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List of Acronyms  

AAA-ADRC = Area Agencies on Aging & Aging and Disability Resource Centers 

APD = Aging and People with Disabilities 

ASSIST = Assertive Supplemental Security Income Services Team 

BH = Behavioral health 

BHS = Behavioral Health Specialist  

BRITE = Brief Intervention and Treatment for Elders 

CALM = Counseling on Access to Lethal Means 

CCC = Complex case consultation 

CMHP = Community Mental Health Programs 

CNA/CMA = Certified nursing assistant/Certified medication aide 

EBP = Evidence-Based Practice 

I & R = Information and Referral 

LCADAC = Licensed Clinical Alcohol & Drug Abuse Counselor 

LCSW = Licensed Clinical Social Worker 

LMFT = Licensed Marriage and Family Therapist 

MD/DO = Medical doctor/Doctor of Osteopathic Medicine 

OABHI = Older Adult Behavioral Health Initiative 

OABHS = Older Adult Behavioral Health Specialist 

PEARLS = Program to Encourage Active, Rewarding Lives 

PST = Problem-Solving Treatment 

Q1 = Quarter one 

Q2 = Quarter two 

Q3 = Quarter three 

Q4 = Quarter four 

QPR = Question, Persuade, and Refer 

RN = Registered nurse 

SBIRT = Screening, Brief Intervention, and Referral to Treatment  
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Introduction and Background  
 

The Older Adult Behavioral Health Initiative (referred to as “the OABHI” in this report) is an 

innovative program established in 2015 and funded by the Oregon Health Authority (OHA). 

Twenty- four Older Adult Behavioral Health Specialists (referred to as “the Specialists” in this 

report) are located in every county in the state of Oregon and facilitate outreach and services to 

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

The Specialists’ three primary job functions include: promoting collaboration and coordination 

among community partners, providing complex care consultations for older adults and people 

with physical disabilities who have behavioral health needs, and offering workforce development 

training and health and wellness prevention and promotion events. The overall goal of the 

OABHI 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 and wellness services. 

This 2023-2025 final report provides results from Portland State University’s (PSU) Institute on 

Aging’s (IOA) evaluation of the OABHI. The data to support the findings and recommendations 

provided within this report are drawn from several sources collected by the PSU Evaluation team 

(see “Methods” section below). The findings presented here are built on data collected from 

April 2023 to March 2025. 
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Methods 
 

Complex Care Consultations (CCC) 
 

The Specialists provide information on every CCC they conduct, and submit data quarterly to the 

PSU Evaluation team through the CCC form, which was jointly developed by the PSU 

Evaluation team, with feedback from the Specialists and the OABHI’s Project Director. The 

Specialists provide a variety of information such as the behavioral health needs of the consumer 

participating in the care consultation, recommendations provided by the Specialists, and 

sociodemographic information (e.g., veteran status, age, gender). 

 

Training: Workforce Development  
 

As part of every workforce development training, the Specialists provide information on training 

events through rosters which are submitted to the PSU Evaluation team. Information provided 

through training event rosters include training and workshop titles, the trainer(s), target audience, 

location (virtual or city if in-person), and behavioral health topics covered in the training. 

Participants of workforce development training events and workshops planned, hosted, or 

delivered by the Specialists provide their email addresses to permit the PSU Evaluation team to 

follow up with an online evaluation survey of the training. Participants provide feedback on 

items such as knowledge of the topic prior to attending the training, perceived knowledge gained, 

level of confidence to use knowledge learned from the training/workshop, and perceptions of the 

training and trainer(s).  

 

Quarterly Reports 
 

The Specialists 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), 

assessment tools, and their participation in different activities with community partners. 

 

Key Informant Focus Groups 
 

The PSU Evaluation team conducted a new evaluation approach by facilitating virtual focus 

groups with key community partners of the OABHI: 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) in addition to older adults (65+) 



8 

 

with lived experience navigating behavioral health services, primary care providers (PCPs), and 

senior center staff. A mixed-methods approach was used, drawing on both quantitative survey 

items and focus group questions. The PSU Evaluation team aimed to assess the impact of the 

OABHI, how it could be improved, and identify opportunities to improve collaboration and 

coordination with key community partners. 

 

Statistical Software 

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). Data cleaning and descriptive statistics for the training evaluations portion of the 

report were conducted using Stata 19 (StataCorp. 2025. Stata Statistical Software: Release 18. 

College Station, TX: StataCorp LLC.).   
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Key Findings 
 

Complex care consultation 
 

Complex care consultation (CCC) is a core job function of Behavioral Health Specialists. The 

Specialists work to promote a multi-disciplinary team and 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 

OABHI as well as key 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. 

The 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 

between April 2021 and March 2025. From April 2021 through March 2025, the Specialists 

reported participating in a total of 5,764 CCCs that took place in at least 26 counties. During the 

most recent reporting period from April 2023 through March 2025, the Specialists reported 

participating in a total of 3,173 CCCs that took place across all of Oregon’s counties. These 

CCCs constitute the sample for this report.  

 

Gender of Consumers Involved in Consultations 
 

During the current reporting period (from April 2023 through March 2025), focusing only on 

cases with non-missing information, consumers were more likely to be female (59% (1,846); 

Table 1.1), similar to the gender distribution for the previous reporting period (55% (1,418) 

female), and across all quarters (57% (3,264) female), but to a significantly greater degree (𝜒2(3) 

= 10.96, p = .01). 

 

Table 1.1. Gender 

Gender 
'21 Q2 - '23 Q1 

Valid % (n) 

'23 Q2 - '25 Q1 

Valid % (n) 

All 

Valid % (n) 

Female 55% (1,418) 59% (1,846) 57% (3,264) 

Male 45% (1,161) 41% (1,287) 43% (2,448) 

Transfeminine (Transwoman) <1% (1) <1% (5) <1% (6) 

Transmasculine (Transman) 0% (0) 0% (0) 0% (0) 

Questioning 0% (0) 0% (0) 0% (0) 
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Gender 
'21 Q2 - '23 Q1 

Valid % (n) 

'23 Q2 - '25 Q1 

Valid % (n) 

All 

Valid % (n) 

Other 0% (0) 0% (0) 0% (0) 

Total 100% (2,580) 100% (3,138) 100% (5,718) 

Note. Missing, non-standard, or don’t know values were found for 1.1% (35) cases in the current reporting period 

and 0.4% (11) cases in the previous 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 8% (193) of consumers were veterans and 92% (2,218) were not 

(among cases with known veteran status; Table 1.2). The share of CCCs involving consumers 

who were veterans during the current reporting period compared to the previous period was 

statistically similar (𝜒2(1) = 0, p = 1). Valid data on veteran status of consumers in CCCs are 

consistently difficult to collect. The Specialists either reported that veteran status was not known 

or had missing data for 24.0% (762) of cases during the current reporting period and 26.6% (689) 

of cases during the previous reporting period. 

 

Table 1.2. Veteran Status 

Veteran 
'21 Q2 - '23 Q1 

Valid % (n) 

'23 Q2 - '25 Q1 

Valid % (n) 

All 

Valid % (n) 

No 92% (1,750) 92% (2,218) 92% (3,968) 

Yes 8% (152) 8% (193) 8% (345) 

Total 100% (1,902) 100% (2,411) 100% (4,313) 

Note. Missing, non-standard, or don’t know values were found for 24.0% (762) of cases in the current reporting 

period and 26.6% (689) of cases in the previous reporting period. Percentages may not add up to 100 due to 

rounding. 

Race/ethnicity 

 
During the current reporting period, focusing on cases with non-missing information, the 

overwhelming majority of CCC consumers were white (91% (2,462)), an increase of 4.3% from 

the previous reporting period (Table 1.3). A lower share of American Indian or Alaskan Native 

(3% (87)) consumers were reported in the current reporting period than the previous reporting 

period, but the proportion of all other race/ethnic groups stayed generally stable. Overall, the 

difference in racial/ethnic distributions between the current and previous reporting periods were 

statistically significant (𝜒2(6) = 49.42, p < .001). Of note, there was a substantial 15%-pt 
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decrease in the share of CCCs with missing or non-standard values for race/ethnicity from the 

previous to the current reporting period, reflecting an improvement in the data quality for this 

data point.  

