre-focus group questions. The figures below describe older
adults' responses on a scale of one to five. The first question asked how often the respondent
was in contact with their Specialist (one being never and five being always). Questions two to
five responses ranged from one to five, with one being “We haven'’t started yet,” to five being
“We do this all the time” (See Figure 3).

The first question asked, "How often are you in contact with your local Behavioral Health
Specialist (BHS) (e.qg., by direct contact, through events)?" As shown in the first figure, the
majority of participants indicated minimal contact, with most selecting score 1, reflecting
infrequent interaction.

The second question asked, "I participate in classes, events, or support groups with my local
Specialist who provide me with information related to my own, or a family member's health and
wellbeing." The second figure indicates a polarized response, with participants either selecting
score 1, indicating they have not started participating in such activities, or score 5, indicating
they do this all the time.

The third question inquired, "I connect with my local service agencies or senior centers for
health and wellness resources related to aging." The third figure shows that all respondents
selected score 1, indicating they have not connected with these agencies or centers.

The fourth question focused on whether respondents asked their specialist for health and
wellness advice for themselves or a family member. The fourth figure reveals that most
respondents selected score 1, indicating infrequent requests for advice, with a small number
selecting score 2, showing that there is some minimal engagement in seeking advice.

These responses suggest that involvement with the Specialists is currently low across various
activities, with most participants indicating that they have not yet engaged significantly in these
areas.



Figure 3: Older Adults Responses to Pre-Focus Group Questions (Involvement)
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Senior center participant responses to pre-focus group guestions. The figures below
describe senior centers' responses on a scale of one to five. The first question asked how often
the respondent's Center was in contact with their Specialist (one being never and five being
always). Questions two to five responses ranged from one to five, with one being “We haven’t
started yet,” to five being “We do this all the time” (see Figure 4).

The first question asked, "How often is your Center in contact with your local Behavioral Health
Specialist (BHS)? This can include activities such as communicating by email or attending
events hosted by a Specialist." As shown in the first figure, most participants indicated minimal
contact, with a significant number selecting score 1, though there is some distribution across the
scale, with a few indicating more frequent contact.

The second question asked, "Our Center participates in meetings with the Specialists who
provide us with information and resources related to behavioral health to share with older
adults." The second figure shows that the majority of respondents selected score 1, indicating



they haven't started participating in such meetings, but a small number selected score 3 or 4,
indicating some level of participation.

The third question inquired, "Our Center hosts or attends meetings with our local aging services
agencies." The third figure reveals a more varied response, with a notable distribution across
the scale, including a significant number selecting score 5, indicating active engagement in
these meetings.

The fourth question focused on whether the Center refers older adults experiencing complex
behavioral health issues to Specialists for consultation. The fourth figure shows a tendency
towards infrequent referrals (score 1), though there is a distribution across the scale, with some
senior centers indicating regular referrals (scores 4 and 5).

Finally, the fifth question asked, "Our Center hosts or attends training events that are organized
by the Specialists." The fifth figure highlights that most respondents selected score 1,
suggesting that many Centers have not yet engaged in hosting or attending these training
events, though a few indicated higher involvement (score 4).

These responses indicate a range of involvement levels, with some senior centers showing
minimal engagement with the Specialists, while others are more active in collaborating,
attending meetings, or participating in training events.



Number of respondents

Figure 4: Senior Center Responses to Pre-Focus Group Questions (Involvement)
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Appreciation and acknowledgment of the Initiative’s
importance

Participants from various agencies described their involvement with the Initiative, highlighting
several key areas. Many reported regular interactions with the Specialists, including attending or
hosting trainings and events. Participants from both rural and urban areas discussed how
regular meetings with the Specialists improve their service delivery and care coordination. Even
for those not currently involved or familiar with the Initiative’s work, participants recognized and
appreciated its existence as a resource, and were eager to learn more.

Collaboration and regular engagement. Agency involvement often included
participation in scheduled meetings, which served as a critical touchpoint for ongoing

engagement.

“So one other thing that we've been doing, with [the Specialist] is we have a monthly
set meeting and it's between all of our county community partners that serve older
adults. And it's really valuable that [the Specialist] set this up because it's a way to

check in with our other partners to see what's going on. Maybe what new resources
they have [...] collaboration between the different partners that we might not have on
a day-to-day basis. And so that's been a really valuable thing that [the Specialist] set
up for us.” (Rural, AAA-ADRC)

For some agencies, particularly in urban counties, the Specialists are embedded within the
agency or program as team members, physically on-site or available virtually. In addition to the
existence of the Initiative, the Specialists’ presence within agencies and programs can enhance
the effectiveness of multidisciplinary collaboration.