 

Table 1.3. Race/Ethnicity 

Race/Ethnicity 
'21 Q2 - '23 Q1 

Valid % (n) 

'23 Q2 - '25 Q1 

Valid % (n) 

All 

Valid % (n) 

American Indian or Alaskan Native 6% (115) 3% (87) 4% (202) 

Asian or Asian American 1% (10) 1% (29) 1% (39) 

Black or African American 2% (37) 1% (29) 1% (66) 

Hispanic or Latino 2% (43) 3% (70) 3% (113) 

Native Hawaiian or Other Pacific Islander 1% (20) <1% (7) 1% (27) 

Not included in this list <1% (8) <1% (9) <1% (17) 

White 87% (1,579) 91% (2,462) 90% (4,041) 

Total 100% (1,812) 100% (2,693) 100% (4,505) 

Note. Missing, non-standard, or don’t know values were found for 15.1% (480) cases in the current reporting period 

and 30.1% (779) cases in the previous reporting period, reflecting a substantial decrease in missing race/ethnicity 

data. Percentages may not add up to 100 due to rounding. 

 

Physical disability 

 
From April 2023 through March 2025, in 42% (1,035) of cases with non-missing data, 

consumers had a known physical disability, a statistically significant increase from the share 

from the previous reporting period 38% (838) (𝜒2(1) = 6.04, p = .014) (Table 1.4). 

 

Table 1.4. Physical disability 

Physical disability 
'21 Q2 - '23 Q1 

Valid % (n) 

'23 Q2 - '25 Q1 

Valid % (n) 

All 

Valid % (n) 

Yes 38% (838) 42% (1,035) 40% (1,873) 

No 62% (1,347) 58% (1,433) 60% (2,780) 

Total 100% (2,185) 100% (2,468) 100% (4,653) 

Note. Missing, non-standard, or don’t know values were found for 22.2% (705) cases in the current reporting period 

and 15.7% (406) cases in the previous reporting period. Percentages may not add up to 100 due to rounding. 
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Insurance  

 
During the current reporting period, focusing on cases with non-missing data, the largest share of 

consumers were insured through Medicaid (50% (1,369)), followed by Dual eligible (Medicaid 

and Medicare) (27% (730)), and Medicare Traditional (10% (284)) and Medicare Advantage 

(10% (277)) (Table 1.5). While the ranking of most prevalent insurance coverage for consumers 

remained largely the same between the previous and current reporting periods, decreases in the 

share of consumers with Medicare Traditional (previous: 15% (260)) and Dual eligible 

(Medicaid and Medicare) (29% (490) in the previous period), and increases in the share of 

Medicaid (previous: 47% (795)) and Medicare Advantage (previous: 6% (109)), led to a 

significant change in the distribution of insurance coverage between the two reporting periods 

(𝜒2(6) = 50.15, p < .001). Of note, because this question about consumer insurance was added in 

2021 Q4, or two quarters after the start of the previous reporting period, a substantially higher 

rate of “Missing/non-standard/don’t know” responses are reported in the previous reporting 

period (34.3% (889)) compared to the current reporting period (13.8% (437)).  

 

Table 1.5. Insurance 

Insurance 
'21 Q2 - '23 Q1 

Valid % (n) 

'23 Q2 - '25 Q1 

Valid % (n) 

All 

Valid % (n) 

Medicaid 47% (795) 50% (1,369) 49% (2,164) 

Medicare Traditional 15% (260) 10% (284) 12% (544) 

Medicare Advantage 6% (109) 10% (277) 9% (386) 

Dual eligible (Medicaid and Medicare) 29% (490) 27% (730) 27% (1,220) 

Private Insurance (excl. Medicare Advantage) 3% (44) 2% (56) 2% (100) 

Veteran's Health <1% (3) <1% (10) <1% (13) 

No Coverage 0% (0) <1% (10) <1% (10) 

Other <1% (1) 0% (0) <1% (1) 

Total 100% (1,702) 100% (2,736) 100% (4,438) 

Note. Missing, non-standard, or don’t know values were found for 13.8% (437) cases in the current reporting period 

and 34.3% (889) cases in the previous reporting period. Percentages may not add up to 100 due to rounding. 
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Age 

 
During the current reporting period, focusing only on cases with non-missing information, the 

largest age group was 65-74 consisting of 31% (987) of all CCCs, followed by consumers who 

were younger than 60 (28% (879)) (Table 1.6). Only 6% (176) of consumers were 85 years and 

older. The age distribution for the current reporting period was significantly different from the 

previous reporting period (𝜒2(4) = 9.68, p = .046), likely due to a decrease in the share of the 

youngest group of consumers (previous: 30% (778)) and an increase in the share of the oldest 

group of consumers (previous: 4% (106)). 

 

Table 1.6. Age 

Age 
'21 Q2 - '23 Q1 

Valid % (n) 

'23 Q2 - '25 Q1 

Valid % (n) 

All 

Valid % (n) 

<60 30% (778) 28% (879) 29% (1,657) 

60-64 19% (479) 18% (570) 18% (1,049) 

65-74 31% (787) 31% (987) 31% (1,774) 

75-84 16% (417) 17% (531) 17% (948) 

85+ 4% (106) 6% (176) 5% (282) 

Total 100% (2,567) 100% (3,143) 100% (5,710) 

Note. Missing, non-standard, or don’t know values were found for 0.9% (30) cases in the current reporting period 

and 0.9% (24) cases in the previous reporting period. Percentages may not add up to 100 due to rounding. 

 

Structure of the complex case consultation 

 

Before 

 
During the current reporting period, in cases with non-missing information, the Specialists 

reported having consulted on the consumer on a previous occasion in 45% (1,397) of cases 

(Table 1.7). This is less than in the previous reporting period 48% (1,194), but not significantly 

so (𝜒2(1) = 3.27, p = .071). 
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Table 1.7. Has the Specialist consulted on this client previously? 

Have you consulted on this client before? 
'21 Q2 - '23 Q1 

Valid % (n) 

'23 Q2 - '25 Q1 

Valid % (n) 

All 

Valid % (n) 

Yes 48% (1,194) 45% (1,397) 46% (2,591) 

No 52% (1,302) 55% (1,682) 54% (2,984) 

Total 100% (2,496) 100% (3,079) 100% (5,575) 

Note. Missing, non-standard, or don’t know values were found for 3.0% (94) cases in the current reporting period 

and 3.7% (95) cases in the previous reporting period. Percentages may not add up to 100 due to rounding. 

 

Planning 

 
Focusing only on cases with valid responses, over 60% of all consultations were planned during 

the current reporting period (62% (1,915)), a similar share to the previous reporting period (63% 

(1,583); 𝜒2(1) = 0.35, p = .556) (Table 1.8). 

 

Table 1.8. Planning status of the complex case consultation 

Consulted planning? 
'21 Q2 - '23 Q1 

Valid % (n) 

'23 Q2 - '25 Q1 

Valid % (n) 

All 

Valid % (n) 

Planned 63% (1,583) 62% (1,915) 62% (3,498) 

Unplanned 37% (933) 38% (1,168) 38% (2,101) 

Total 100% (2,516) 100% (3,083) 100% (5,599) 

Note. Missing, non-standard, or don’t know values were found for 2.8% (90) cases in the current reporting period 

and 2.9% (75) cases in the previous reporting period. Percentages may not add up to 100 due to rounding. 

 

Residence and Residence Change 

 
The PSU team asked the Specialists about discussions on change in residence (Table 1.9). The 

distribution of discussions about change in residence significantly changed between the previous 

and the current reporting periods (𝜒2(4) = 25.81, p < .001). Focusing on cases with non-missing 

information, during the current reporting period, in 47% (1,391) of cases no discussion of change 

in residence occurred, a substantially larger share compared to the previous reporting period 

(41% (962)). A change in residence was recommended but the option was not available in a 

substantially smaller share of CCCs during the current period (26% (758)) compared to the 

previous period (30% (697)). Additionally, in a slightly smaller share of CCCs this period (7% 

(202)) compared to last (9% (200)), consumers refused the recommended change in residence 

even though it was or would soon be available. 
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Table 1.9. Change in residence? 

Change in residence recommended? 

'21 Q2 - '23 

Q1 

Valid % (n) 

'23 Q2 - '25 

Q1 

Valid % (n) 

All 

Valid % (n) 

Change not discussed 41% (962) 47% (1,391) 44% (2,353) 

Change discussed, not recommended 6% (147) 7% (211) 7% (358) 

Recommended, option not available 30% (697) 26% (758) 27% (1,455) 

Recommended, option is/will be available 15% (343) 14% (406) 14% (749) 

Recommended and option is/will be available, 

consumer refused 
9% (200) 7% (202) 8% (402) 

Total 100% (2,349) 100% (2,968) 
100% 

(5,317) 

Note. Missing, non-standard, or “don’t know” responses were found in 6.5% (205) cases during the current period 

and 9.3% (242) of cases from the previous reporting period. Percentages may not add up to 100 due to rounding. 

 

Of cases where changes in residential setting were recommended (Table 1.10), 76% (1,101) of 

CCCs involved a recommended setting change to a higher level of care; which was a 

substantially lower share compared to the previous reporting period (81% (1,001)). Compared to 

the previous reporting period, a much larger share of change in residence recommendations were 

to the same level of care (Current: 22% (316); Previous; 14% (169)). These changes are reflected 

in a significant difference in the distribution of the residence level of care recommendations 

between the previous and current reporting periods (𝜒2(2) = 42.94, p < .001). 

 

Table 1.10. If change in residence is recommended? 

Change in residence 
'21 Q2 - '23 Q1 

Valid % (n) 

'23 Q2 - '25 Q1 

Valid % (n) 

All 

Valid % (n) 

To lower level of care 6% (69) 2% (36) 4% (105) 

To same level of care 14% (169) 22% (316) 18% (485) 

To higher level of care 81% (1,001) 76% (1,101) 78% (2,102) 

Total 100% (1,239) 100% (1,453) 100% (2,692) 

Note. Missing, non-standard, or “don’t know” responses were found in 54.2% (1,720) of cases during the current 

period and 52.2% (1,352) of cases from the previous reporting period. Percentages may not add up to 100 due to 

rounding. 
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Referral Source 

In cases with non-missing information during the current reporting period, the Specialists 

reported that most CCCs were referred by Multidisciplinary Teams (34% (1,014)), followed by 

Mental health/behavioral health/community mental health programs (16% (475)), Aging and 

People with Disabilities (15% (436)), and Other referral sources (16% (487)). Referrals least 

often came from Centers for Independent Living (<1% (4)), Options Counselor/ADRC (<1% 

(5)), and Law enforcement/first respondents (1% (36)). There was a significant shift in the 

distribution of CCC referral sources from the previous to the current reporting period (𝜒2(11) = 

78.58, p < .001), likely due to increases in referrals from Multidisciplinary Teams (Previous: 

29% (708)) and Aging and People with Disabilities (Previous: 12% (280)), and decreases in 

referrals from Area Agency on Aging (Previous: 7% (167)) and Long-term care or community 

based care (e.g., Assisted Living Facility, Residential Care, Nursing Home) (Previous: 5% (116)) 

(Table 1.11). 

 

Table 1.11. Referral sources 

Referral source 

'21 Q2 - '23 

Q1 

Valid % (n) 

'23 Q2 - '25 

Q1 

Valid % (n) 

All 

Valid % 

(n) 

Mental health/behavioral health/community mental health 

program 
17% (420) 16% (475) 17% (895) 

Aging and People with Disabilities 12% (280) 15% (436) 13% (716) 

Area Agency on Aging 7% (167) 4% (122) 5% (289) 

Family member, guardian or other person responsible for 

consumer's wellbeing 
5% (125) 5% (136) 5% (261) 

Health care setting (e.g., primary care, acute care) 4% (107) 4% (111) 4% (218) 

Long-term care or community based care (e.g., Assisted 

Living Facility, Residential Care, Nursing Home) 
5% (116) 3% (83) 4% (199) 

Law enforcement/first respondents 1% (19) 1% (36) 1% (55) 

Adult Protective Services 3% (81) 3% (96) 3% (177) 

Multidisciplinary Team 29% (708) 34% (1,014) 
32% 

(1,722) 

Options Counselor/ADRC 1% (23) <1% (5) 1% (28) 

Centers for Independent Living <1% (1) <1% (4) <1% (5) 
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Referral source 

'21 Q2 - '23 

Q1 

Valid % (n) 

'23 Q2 - '25 

Q1 

Valid % (n) 

All 

Valid % 

(n) 

Other (Please describe) 15% (360) 16% (487) 16% (847) 

Total 
100% 

(2,407) 

100% 

(3,005) 

100% 

(5,412) 

Note. Data were missing, non-standard, or reported as “don’t know” for 5.3% (168) of cases the current reporting 

period and 7.1% (184) of cases during the previous reporting period. Percentages may not add up to 100 due to 

rounding. 

 

Prevalence of diagnosed or suspected/diagnosis pending problems/issues reported 

per consumer (excluding “Other” categories) 

 
During the current reporting period, there were a total of 30,846 problems and issues reported 

related to the CCCs (excluding the “Other” categories), 3,354 of which were suspected/diagnosis 

pending (Mean = 1.06). Both the total number of diagnosed or suspected problems and issues is 

larger this reporting period compared to the last reporting period (n = 24,563), and the average 

per consumer was higher this period (Mean = 9.72) compared to last period (Mean = 9.48). 

Additionally, the number of suspected problems and issues was larger in the current reporting 

period than the previous reporting period (n = 2,063), and the average number of suspected 

diagnoses was higher this period (Mean = 1.06 vs. Mean = 0.8). During the current reporting 

period, 75% of cases had five or more reported issues (5-9 issues: 34% (1,063) and 10+ issues: 

42% (1,330)) which is a similar share compared to the previous reporting period (74%) (Table 

1.12). Finally, most consumers during the current reporting period had at least one physical / 

medical (80% (2,544)), neurological/cognitive (59% (1,862)), psychiatric / mental health (85% 

(2,708)), social / individual (84% (2,671)), or systems (81% (2,577)) problem or issue. The share 

of consumers with at least one issue was higher this reporting period compared to last reporting 

period for physical / medical (78% (2,024)), neurological/cognitive (55% (1,418)), social / 

individual (83% (2,162)), and systems (74% (1,907)) categories of issues (Table 1.13). 

 

Table 1.12. Prevalence of diagnosed or suspected/diagnosis pending problems/issues 

reported per consumer (excluding “Other” categories) 

# Diagnosed or suspected problems/issues per 

consumer 

'21 Q2 - '23 Q1 

Valid % (n) 

'23 Q2 - '25 Q1 

Valid % (n) 

All 

Valid % (n) 

0 3% (77) 3% (99) 3% (176) 

1-2 8% (203) 9% (295) 9% (498) 
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# Diagnosed or suspected problems/issues per 

consumer 

'21 Q2 - '23 Q1 

Valid % (n) 

'23 Q2 - '25 Q1 

Valid % (n) 

All 

Valid % (n) 

3-4 15% (382) 12% (386) 13% (768) 

5-9 29% (747) 34% (1,063) 31% (1,810) 

10+ 46% (1,182) 42% (1,330) 44% (2,512) 

Total 100% (2,591) 100% (3,173) 
100% 

(5,764) 

Note. The number of problems/issues change across time periods as the CCC data collection tool evolves. 