“[The Specialist] works, is sort of embedded in that team [...] and then [the Specialist] does
some community [...] sponsored presentations, trainings that are open to other [community
partners] in the community, just general community members. Some of our staff attend
those depending on the topics and things that [the Specialist] is bringing presenters in often
for those, and [the Specialist] works closely with the community center [...] the senior
community center.” (Urban, CMHP)




However, the Specialists are assigned to service areas based on the number of older adults in
the population. In less population-dense areas, the Specialists may be responsible for several
communities, agencies, and programs across large geographic areas, so being embedded
within one agency does not make practical sense. While this embedded approach might not be
possible for the Specialists who cover large geographies, particularly in rural areas,
collaborating on training events and accessing the Specialists’ expertise virtually is common.

“We collaborated on a class this last year and we are planning on doing another one this year [...]
| still get calls about it asking, you know, when are you gonna do another one? [The Specialist] is
always a phone call away. [They are] very responsive, quick at replying. We talk multiple times per

month regarding complex cases or people that [they] know, people that | know, | refer many

people to [them] for [their] dementia support group. Yes, [the Specialist] is like my go-to. | hear
anybody talk about Alzheimer's, dementia and the first person | think of is [the Specialist] and to
get their care and help them navigate, you know, this new way of life. So, yes, [the Specialists] are
both huge lifesavers. I'm so glad we have access to that.” (Rural, AAA-ADRC)

Utility of consultations, trainings, and connecting across organizations.
The Specialists were noted for their
role in organizing training sessions

and providing complex care “We have weekly meetings like an engagement
consultations (CCCs). This opportunity for the Specialists to connect with
suggests that agencies actively APD staff. We use that meeting in a very open
engaged with the Initiative are door policy, where they can bring any issues.
well-informed about the services They [staff] can come and just connect with our
offered, such as trainings, CCCs, Specialists. [The Specialist] just added trainings,

very exciting. That’s brand new.” (Urban, APD)

While CCCs and training
opportunities are prevalent ways
the Specialists provide resources to agencies and the community, they also serve as a key
connector across organizations and multiple systems that individuals need to access, bringing
partners together that may not otherwise work with each other.

“Probably without [the Specialist] facilitating [...] the community partner meeting— it's a
small community partner meeting, it's not with lots of community partners but mental
health, the senior center kind of it's a very small community. | doubt we would have the
meetings. | think that having them kind of facilitate it, being that third party who just kinda
gets it going, has kept it going. That has probably been one of the most significant things.”

(Rural, APD)




Expanding the Initiative. The Initiative has been operating for the last ten years

and there has been steady investment, growth, and relationship-building among the Specialists
and the communities they serve. Agencies from both urban and rural areas desired more
resources and expansion of the Initiative. These resources included increasing the number of
Specialists, further integrating the Initiative across agencies and programs, and additional

investment in behavioral health service delivery.

“I'll be just really curious about the themes, the opportunities, the gaps that might still
exist, so that really if there is an opportunity to sort of do [the Initiative] 2.0, for example,

that we're really building off of the successes and recognizing that we still do have gaps.”

(Urban, CMHP)

Older adults, PCPs, and senior centers who
were less familiar with the Initiative’s
activities had additional ideas for how the
Initiative could support older adults with
behavioral health needs. These included
increased outreach to the community (see
“‘Enhanced need for community presence”),
destigmatizing conversations around mental
and behavioral health through creative
events and addressing the need for
caregiver respite services and supports.

“Well, | feel like it might be outside
the scope of what the Initiative can
do, but like in general there's a
severe lack of, like, respite services
for caregivers. And you know, I've
seen a couple like, grant applications
come through for, like, anybody who
wants to, you know, provide this
service and get some money for it.
And so if there was any way that the
Initiative could help support respite
services.” (Rural, PCP)

Though some of the suggestions may be out of scope for the Initiative, it is helpful to consider
the types of resources community partners see as relevant to serving older adults and people

living with physical disabilities.