 

Table 1.13. At least one diagnosed or suspected/diagnosis pending problems and issues 

reported by broad categories 

Categorized Diagnosis or Suspected Diagnosis 
'21 Q2 - '23 Q1 

Valid % (n) 

'23 Q2 - '25 Q1 

Valid % (n) 

All 

Valid % (n) 

Physical / Medical 78% (2,024) 80% (2,544) 79% (4,568) 

Neurological/Cognitive 55% (1,418) 59% (1,862) 57% (3,280) 

Psychiatric / Mental Health 85% (2,202) 85% (2,708) 85% (4,910) 

Social / Individual 83% (2,162) 84% (2,671) 84% (4,833) 

Systems 74% (1,907) 81% (2,577) 78% (4,484) 

Any 97% (2,514) 97% (3,074) 97% (5,588) 

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

100. 

During the current reporting period, co-occurring medical conditions, geriatric syndromes (e.g., 

frailty, falls, self-neglect), and unresolved medical need were most likely to be diagnosed (52%, 

43%, and 36% of all CCCs, respectively) within the physical/medical category, followed by 

ADL and other functional limitations; 35%). Polypharmacy (6%) and delirium (< 1%) were the 

least cited reasons in this category (Table 1.14). The order of these problems and issues from 

most prevalent to least were similar between the current reporting period and the previous 

reporting period.  

Under the neurological/cognitive category, during the current reporting period, lack of capacity, 

competence for decision making (17% diagnosed and 18% suspected) and dementia (13% 

diagnosed and 15% suspected) were the most frequently selected problems and issues. Acquired 

or traumatic brain injury (e.g., stroke), intellectual disability, and neurological disorder (e.g., 

seizures, Parkinson’s) were less frequently selected (6%, 5%, and 4% diagnosed, respectively) 

(Table 1.14). While the prevalence of most diagnosed problems and issues in this category were 

lower during the current reporting period compared to the previous period, neurological disorder 
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(e.g., seizures, Parkinson’s) prevalence was higher during the current reporting period (current: 

4%; previous: 1%).  

For the psychiatric/mental health category, during the current reporting period, serious mental 

illness (37% diagnosed and 9% suspected) was most likely to be selected, followed by 

depression; (18% diagnosed and 18% suspected), disruptive behaviors (15% diagnosed and 4% 

suspected), anxiety (13% diagnosed and 15% suspected), and substance use disorders (excl. 

opioid use disorder) (11% diagnosed and 5% suspected). Least likely to be reported as a 

presenting problem and issue for CCCs were suicidality (4%), hoarding (2%), and opioid use 

disorder (1%) (Table 1.14). While the order of the prevalence of problems and issues was similar 

between the current reporting period and the previous reporting period, prevalence levels during 

the current reporting period were consistently lower or equal to the previous period. For 

example, 15% of CCCs identified disruptive behaviors as a presenting problem or issue in the 

current reporting period compared with 21% during the previous period. 

During the current reporting period, lack of or poor family and natural supports was the most 

frequently cited problem and issue (54% of all CCCs) in the social/individual category, 

followed by financial (e.g., cannot afford services, limited income) (38%), housing (34%), 

loneliness (29%), and consumer refuses services (27%). The least commonly selected problem 

and issue in this category was law enforcement/criminal justice involvement (15%) (Table 1.14). 

Prevalence rates and the prevalence order of social/individual problems and issues selected were 

similar between the previous and current reporting periods, with the exception of loneliness 

surpassing consumer refuses services and food insecurity tying homelessness in prevalence rates 

during the current reporting period. 

The system-related issues category included the largest number of potential problems and issues 

that could be selected compared to other categories, because one of the primary goals of the 

OABHI is to improve the wellbeing of older adults and people with 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) (62%) and understanding eligibility (43%). These problems and 

issues were followed in prevalence by can’t afford services (22%), lack of communication 

between agencies (17%), does not qualify for aging supports due to BH needs (15%), and lack of 

or limited transportation (14%). Fewer than five percent of the time, lack of case managers (3%), 

legal issue (e.g., inappropriate evictions; guardianship issues) (3%), wait list is full or would take 

too long (2%), and health insurance limitations (1%) were selected during the current reporting 

period (Table 1.14). Substantial increases in prevalence rates from the previous to the current 

reporting period were observed with the top three system level problems issues, with system 

navigation (difficult for consumer/family/supports) increasing from 56% to 62%, understanding 

eligibility increasing from 39% to 43%, and can’t afford services increasing from 9% to 22%. 

Regardless of broad categories into which problems and issues were grouped, across all quarters, 

the most prevalent diagnosed issues during the current reporting period are system navigation 

(difficult for consumer/family/supports) (62%) and lack of or poor family/natural supports 
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(54%). The most prevalent suspected/diagnosis pending issues regardless of broad category are 

lack of capacity, competence for decision making (18%) and depression (18%). Similar to the 

last reporting period, these problems remain as the most prevalent issues presenting in CCCs. 

The CCC form also includes an open-ended comment box for the 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 1.14. Percent of issues/problems reported by the Specialists by Reporting Period 

Broad Category Problem/Issue 

Diag 

'21 Q2-

'23 Q1 

Diag 

'23 Q2-

'25 Q1 

Diag 

All 

Susp 

'21 Q2-

'23 Q1 

Susp 

'23 Q2-

'25 Q1 

Susp 

All 

Physical/ 

Medical 

Co-occurring medical 

conditions 
51% 52% 52% 2% 4% 3% 

Geriatric syndromes (e.g., 

frailty, falls, self-neglect) 
43% 43% 43% 1% 3% 2% 

Unresolved medical need 33% 36% 34% 2% 5% 4% 

ADL and other functional 

limitations 
34% 35% 34% 1% 2% 1% 

Medical assistive device 17% 14% 15% < 1% < 1% < 1% 

High utilization of emergency 

department and/or 911 
12% 12% 12% < 1% < 1% < 1% 

Polypharmacy 7% 6% 6% 1% 1% 1% 

Delirium 1% < 1% 1% < 1% < 1% 1% 

Neurological/ 

Cognitive 

Lack of capacity, competence 

for decision making 
20% 17% 19% 16% 18% 17% 

Dementia 14% 13% 13% 11% 15% 13% 

Acquired or traumatic brain 

injury (e.g., stroke) 
9% 6% 7% 2% 2% 2% 

Intellectual disability 5% 5% 5% 3% 2% 2% 

Neurological disorder (e.g., 

seizures, Parkinson's) 
1% 4% 3% < 1% < 1% 1% 
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Broad Category Problem/Issue 

Diag 

'21 Q2-

'23 Q1 

Diag 

'23 Q2-

'25 Q1 

Diag 

All 

Susp 

'21 Q2-

'23 Q1 

Susp 

'23 Q2-

'25 Q1 

Susp 

All 

Psychiatric/ 

Mental Health 

Serious mental illness 38% 37% 37% 11% 9% 10% 

Depression 21% 18% 20% 10% 18% 14% 

Disruptive behaviors 21% 15% 17% 3% 4% 4% 

Anxiety 15% 13% 13% 8% 15% 12% 

Substance Use Disorders (excl. 

Opioid Use Disorder) 
18% 11% 14% 4% 5% 4% 

Suicidality 4% 4% 4% 1% 1% 1% 

Hoarding 3% 2% 3% 1% 1% 1% 

Opioid Use Disorder 3% 1% 2% 1% 0% < 1% 

Social/Individua

l 

Lack of or poor family/natural 

supports 
55% 54% 55% -- -- -- 

Financial (e.g., cannot afford 

services, limited income) 
34% 38% 37% -- -- -- 

Housing 30% 34% 32% -- -- -- 

Loneliness 27% 29% 28% -- -- -- 

Consumer refuses services 31% 27% 29% -- -- -- 

Isolation 26% 24% 25% -- -- -- 

Food insecurity 20% 23% 22% -- -- -- 

Homelessness 23% 23% 23% -- -- -- 

Law enforcement/criminal 

justice involvement 
16% 15% 15% -- -- -- 

System System navigation (difficult for 

consumer/family/supports) 
56% 62% 59% -- -- -- 

Understanding eligibility 39% 43% 42% -- -- -- 

Can't afford services 9% 22% 16% -- -- -- 
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Broad Category Problem/Issue 

Diag 

'21 Q2-

'23 Q1 

Diag 

'23 Q2-

'25 Q1 

Diag 

All 

Susp 

'21 Q2-

'23 Q1 

Susp 

'23 Q2-

'25 Q1 

Susp 

All 

Lack of communication 

between agencies 
17% 17% 17% -- -- -- 

Does not qualify for aging 

supports due to BH needs 
18% 15% 16% -- -- -- 

Lack of or limited 

transportation 
8% 14% 11% -- -- -- 

Guardianship issues 8% 11% 10% -- -- -- 

Lack of BH services 19% 11% 15% -- -- -- 

In home services needed, but 

not available 
10% 10% 10% -- -- -- 

Medicare limitations 5% 9% 7% -- -- -- 

Does not qualify for BH 

supports due to ADL needs 
10% 8% 9% -- -- -- 

Inadequate workforce 

(insufficient, lack of training) 
7% 6% 6% -- -- -- 

Lack of aging services 8% 6% 7% -- -- -- 

Lack of case managers 3% 3% 3% -- -- -- 

Legal issue (e.g., inappropriate 

evictions; guardianship issues) 
3% 3% 3% -- -- -- 

Wait list is full or would take 

too long 
2% 2% 2% -- -- -- 

Health insurance limitations 1% 1% 1% -- -- -- 

 

 

The Specialist’s actions during the consultation 

 
Actions taken by the Specialists during consultations included assisting with 

information/referrals to services required by the consumer (60% (1,560) previous; 56% (1,767) 

current), providing clinical information about the consumer’s presenting problems (47% (1,216) 



23 

 

previous; 28% (877) current), providing additional staff training/coaching (24% (630) previous; 

17% (553) current), providing short-term help in accessing services (49% (1,274) previous; 35% 

(1,098) current), facilitating discussion among community partners (6% (161) previous; 11% 

(352) current), and other various activities (26% (685) previous; 29% (921) current) (Table 

1.15). The distribution of actions taken by the Specialists were significantly different between 

the previous and current reporting periods (𝜒2(5) = 191.49, p < .001), with decreases in all 

actions aside from facilitating discussion among community partners and other actions which 

increased from the previous to the current reporting period. Most of the comments written in the 

“other Specialist actions” column further describe an item selected in the predetermined list. 

 

Table 1.15. The Specialists’ actions during the consultation 

Specialist actions taken 

'21 Q2 - '23 

Q1 

Valid % (n) 

'23 Q2 - '25 

Q1 

Valid % (n) 

All 

Valid % 

(n) 

Assisted with info/referrals to services required by the 

consumer 
60% (1,560) 56% (1,767) 

58% 

(3,327) 

Provided the referral source with clinical info about 

consumer's presenting problem(s) 
47% (1,216) 28% (877) 

36% 

(2,093) 

Provided the referral source with additional staff 

training/coaching 
24% (630) 17% (553) 

21% 

(1,183) 

Provided consumer and/or surrogate with short-term help 

in accessing services 
49% (1,274) 35% (1,098) 

41% 

(2,372) 

Facilitated discussion amongst community partners 6% (161) 11% (352) 9% (513) 

Other 26% (685) 29% (921) 
28% 

(1,606) 

Note. Percentages do not add up to 100 because the Specialists can select more than one action for each CCC. 
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Based on the information discussed during CCCs, the Specialists provide general 

recommendations for consumers’ next steps. Focusing on data without missing or non-standard 

responses, during the current reporting period, the Specialists most often recommended a change 

in services and/or care plan for consumers (54% (1,713)). This was followed by other 

recommendations (not listed) (38% (1,196)), change in residence (35% (1,105)), and review of 

current medications (34% (1,079)). In only 9% (280) of CCCs did the Specialists recommend 

admission to the emergency department or hospital (Table 1.16). 

 

Table 1.16. General recommendations for the consumer emerging from the case discussion 

General Recommendations 
'21 Q2 - '23 Q1 

Valid % (n) 

'23 Q2 - '25 Q1 

Valid % (n) 

All 

Valid % (n) 

Change in residence 40% (1,040) 35% (1,105) 37% (2,145) 

Change in services and/or care plan 53% (1,368) 54% (1,713) 53% (3,081) 

Review of current medications 38% (974) 34% (1,079) 36% (2,053) 

Admission to emergency department or 

hospital 
12% (316) 9% (280) 10% (596) 

Other 35% (906) 38% (1,196) 37% (2,102) 

Note. Missing or non-standard responses were found in 0.1% (20) of cases during the current period and 0.0% (0) of 

cases during the previous reporting period. Because multiple actions can be selected for each consumer, the 

percentages need not add up to 100. 
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Training Evaluations 
 

This section describes post-training evaluations for training events that occurred from April 2023 

through March 2025. During this time, 484 workforce development training events were 

planned, conducted, or sponsored by the Specialists to an estimated 9,567 participants.  

Between April 2023 and March 2025, the Specialists hosted, planned, and sponsored training 

events on a variety of different behavioral health topics. Training or workshop events could 

cover a single topic (e.g., hoarding) or encompass multiple topics (e.g., depression, delirium, 

dementia). Table 2.1 describes the distribution of training topics covered in events hosted over 

the evaluation period. Most training topics were about Alzheimer's disease and related dementias 

(28%), followed by depression (27%), serious mental illness (24%), and social isolation (22%).  

 

Table 2.1 Topics Covered in Trainings: April 2023-March 2025 

Topic % 

Alzheimer’s disease and related dementias 28 

Depression 27 

Serious mental illness, serious mental illness and aging, serious mental illness 

and dementia 

24 

Social isolation 22 

Anxiety 22 

About the Initiative1 21 

Other (e.g., death and dying, de-escalation, burnout and compassion fatigue, 

trauma-informed care) 

20 

System navigation/resources/communicating needs 18 

Suicide 17 

Psychiatric/mental health 15 
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Addressing complex behaviors 14 

Addiction/substance use 13 

Medication use or misuse, pharmacology 12 

Grief 11 

Geriatric syndromes (e.g. frailty, common age-related disease, multiple 

morbidities) 

10 

Lack of capacity, competence for decision-making 10 

Functional impairment (e.g., IADL or ADL limitations) 9 

Caregiver support 9 

Wellness and prevention (e.g., nutrition, health literacy, brain health) 9 

Aging services 9 

Delirium 8 

Hoarding 8 

Cognition and cognitive assessment 6 

Independent living concerns 6 

Risk assessment and capacity 5 

Mental Health First Aid 5 

Positive aging and reframing aging 5 

Advance planning/end-of-life care 5 
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Somatic/ medical co-morbidity 4 

Disability adjustment 4 

Elder abuse and elder rights 4 

Health disparities and inequities 4 

Normal aging 4 

Traumatic brain injury 4 

Types of physical disabilities (e.g., chronic pain, spinal cord injury) 4 

Social determinants of health 4 

Special populations  4 

Age-friendly infrastructure 3 

Culture, race/ ethnicity and MH 3 

Accommodations or assistive technology 3 

Legal issues (e.g., guardianship) 3 

Falls prevention 2 

Other aspects of a physical disability 1 

Employment or vocational rehabilitation <1 

Note. Based on 455 records with complete data. Percentages do not add up to 100% because trainings could cover 

more than one topic area. 1 “About the Initiative” removed from tracking in Q4 2024. 
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The PSU Evaluation team received rosters for 218 events (45.0%) that contained information for 

the total number of participants (5,031) and number of email addresses collected (4,888). PSU 

requested post-training feedback for 175 training events reflecting 3,972 participants (Table 2.2). 

There are various reasons why a PSU evaluation survey was not sent, including: 

● PSU team did not receive rosters in time to send out evaluations, 

● Rosters did not contain participant email addresses or too few email addresses (e.g., <3), 

● Another entity issued an evaluation survey. 