“Loneliness is a huge issue. So providing opportunities for seniors to meet other seniors.
And seniors don't tend to reach out so much, so it might be more about ways to figure out
[how] to reach them, group phone calls which would be easier. | know there are programs
out there that have people call up seniors to talk.” (Urban, Older Adult)




Continued challenges related to resource limitations and Specialist
turnover

This year, as in prior years, participants reported Initiative-related barriers, respondent-related
barriers, and resource-related barriers. Initiative-related barriers include Specialist turnover, lack
of responsiveness, and lack of outreach and promotion about the Initiative. Respondent-related
barriers include lack of sufficient frontline staff, lack of awareness about the Initiative, and
inconsistency in utilization across staff. Many of these barriers are not necessarily related to the
Initiative but to participants’ limited resources and capacity such as lack of bandwidth, time, and
funding to engage with the Initiative.

Geographic limitations. Barriers to involvement were heavily discussed across participant
groups who live in rural counties where the Specialists are unable to have as much of an in-
person presence due to their large coverage area.

“Our behavioral health folks out here have a lot of miles to go between communities. And
[our Specialist] doesn't make it in person a lot. And | think it's distance and | think if you're

traveling 5 hours you don't have the time to spend in every community [...]J. [Our Specialist]
hasn't been able to make it to meals and those sorts of things down here or have in-person
classes.” (Rural, AAA-ADRC)

Digital divide. While digital and virtual
resources can be a lifeline for some
individuals, one older adult participant
discussed the potential barrier accessing
behavioral health resources online.

“But then people have to have a
computer, and they have to know how to
access it. You know you have to know
how to do Zoom.” (Urban, Older Adult)

Specialist turnover. Participants expressed experiences with the Initiative that involved limited
resources, inconsistent communication, and Specialist turnover. These issues affect the
consistency and effectiveness of services provided, impacting overall engagement and support.
Several participants shared that there are vacancies and that they generally feel in the dark
about when/if they will be filled.

“Actually, we don't have one [Specialist]. At this point they're interviewing. So |
don't know who the new person is.” (Rural, AAA-ADRC)




Other participants had a long history with the Initiative and shared how their engagement with
the initiative has changed over the years and is dependent on who is filling the role.

“Well, I've been here 13 years, and [...] it was definitely before COVID and we had a

wonderful person heading up [a program] [...] but [the Specialist] left [...] | know it [the
Initiative] exists and we've been active with it in the past.” (Urban, Senior Center)

Expressed need for enhanced presence in the community

Lack of awareness. Among the non-agency
groups, lack of awareness of the Initiative
was the biggest barrier and challenge, as
many had never heard of the Initiative before
participating in the evaluation, pointing to
potential communication or engagement
issues with some systems or settings. This
points to a need for better communication
and outreach to ensure that all relevant
groups understand the Initiative’s purpose.
Specifically, increased marketing efforts are
necessary, targeting PCPs, senior centers, and older adults; effective marketing could help
these groups better understand and engage with the Initiative, thereby improving its impact and
helping it meet its goals more effectively.

“l wasn't aware of it. The executive
director before me was the
executive director for 12 years and
never mentioned this Initiative to
me. And so | think one of the
barriers must be that we're [senior
centers] just not on the radar
maybe.” (Urban, Senior Center)

There is a clear need for increased visibility and engagement of the Initiative within
communities. This includes more direct
outreach to agencies, senior centers, PCPs,
older adults, and likely many other
community partners not interviewed for this
report. Effective strategies could involve in-
person presentations, local community
events, an active and updated website, and
targeted marketing efforts.

“I would say again, it's just education
and finding out [...] who our contact is

and meeting them and just getting
educated on where to access their
information.” (Rural, CMHP)




Confusion about the Initiative. In some cases participants were aware of the Initiative but
expressed confusion, for example, not realizing that programs they were familiar with were
associated with the Initiative, or being unsure if they’re eligible for services.

“l don't know much right now about how [the Initiative’s] paid for. Who's exactly
funding this? Whether it would be, you know, supported financially for people to

do that [be involved] or not.” (Urban, Older Adult)

Embeddedness within organizations or agencies. An interesting observation from the CMHP
urban focus group was the mention of Specialists being embedded within community partner
agencies, either physically or virtually, to provide ongoing support and consultation. This
embedding approach seems to enhance the effectiveness of the Initiative, especially when the
Specialist proactively carries out a lot of the outreach and engagement work necessary to
become integrated within systems.