 

Of those 3,972 participants, 91% were successfully emailed a feedback evaluation. 

Undeliverable emails represented an estimated 239 training participants that could have 

potentially responded to the evaluation survey. Participants had two weeks to complete the 

online questionnaire from when it was sent. Non-respondents received two reminder emails after 

the initial attempt. Overall, 1,656 participants filled out the questionnaire during this reporting 

quarter for a response rate of 46 percent. 

 

Table 2.2. Response patterns for training participants with names on rosters 

 ‘23 Q2 - ‘25 Q1 

Number of workforce development events 484 

Number of events evaluated by PSU 175 

Number of names on rosters w/ valid email address 4,649 

Total valid responses  1,656 

Fully completed  1,522 

Partially completed 134 

Response rate (valid responses/emails sent out) 46% 
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Participants’ credentials 

 
Participants were asked whether they had any credentials from a list, and 1,623 responses 

contained valid data. Of these, 47% reported having none of the listed credentials. There were 

some differences compared to the prior evaluation period. During 2023-2025, of participants 

with at least once credential, most were a licensed clinical social worker (12%), followed by 

having a master’s degree (11%), qualified mental health professionals (7%), and licensed 

professional counselors (6%) (Table 2.3).  

 

Table 2.3. Training/workshop participants’ credentials. 

Credential ‘21 Q2 - ‘23 Q1 ‘23 Q2 - ‘25 Q1 

I don’t have any of these credentials  57% 47% 

Licensed clinical social worker (LCSW) 13% 12% 

Master’s degree in arts, science or social work 16% 11% 

Qualified mental health associate/professional 

(QMHA/QMHP)* 

X 7% 

Licensed professional counselor (LPC) 6% 6% 

Registered nurse (RN) 4% 3% 

Certified nursing assistant / Certified medical 

assistant 

2% 3% 

Clinical alcohol and drug counselor (CADC)* X 2% 

Peer support/wellness specialist (PSS/PWS)* X 2% 

PhD degree or equivalent 3% 1% 

Licensed marriage and family therapist 

(LMFT) 

2% 1% 
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Nurse Practitioner (NP) <1% 1% 

Licensed professional/vocational nurse 

(LPN/LVN) 

1% 1% 

Licensed clinical alcohol and drug abuse 

counselor (LCADAC) 

<1% <1% 

Medical doctor or Doctor of Osteopathic 

Medicine (MD/DO) 

1% <1% 

Physician assistant (PA) <1% <1% 

Home health aide (HHA)* X <1% 

Personal care attendant (PCA)* X <1% 

Note. Percentages do not add up to 100% because participants were able to select multiple credentials. *Added to 

survey evaluation in Q2 of 2024. X means category was not included on evaluation for that time period. 

 

Pre-training knowledge and knowledge gains attributed to training, and confidence 

items across quarters 
 

Training participants rated their knowledge of a training topic before and after a training event 

on scales of 1 to 5. Table 2.4 compares mean scores between the prior evaluation period (2021-

2023) and the current evaluation period (2023-2025) 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). Average 

scores for self-reported knowledge prior to a training decreased by a mean score of 0.07 between 

the two periods. Perceived knowledge gained from training and confidence to use knowledge 

about a training topic increased between the two periods (Table 2.4).   
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Table 2.4. Means of pre-training knowledge, knowledge gains attributed to training, and 

confidence items across quarters 

 ‘21 Q2 - ‘23 Q1 ‘23 Q2 - ‘25 Q1 

Knowledge prior to training 3.17 3.10 

Knowledge gained from training 3.84 3.92 

Confidence to use knowledge 4.07 4.11 

 

Knowledge before attending a training. Participants rated their level of knowledge about a 

training subject before they attended a training. Of participants with valid data, most reported 

having a moderate to a good deal amount of knowledge before a training (69%). Compared to 

the prior evaluation period, a larger share of participants knew less about the subjects they were 

being trained on prior to attending the workforce development training (Table 2.5). 

 

Table 2.5 Participants’ self-reported knowledge of subject before attending training  

 ‘21 Q2 - ‘23 Q1 ‘23 Q2 - ‘25 Q1 

Nothing at all 1% 3% 

A little 9% 24% 

A moderate amount 21% 39% 

A good deal 47% 27% 

A great deal 24% 6% 

  

Perceived knowledge gained after attending a training.  
 

Most participants had gained a good or great deal of knowledge (74%). Approximately one in 

five participants said they gained a moderate amount of knowledge, and far fewer respondents 

(7%) reported having learned a little or nothing at all (Table 2.6). 
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Table 2.6 Participants’ perceptions of knowledge gained from a training 

 ‘21 Q2 - ‘23 Q1 ‘23 Q2 - ‘25 Q1 

Nothing at all 1% 1% 

A little 9% 6% 

A moderate amount 21% 20% 

A good deal 47% 48% 

A great deal 24% 26% 

 

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 event, participants were asked to describe confidence 

in their ability to use knowledge acquired in their work. Similar to the 2021-2023 evaluation 

period, most 2023-2025 participants were pretty or extremely confident that they would use the 

knowledge they gained in their work (82%). Fewer than five percent of respondents reported 

slight or no confidence in their ability to use knowledge gained (Table 2.7).  

 

Table 2.7 Participants’ confidence to use knowledge gained in their work 

 ‘21 Q2 - ‘23 Q1 ‘23 Q2 - ‘25 Q1 

Not at all confident 1% 1% 

Slightly confident 4% 3% 

Moderately confident 13% 13% 

Pretty confident 49% 50% 

Extremely confident 31% 33% 
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Participants’ perceptions of training/workshop characteristics 

 
Workforce development training participants rated each training/workshop and the trainer(s). 

Participants 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 (strongly disagree) 

to 5 (strongly agree), most participants agreed or strongly agreed that the training or workshop 

was beneficial (Table 2.8). 

 

Table 2.8. Mean scores of participants’ perceptions of training/workshop characteristics  

The training/workshop… ‘21 Q2 - ‘23 

Q1 

‘23 Q2 - ‘25 

Q1 

Met my expectations 4.51 4.55 

Is useful in my work 4.57 4.58 

Prepared me to work with older adults who have behavioral 

health needs 

4.49 4.51 

Prepared me to work with people with disabilities who have 

behavioral health needs 

4.37 4.40 

 

Overall, participants somewhat or strongly agreed that the training met their expectations (90%; 

1,579 valid responses) and provided information that would be useful in their work (91%; 1,577 

valid responses). Participants also felt that trainings prepared them to work with people with 

disabilities (86%; 1,533 valid responses) and older adults (90%; 1,546 valid responses) who have 

behavioral health needs (Table 2.9). 

 

Table 2.9 Participants’ perceptions of trainings and workshop characteristics 

The training/workshop… Response categories ‘23 Q2 - ‘25 Q1 

% 

Met my expectations 

Strongly disagree 3 

Somewhat disagree 2 
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Neutral 5 

Somewhat agree 17 

Strongly agree 73 

Is useful in my work 

Strongly disagree 3 

Somewhat disagree 1 

Neutral 4 

Somewhat agree 18 

Strongly agree 73 

Prepared me to work with older adults 

who have behavioral health needs 

Strongly disagree 3 

Somewhat disagree 2 

Neutral 6 

Somewhat agree 22 

Strongly agree 68 

Prepared me to work with people with 

disabilities who have behavioral health 

needs 

Strongly disagree 3 

Somewhat disagree 2 

Neutral 9 

Somewhat agree 24 

Strongly agree 62 
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Participants’ perceptions of training/workshop and trainer(s) 
 

Table 2.10 below describes participants’ perceptions of trainer(s) based on their level of 

agreement with statements on a scale from 1 (strongly disagree) to 5 (strongly agree). In both 

evaluation periods, the majority of training participants reported that trainer(s) were well 

prepared, gave clear explanations of training topics, and welcomed and responded to their 

questions). Average scores for perceptions of trainers were almost the same between the two 

reporting periods. 