“So, just very integrated and it depends on the personality of that position and their
ability to be self directed and to get themselves invited or invite themselves to these
tables and to keep pushing or keep promoting the training and bringing people together
both internally and externally around topics that are relevant for this population. | think
they do really well with that, particularly, given the fact that there are still limited
resources.” (Urban, CMHP)

For agencies where the Specialists are not embedded, participants expressed wanting more
Specialist presence in the communities they serve. Despite some agencies and senior centers
recognizing the Initiative's benefits, there are

significant gaps in awareness, especially among older “Also how to engage and
adults and rural areas. Direct engagement strategies, market to people to have
such as providing orientations to the Initiative and them better understand what
holding regular office hours, could help bridge these these programs are and
gaps and ensure broader understanding and what can be done to help
utilization of the Initiative. support people, | think would

be very beneficial as well.”
(Rural, Senior Center)




‘Il think someone showing up to give a talk to introduce the Initiative to seniors because
it can't just come from me. Like | said before, people aren't coming to me and saying
I'm having this issue where I'm struggling with this, out of many different fears, years of
being judged by their peers [...] so if there was someone from that Initiative that could

come and let them know what they're doing, what services or resources are provided
and a way to communicate with them directly so they don't have to do it in front of their
peers, or they don't have to come through me to get those resources or get those
needs met.” (Urban, Senior Center)

Importance of culturally specific collaboration and services

There is a recognized need for culturally specific services and increased collaboration to better
address diverse community needs. Participants’ feedback suggests that tailoring services to be
culturally relevant and fostering collaboration with diverse community partners could enhance

the Initiative's effectiveness and reach.

In the following comments from an
APD participant and an older adult
participant, there is a recognition that
each individual's cultural background,
needs, and preferences should inform
how they receive behavioral health
services. They suggest that while the
Specialists cannot possibly provide
culturally specific services to
everyone, they can make an effort to
learn about different cultures and
provide culturally appropriate services
while referring to culturally specific
providers when possible.

“It seems to me that there is a need for
more individualized behavioral health
services [...] and our Specialists cover
community groups, they can go in the
trainings, they can do presentations in
different communities [...] | mean, there's
just not capacity, not enough capacity.
[...] we have so many diverse
communities that need behavioral health
Specialists specific to their culture, or
specific to their groups’ needs.”
(Urban, APD)

“It's hard to know what works for everyone. So | guess it's kind of a more comprehensive

approach. And then again, it's culturally relevant [...] like, the Latino culture, of course, is

very family centered, and family oriented [...] what would be a gold star would be seeing

that this [the Initiative] is available [and] is culturally relevant and is available to not only
the older person, but the family system.” (Urban, Older Adult)




Participants discussed a need for more targeted strategies and increased outreach to different
communities, including faith communities and residential care settings, so community members
who may not be accessing the Initiative through more traditional channels might have an
opportunity to connect.

“I'm picking up on a number of churches, for example, and residential facilities that | think
are just unaware [of the Initiative]. | just think they're not connected to this [Initiative] and if

they are, it might just be a coincidence that they've got a program in there but they didn't
really know where it came from.” (Rural, Senior Center)

Improving efficiency by addressing siloed systems and redundant
training

One of the Initiative’s objectives is to reduce the gap that exists between aging and behavioral
health services for older adults and people living with physical disabilities. Repeatedly, silos are
cited as an overarching, persistent challenge to providing care and services to those who need
them. One of the key functions of the Specialists is to serve as a connector across systems and
programs to improve care coordination regarding behavioral health services, in addition to
providing training and educational opportunities to improve coordination across systems.

At the Initiative-level, there are indications of siloed systems and redundancy in training efforts,
which can create inefficiencies and hinder the overall impact of the Initiative. One participant
talked directly about how limited resources and staff time are not best used if the Initiative and
other agencies have too many similar offerings. This can inadvertently lead to competition.

“Sometimes the Initiative, | feel, has some conflict or duplication of services. For
example, Powerful Tools, you know, if we host a class, but they're hosting a class we can
cannibalize the limited people that do attend. [It] doesn't mean that we can't support each

other and have both. [...] As long as the seniors’ needs are met, | don't care who
provides it, but then sometimes it feels like you're almost in competition.” (Rural, AAA-
ADRC)




One participant discussed how working with the Initiative has improved awareness and
efficiency of service delivery, but the multiple systems and organizations involved in addressing
service needs for older adults remain a challenge. When discussing the role of the Specialist

they said:

“We still run into those same things where one system thinks another system needs to
get more involved with a particular client and | think that the Older Adult Specialists are
helpful in pulling some of those [community partners] together because they maintain

working relationships with all of them but | think it still shows that there's gaps in the
system for what is essentially integrated care, often.” (Urban, CMHP)

Participants also discussed broader systems silos that impact efficiency and communication.
These include interactions across programs, agencies, and organizations, as well as the
different communities across Oregon.

“I think for my office and [the] County in general, part of the barrier consistently is we have
some really siloed systems. And there's a culture of not playing well with others. Then
having a fairly new community mental health program [...] so they're just getting moving in
some of those relationship building aspects so | imagine that will start to improve now that
they've got their feet on the ground. But, we've got two big communities for us [...] who
have hospitals who are also siloed. And so | think it's lack of communication and a lack of
understanding probably. And it always comes back to communication.” (Rural, CMHP)

One of the PCP participants described that a lack of resources is not always the challenge, but
rather how existing resources interact with each other:

“Often it’s not a shortage of people on the resource list as much as they often don't
communicate with one another. We're seeing [that] in our area. We have three or four
different agencies that we can talk to about people that need to get into substance use
diversion treatment rehab inpatient/outpatient and they don't really coordinate very well

together.” (Urban, PCP)




Customized training programs are needed to meet diverse training

needs

Participants were asked about the types of training topics related to older adult behavioral
health that they would like to see offered. The feedback on training topics varied among the
different participant groups, highlighting a range of priorities (Table 3). All suggested training

topics are included below.

Table 3. Desired training topics by key informant group

Agencies Primary Care Senior Centers Older Adults
Providers

Hoarding e Loneliness e Loneliness e Climate change
Isolation e [solation e Aging/life and
Safe technology | e Substance use transitions environmental
usage e Caregiver respite | ® Substance use disaster

e Awareness of e De-escalation preparedness
elderly scams techniques o Grief

e Suicide e Volunteering e Retirement
prevention e Dementia e Volunteering
Dementia e Depression e Repairing family
Depression e Systems relationships
Financial navigation e Hospice and end
management e Direct care of life
Guardianship workforce skills e Fall Prevention
Gambling e Elder abuse e Dementia
Systems prevention e Brain health
navigation e Caregiver respite | @ Depression

e Caregiver well- e Suicide e Loneliness
being prevention e |solation

e Direct care e Hoarding e Nutrition
workforce skills o Grief

e De-escalation
techniques
Substance use
Cultural
competency and
responsive
services




Training modalities. In addition to different topic areas of interest, participant groups preferred
various training modalities based on their needs and constraints. Older adults and agency staff
generally preferred in-person training while senior center staff and PCPs strongly preferred
virtual or remote training formats. Older adults preferred in-person activities and community-
based classes, emphasizing the importance of having a physical presence where they can
engage with instructors and peers directly.

“l believe [...] more community things are needed to get people out of their homes and into

environments that will create relationships for people who live singly or have disabilities [and]
don't get out very much. [They] don't have much of an active social life.” (Urban, Older Adult)

Senior centers highlighted the need for educational opportunities brought directly to them. There
was a clear preference for having someone from the Initiative come in person to introduce the
services and provide information, rather than relying on notices or signs. Virtual sessions allow
them to stay at their centers and continue serving older adults while accessing important
training. Similarly, PCPs preferred virtual or remote formats for training, including live video
conferencing and pre-recorded modules, to manage their time efficiently and avoid disruptions
in their service delivery.

‘I mean, | think I'm always willing to learn. But like almost everybody else I'm the only
staff. So if | was to have to leave for a training, | mean, I'm not gonna shut the center
down because that's, you know, removing a need. So it would have to be virtual or it

would have to be recorded, something that | can go back and do later, when I'm not
working or after our hours. [...] | don't always have time to go look for [trainings] that are
always happening. No two days are the same.” (Urban, Senior Center)




This variation highlights that a one-size-fits-all training approach is inadequate. The differing
preferences for in-person versus virtual training formats underscore the need for flexibility.
Offering multiple training modalities can help accommodate different schedules and
preferences, making it easier for all groups to participate and benefit from the training. Training
programs should be tailored to address the distinct needs and concerns of each group to ensure
effective learning and engagement.