 

Table 2.10.  Mean scores of participants’ perception of trainer(s) 

The trainer(s)... ‘21 Q2 - ‘23 Q1 ‘23 Q2 - ‘25 Q1 

Was/were well prepared 4.58 4.59 

Gave clear explanations of the topic 4.59 4.58 

Welcomed questions and responded 

to them appropriately 

4.59 4.58 

 

Similar to perceptions of the training and workshop characteristics, most participants perceived 

the trainer or trainers as effective, as shown in Table 2.11. Based on 1,589 valid responses, less 

than five percent of respondents somewhat or strongly disagreed that trainers were well prepared, 

gave clear explanations of the topic, or responded to questions appropriately.  

 

Table 2.11 Participants’ perceptions of trainer(s) 

The trainer(s)... Response categories ‘23 Q2 - ‘25 Q1 

% 

Was/were well prepared 

Strongly disagree 3 

Somewhat disagree 1 

Neutral 3 
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Somewhat agree 23 

Strongly agree 71 

Gave clear explanations of the topic 

Strongly disagree 3 

Somewhat disagree 1 

Neutral 2 

Somewhat agree 23 

Strongly agree 71 

Welcomed questions and responded to them 

appropriately 

Strongly disagree 3 

Somewhat disagree 1 

Neutral 14 

Somewhat agree 21 

Strongly agree 72 
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Quarterly Report Data 
 

The Specialists quarterly reports mostly consist of quantitative scaling items to assess the 

Specialists’ perception of coordination and collaboration among community partners. This 

section presents the Specialists’ assessments of their collaboration efforts as well as the 

evidence-based practices and screening tools they’ve used during the period from April 2023 

through March 2025. During this period, the Specialists submitted 161 quantitative quarterly 

reports with data collected on all 36 Oregon counties. In 2024 Q2, quarterly report data from 

Lake County are combined with data from the Southeastern counties of Grant, Harney, and 

Malheur, whereas for all other quarters, Lake county data are reported separately. 

Starting in 2024 Q3, several additions were made to the Quarterly Report data collection tool that 

has led to updates to this Quarterly Report. These include updates include: 

● New analyses focused on completing primary activities with AAA/APD staff, consumers 

in collaboration with AAA/APD staff, and CMHP staff; 

● New analyses focused on collaboration with key community partner groups, senior 

centers, primary care clinics, and other community partners; 

● New evidence based practices and tools; 

● New category options for existing questions (e.g., adding “Older Adults with Lived 

Experience” to the list of community partners); and 

● New open-ended questions. 

For existing Quarterly Report questions with new category options starting in 2024 Q3, 

sometimes two separate analyses are made for the first period from April 2023 - June 2024 and 

the second period from July 2024 - March 2025, while at other times one combined analysis for 

the whole reporting period (i.e., April 2023 - March 2025) is made with notes identifying the 

newly added category options. The former approach is usually taken when statistical 

comparisons are conducted and the latter approach is usually taken when the analysis is largely 

descriptive. 

Community partner 

 

Community Partner Engagement 

 
During the reporting period from April 2023 - June 2024, the Specialists engaged with 18 

distinct types of community partners including “Other” community partners across CCC/MDTs, 

Formal Community Partner Meetings, Unplanned or Ad Hoc Community Partner Meetings, 

Training, and Other Community Partner Meetings. Of the community partner engagements that 

occurred through CCC/MDTs, the largest share was conducted with coordinated care 

organizations (61.0% (58/95)) which was a significantly greater proportion than the community 

partner average, followed by community mental health providers (51.6% (49/95)). Of the 
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collaborations that occurred through planned/scheduled community partner meetings, the largest 

share was similarly conducted with coordinated care organizations (36.8% (35/95); a 

significantly greater proportion than average), followed by community mental health providers 

(29.5% (28/95)) and advocacy organizations (29.5% (28/95)). Similarly, unplanned or ad hoc 

community partner meetings were most often between the Specialists and coordinated care 

organizations (24.2% (23/95)) at a significantly higher rate than the community partner average, 

followed by unplanned/ad hoc meetings with community mental health (21.0% (20/95); 

significantly greater than the mean). Turning to community partner engagements through 

Training, community mental health providers made up the largest share of training engagements 

(45.3% (43/95); a significantly greater proportion than average), followed by coordinated care 

organizations (37.9% (36/95)). Finally, veterans’ services were the most likely to engage with 

the Specialists through other opportunities (31.6% (30/95); a significantly higher proportion than 

average), followed by coordinated care organizations (30.5% (29/95), also a significantly higher 

proportion than average) (Table 3.1). 

 

Table 3.1. Community Partner Engagement by Setting (April 2023 - June 2024) 

  CCC/MDT1 

Planned/Scheduled 

Community 

Partner Meeting(s)1 

Unplanned/Ad 

Hoc Community 

Partner 

Meeting(s)1 

Training1 Other 

Long-term care 

Ombuds 

11.6% 

(11/95) 
13.7% (13/95) 12.6% (12/95) 

23.2% 

(22/95) 

19.0% 

(18/95) 

Community Mental 

Health 

51.6% 

(49/95) 
29.5% (28/95) 21.0% (20/95)* 

45.3% 

(43/95)* 

25.3% 

(24/95) 

Center for 

Independent Living 
6.3% (6/95) 6.3% (6/95) 8.4% (8/95) 

5.3% 

(5/95) 

15.8% 

(15/95) 

Veterans services 
29.5% 

(28/95) 
14.7% (14/95) 17.9% (17/95) 

21.0% 

(20/95) 

31.6% 

(30/95)* 

Coordinated care 

organization 

61.0% 

(58/95)* 
36.8% (35/95)* 24.2% (23/95)* 

37.9% 

(36/95) 

30.5% 

(29/95)* 

Hospital/emergency 

department 

37.9% 

(36/95) 
9.5% (9/95) 8.4% (8/95) 

21.0% 

(20/95) 

12.6% 

(12/95) 

Local law 

enforcement 

36.8% 

(35/95) 
7.4% (7/95) 15.8% (15/95) 

17.9% 

(17/95) 

17.9% 

(17/95) 

EMT or similar 

emergency responder 

36.8% 

(35/95) 
9.5% (9/95) 9.5% (9/95) 

13.7% 

(13/95) 

11.6% 

(11/95) 
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  CCC/MDT1 

Planned/Scheduled 

Community 

Partner Meeting(s)1 

Unplanned/Ad 

Hoc Community 

Partner 

Meeting(s)1 

Training1 Other 

Tribal organization 
15.8% 

(15/95) 
4.2% (4/95) 8.4% (8/95) 

8.4% 

(8/95) 

13.7% 

(13/95) 

Consumer, or family 

member 

47.4% 

(45/95) 
14.7% (14/95) 3.2% (3/95)* 

34.7% 

(33/95) 

22.1% 

(21/95) 

Advocacy 

organization (e.g., 

NAMI) 

14.7% 

(14/95) 
29.5% (28/95) 11.6% (11/95) 

19.0% 

(18/95) 

23.2% 

(22/95) 

Community-based 

care (AL/RC, AFH) 

31.6% 

(30/95) 
9.5% (9/95) 15.8% (15/95) 

26.3% 

(25/95) 

26.3% 

(25/95) 

Nursing home 
22.1% 

(21/95) 
5.3% (5/95) 10.5% (10/95) 

13.7% 

(13/95) 

16.8% 

(16/95) 

Faith community 9.5% (9/95) 1.0% (1/95) 5.3% (5/95) 
16.8% 

(16/95) 

11.6% 

(11/95) 

Elected government 

official 
3.2% (3/95) 6.3% (6/95) 10.5% (10/95) 

1.0% 

(1/95)* 

14.7% 

(14/95) 

Home care/Home 

health care 

22.1% 

(21/95) 
22.1% (21/95) 10.5% (10/95) 

20.0% 

(19/95) 

12.6% 

(12/95) 

Hospice 
14.7% 

(14/95) 
21.0% (20/95) 13.7% (13/95) 