V. Recommendations to Address Top Challenges

Fifty-four (54) participants representing senior centers, primary care providers, older adults with
lived experience, CMHPs, APD, and AAA-ADRC agencies offered suggestions to address top
challenges related to the behavioral health of older adults and people living with physical
disabilities within their county.

Initiative-level recommendations

Maintaining engagement with the Initiative

Identify which key community partners (e.g., AAA-ADRCs, APD, CMHPs, senior centers,
PCPs, older adults) are less engaged with the Initiative due to Specialist turnover or
vacancy. Increase outreach efforts and identify a plan to maintain regular communication
(e.g., adding agency to newsletter listserv, return for a training at an all-staff meeting).
Create a Specialist-maintained community partner listserv and notify partners when a
Specialist position will be vacant or filled. Supervisors should have access to the listserv
to share hiring updates.

Connect with other Specialists in the region when a Specialist position is vacant to
identify strategies to maintain engagement with community partners (e.g., invite
community partners to attend nearby or virtual training events).

Accessibility and outreach

Enhance physical presence in the community by visiting community partners in person
(e.g., attending congregate meal programs at local senior centers) to promote services
and supports that the Initiative offers.

Increase visibility of the Initiative through the distribution of physical materials about the
Initiative (fliers or brochures) to community partners at trainings or other community
events.

Emphasize affiliation with the Initiative when hosting trainings or events and use
consistent branding (e.g., refer to the Initiative by its full name, use the Initiative’s logos
on all events/training materials and business cards).

Create a county-specific factsheet about the Initiative and include a list of services and
training topics offered by the Specialist.

Enhance outreach to communities whose historical engagement with Initiative-
sponsored services may be limited (e.g., culturally specific providers, PCPs, faith
communities) through the use of additional presentations, and regular presence at faith
community events.

Advocate for collaboration between agencies that provide culturally relevant services to
amplify existing strengths within communities.



Draw on existing equity framework(s) that provide guidance on the specific barriers to
behavioral healthcare of multiple populations and communities when planning events
with community partners.

Breaking down silos

Host a statewide symposium for senior centers (or other key community partners) to get
together and share successful programs they have implemented (also discuss
challenges) related to behavioral health and aging.

Enhance both formal and informal lines of communication between agencies through the
use of a regular newsletter to community partners and/or in order to promote greater
collaboration and coordination of services.

Advocate for MOUs and other data sharing and confidentially agreements between
agencies to better coordinate the work of the Specialists to support the behavioral health
needs of older adults and people with disabilities. This advocacy could be carried out by
supervisors.

Hold regularly scheduled meetings (e.g., biennial or quarterly) with community partners
to share information about programs and services across organizations.

Schedule regular weekly or monthly times to be available (virtual or in-person) at key
partner agencies and advertise these times to all staff so partners know when and where
to reach the Specialists.

Purchase and host a shared file system that allows the Specialists to share trainings and
access other materials that support their work.

Workforce development and health and wellness promotion

Ensure flexibility in the training options available to meet the varied needs of
communities by taking a multimodal approach to delivery of trainings (learning
collaboratives, virtual, pre-recorded modules, live in-person events, micro-learning
sessions, etc.).

Implement creative strategies in health and wellness promotion events to reach more
consumers and reduce stigma about behavioral health and aging. For example,
incorporate movement in trainings or host intergenerational events to bridge the gap
between age groups.

Distribute a list of upcoming training opportunities and events regularly (i.e., monthly) to
community partners.

Identify the unique training needs of community partners and customize trainings to
meet their specific preferences.

Provide training on how to access online training platforms (e.g., Zoom) at community
partner locations so consumers may be able to attend more virtual trainings or connect
with friends or family virtually.

Systems-level recommendations for leadership



Resources and funding

e Investin the Initiative so that coverage and capacity of the Specialists is maximized
across the state, particularly in regions where geography (i.e., Eastern Oregon) has
posed a challenge for services.

o Encourage local and county governments to provide enhanced financial support to
senior centers within their communities.

Supporting systems navigation

e Hold regular joint leadership meetings between agencies across the aging and
behavioral health systems to streamline services and ease system navigation.

Behavioral health workforce

e Increase the use of incentives such as the Oregon Behavioral Health Loan Repayment
Program or pay differentials (e.g., licensed-based, certificate-based) that support the
recruitment of behavioral health providers to work in rural and remote areas of the state.

e Provide support in obtaining and maintaining housing for unhoused older adults and
people living with physical disabilities so that behavioral health providers can reach and
provide necessary services to this population.



Summary and Conclusions

This report presents findings from PSU’s evaluation of key informants’ perceptions of the
Initiative, using a mixed method approach. This report intends to describe the impacts of the
Initiative, including components that are working well within local communities, and where
improvements can be made to best support the behavioral health needs of older adults and
people living with physical disabilities.

The inclusion of additional key community partners in the evaluation (senior centers, primary
care providers, and older adults) and the use of focus groups provided new insight into
opportunities to improve coordination and collaboration between the Initiative and key
community partners. The findings presented in this report inform several Initiative-level and
systems-level recommendations that could help support older adults and people living with
physical disabilities who also have behavioral health needs across Oregon.

The recommendations provided within this report focus on advocating for improved resources
and funding of agencies and centers, supporting systems navigation across aging and
behavioral health systems, and building Oregon’s behavioral health workforce.
Recommendations offer the Initiative ways to help achieve these goals and include continued
focus on accessibility and outreach, breaking down silos between agencies and systems, and
workforce development. This multilevel approach is needed to achieve improved behavioral
health for this population.



Appendix

Quantitative survey items: agencies

#

Iltems

Q1

How often are you in contact with your local Behavioral Health Specialist (BHS)?

Q2

Our staff participate in meetings with Specialists who provide consultation to determine
an appropriate course of action with consumers who present with complex care needs.

Q3

I host or attend a planned meeting between community mental health and aging
services agencies.

Q4

We refer complex cases to our local Specialist for consultation.

Q5

Our agency allows us to use time to attend training events that are organized by the
Specialists.

Quantitative survey items: primary care providers

# Iltems

Q1 | How often are you in contact with your local Behavioral Health Specialist (BHS)?

02 | participate in meetings with Specialists who provide me with information and resources
related to behavioral health to share with older adults.

03 | host or attend community partner (e.g., community mental health programs, aging
services) meetings.

Q4 | | refer complex cases to our local Specialist for consultation.

Q5 | I host or attend training events that are organized by the Specialists.




Quantitative survey items: older adults

# Iltems

Q1 | How often are you in contact with your local Behavioral Health Specialist (BHS)?

02 | participate in classes, events, or support groups with my local BHS who provide me
with information related to my own, or a family member's health and wellbeing.

03 I connect with my local service agencies or senior centers for health and wellness
resources related to aging.

Q4 | 1 ask my Specialist for health and wellness advice for myself or a family member.

Quantitative survey items: senior centers

Iltems

Q1

How often are you in contact with your local Behavioral Health Specialist (BHS)?

Q2

Our Center participates in meetings with Specialists who provide us with information
and resources related to behavioral health to share with older adults.

Q3

Our Center hosts or attends meetings with our local aging services agencies.

Q4

Our Center refers older adults experiencing complex behavioral health issues to
Specialists for consultation.

Q5

Our Center hosts or attends training events that are organized by the Specialists.




Focus group questions: agencies

# Focus group question
1. | Tell us your name, position, and where you work.
2. | Do you know who your local Older Adult Behavioral Specialist is?
3 From your understanding, what types of services does the Older Adult Behavioral
" | Health Initiative provide?
4 Hc_)\_/v are your agencies currently involved with the Older Adult Behavioral Health
" | Initiative?
Please describe some ways in which you have interacted with the Older Adult
5 Behavioral Health Initiative in the past.
" | Follow-up prompt: What was the most helpful to you and your organization during those
interactions?
What, if any, barriers do you believe prevent you from being more involved with the
©- | Older Adult Behavioral Health Initiative?
How do you recognize geriatric behavioral health and substance misuse in the
7. | consumers you serve?
Follow-up prompt: What training format would be most helpful for you?
What training topics related to older adult behavioral health might help you or your
organization better support this population?
8. Follow-up prompt: Are there any specific topic areas you would like to receive training
on or any areas where additional training may be helpful?
Thinking about your agency's biggest needs related to supporting the behavioral health
9. | needs of older adults and people with physical disabilities, how could the Older Adult
Behavioral Health Initiative better support the work of your agency?
10. | Anything else you would like to add/anything else that we might have missed?




Focus group questions: primary care providers

# | Focus group question

1. | Tell us your name, describe your role, and where you practice.

Please describe your experience working with older adults who have behavioral health
needs.

3. | How did you first hear about the Older Adult Behavioral Health Initiative?

How have you/your practice been involved with the Older Adult Behavioral Health
Initiative?

Follow-up prompt: What was most helpful about these interactions for you and/or your

4. | practice?

Follow-up prompt: Do you attend any community partner meetings led by the Older Adult
Behavioral Health Specialists?

What, if any, barriers do you believe prevent you from being more involved with the
Older Adult Behavioral Health Initiative?

How could the Older Adult Behavioral Health Initiative best support your practice’s efforts
to support older adults with behavioral health needs?

Follow-up prompt: What would be the easiest way for you to request Complex Care

6. | Consultations?

Follow-up prompt: What training format would be most helpful for you?

Follow-up prompt: The Older Adult Behavioral Health Initiative can provide health and
wellness services to older adults. How might this fit your practice’s needs?

7. | Anything else you would like to add/anything else that we might have missed?




Focus group questions: older adults

# | Focus group question

1. | Tell us your first name and please share the city or town you live in.

Have you heard about the Older Adult Behavioral Health Initiative?
2. | Follow-up prompt: How did you first hear about the Older Adult Behavioral Health
Initiative?

If you were having a casual conversation with a friend or family member, how would you
describe the Older Adult Behavioral Health Initiative?

Follow-up prompt: From your understanding, what types of services do you think the
Older Adult Behavioral Health Initiative provides?

How do you think the Older Adult Behavioral Health Initiative could best support older
4. | adults’ health and wellbeing, or those with mental health and substance use needs?

Tell us about a helpful experience you had with the Older Adult Behavioral Health

S Initiative.
In your opinion, what would it take for the Older Adult Behavioral Health Initiative to get a
6. | gold star?

Follow-up prompt: How could the Older Adult Behavioral Health improve?

Thinking about the health and wellness topics that are important to you, what services or
classes for older adults would you like to see offered by the Older Adult Behavioral

7. | Health Initiative?

Follow-up prompt: Where in your community would go to receive these classes or
services?

Think about all we have talked about today. What do you think is most important for the
Older Adult Behavioral Health Initiative to prioritize, or to keep doing?

9. | Is there anything we should have talked about but didn’t?




Focus group questions: senior centers

# Focus group question

1. | Tell us your name, position, and where you work.

From your understanding, what types of services do you think the Older Adult

2. Behavioral Health Initiative provides?
Please describe some ways in which your Center has interacted with the Older Adult
3 Behavioral Health Initiative.
" | Follow-up prompt: What was the most helpful to you and your Center during those
interactions?
4 What, if any, barriers do you believe prevent your Center from being more involved with

the Older Adult Behavioral Health Initiative?

What training topics related to older adult mental health might help you or your Center
better support this population?

5. | Follow-up prompt: Are there any specific topic areas you would like to receive training
on, or any areas where additional training may be helpful?

Follow-up prompt: What training format would be most helpful for you?

Thinking about your Center’s biggest needs related to supporting older adults with
mental health and substance use needs, how could the Older Adult Behavioral Health
Initiative better support the work of your Center?

6. | Follow-up prompt: The Older Adult Behavioral Health Initiative can provide health and
wellness services to older adults. How might this fit your Center’s needs?

Follow-up prompt: What would be the easiest way for you to request Complex Care
Consultations?

7. | Anything else you would like to add/anything else that we might have missed?




References

Association of Oregon Community Mental Health Programs. AOCMHP Behavioral Health and
Intellectual & Developmental Disabilities Directors and Managers.
http://www.aocmhp.org/home/aocmhp-mental-health-directors/

Morgan, DL. and Krueger, RA. (1997). The Focus Group Kit: Volumes 1-6. SAGE Publications.

The Oregon Care Planning Council. Oregon Senior Centers.
https://www.carefororegon.org/listll oregon senior centers.htm



http://www.aocmhp.org/home/aocmhp-mental-health-directors/
https://www.carefororegon.org/list11_oregon_senior_centers.htm