19.0% 

(18/95) 

17.9% 

(17/95) 

Other 8.4% (8/95) 8.4% (8/95) 10.5% (10/95) 
11.6% 

(11/95) 

15.8% 

(15/95) 

1Students' t-test; * p<.05, ** p<.01, *** p<.001 
 

During the more recent reporting period from July 2024 - March 2025, the Specialists engaged 

with 21 distinct types of community partners including “Other” community partners across 

CCC/MDTs, Formal Community Partner Meetings, Unplanned or Ad Hoc Community Partner 

Meetings, Training, and Other Community Partner Meetings. As of 2024 Q3, the Specialists 

began reporting on their engagements with a few community partner groups that they had 

previously interacted with but that we had not previously asked them about. These community 

partners include older adults with lived experience, transportation, and housing, supportive 

housing, or shelter services. Of the community partner engagements that occurred through 

CCC/MDTs, the largest share was conducted with coordinated care organizations (91.1% 
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(41/45)) which was a significantly greater proportion than the community partner average, 

followed by community mental health providers (86.7% (39/45)) and older adults with lived 

experience (86.7% (39/45)) both at a rate significantly higher than average. Of the collaborations 

that occurred through planned/scheduled community partner meetings, the largest share was 

similarly conducted with coordinated care organizations (82.2% (37/45); a significantly greater 

proportion than average), followed by community mental health providers (62.2% (28/45)). 

Unplanned or ad hoc community partner meetings were most often between the Specialists and 

coordinated care organizations (44.4% (20/45)), followed by unplanned/ad hoc meetings with 

older adults with lived experience (42.2% (19/45)) and veteran’s services (42.2% (19/45)). 

Turning to community partner engagements through Training, community mental health 

providers made up the largest share of training engagements (66.7% (30/45); a significantly 

greater proportion than average), followed by coordinated care organizations (51.1% (23/45)) 

and older adults with lived experience (51.1% (23/45)). Finally, veteran’s services were the most 

likely to engage with the Specialists through other opportunities (53.3% (24/45); a significantly 

higher proportion than average), followed by coordinated care organizations (51.1% (23/45), also 

a significantly higher proportion than average) (Table 3.2). 

 

Table 3.2. Community Partner Engagement by Setting (July 2024 - March 2025) 

  CCC/MDT1 

Planned/Scheduled 

Community 

Partner Meeting(s)1 

Unplanned/Ad 

Hoc Community 

Partner 

Meeting(s)1 

Training1 Other 

Older adults with lived 

experience 

86.7% 

(39/45)* 
46.7% (21/45) 42.2% (19/45) 

51.1% 

(23/45) 

42.2% 

(19/45) 

Long-term care 

Ombuds 

35.6% 

(16/45) 
17.8% (8/45) 13.3% (6/45) 

17.8% 

(8/45) 

15.6% 

(7/45) 

Community Mental 

Health 

86.7% 

(39/45)* 
62.2% (28/45)* 31.1% (14/45) 

66.7% 

(30/45)* 

35.6% 

(16/45) 

Center for Independent 

Living 
4.4% (2/45) 4.4% (2/45) 0.0% (0/45)* 

8.9% 

(4/45) 

0.0% 

(0/45)* 

Veterans services 
35.6% 

(16/45) 
44.4% (20/45) 42.2% (19/45) 

37.8% 

(17/45) 

53.3% 

(24/45)* 

Coordinated care 

organization 

91.1% 

(41/45)* 
82.2% (37/45)** 44.4% (20/45) 

51.1% 

(23/45) 

51.1% 

(23/45)* 

Hospital/emergency 

department 

51.1% 

(23/45) 
31.1% (14/45) 26.7% (12/45) 

17.8% 

(8/45) 

28.9% 

(13/45) 



41 

 

  CCC/MDT1 

Planned/Scheduled 

Community 

Partner Meeting(s)1 

Unplanned/Ad 

Hoc Community 

Partner 

Meeting(s)1 

Training1 Other 

Local law enforcement 
40.0% 

(18/45) 
37.8% (17/45) 26.7% (12/45) 

15.6% 

(7/45) 

26.7% 

(12/45) 

EMT or similar 

emergency responder 

48.9% 

(22/45) 
31.1% (14/45) 4.4% (2/45) 

6.7% 

(3/45) 

6.7% 

(3/45) 

Tribal organization 
13.3% 

(6/45) 
11.1% (5/45) 13.3% (6/45) 

13.3% 

(6/45) 

17.8% 

(8/45) 

Consumer, or family 

member 

75.6% 

(34/45) 
31.1% (14/45) 28.9% (13/45) 

44.4% 

(20/45) 

33.3% 

(15/45) 

Advocacy 

organization (e.g., 

NAMI) 

22.2% 

(10/45) 
35.6% (16/45) 26.7% (12/45) 

31.1% 

(14/45) 

33.3% 

(15/45) 

Community-based 

care (AL/RC, AFH) 

35.6% 

(16/45) 
22.2% (10/45) 37.8% (17/45) 

40.0% 

(18/45) 

42.2% 

(19/45) 

Nursing home 
44.4% 

(20/45) 
11.1% (5/45) 15.6% (7/45) 

26.7% 

(12/45) 

24.4% 

(11/45) 

Faith community 
22.2% 

(10/45) 
20.0% (9/45) 11.1% (5/45) 

15.6% 

(7/45) 

15.6% 

(7/45) 

Elected government 

official 
8.9% (4/45) 11.1% (5/45) 20.0% (9/45) 

2.2% 

(1/45) 

24.4% 

(11/45) 

Home care/Home 

health care 

42.2% 

(19/45) 
26.7% (12/45) 22.2% (10/45) 

33.3% 

(15/45) 

26.7% 

(12/45) 

Hospice 
28.9% 

(13/45) 
33.3% (15/45) 22.2% (10/45) 

26.7% 

(12/45) 

33.3% 

(15/45) 

Transportation 
20.0% 

(9/45) 
22.2% (10/45) 22.2% (10/45) 

4.4% 

(2/45) 

24.4% 

(11/45) 

Housing, supportive 

housing, or shelter 

services 

44.4% 

(20/45) 
37.8% (17/45) 35.6% (16/45) 

13.3% 

(6/45) 

35.6% 

(16/45) 

Other 6.7% (3/45) 8.9% (4/45) 0.0% (0/45)* 
4.4% 

(2/45) 

6.7% 

(3/45) 
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  CCC/MDT1 

Planned/Scheduled 

Community 

Partner Meeting(s)1 

Unplanned/Ad 

Hoc Community 

Partner 

Meeting(s)1 

Training1 Other 

1Students' t-test; * p<.05, ** p<.01, *** p<.001 

 

Specialist collaboration with new community partners 

 
In addition to maintaining relationships with community partners another key aspect of the 

Specialists’ work is to collaborate and develop relationships with new partners. During the 

reporting period from April 2023 - June 2024, the vast majority of the Specialist reports with 

valid data (79%) reported collaborating with at least one new community partner (Table 3.3). 

 

Table 3.3. Specialist collaboration with any new community partner (April 2023 - June 

2024) 

  N % Valid % 

Yes 107 63% 79% 

No 29 17% 21% 

Missing 35 20% - 

 

In 2024 Q3, this question was slightly updated to ask the Specialists whether they “reached out 

to any new community partners”, a lower bar than actually collaborating with new community 

partners. Responding to the updated wording of this question during the reporting period from 

July 2024 - March 2025, the vast majority of the Specialist reports with valid data (88%) 

reported having reached out to at least one new community partner. Compared to the proportion 

of the Specialists who successfully collaborated with at least one new community partner (79%), 

a higher proportion reached out to at least one new community partner (88%) (Table 3.4). 

 

Table 3.4. Specialist reaching out to any new community partner (July 2024 - March 2025) 

  N % Valid % 

Yes 56 82% 88% 

No 8 12% 12% 

Missing 4 6% - 
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Collaboration with Key Community Partners (New Items as of 2024 Q3) 

 
Starting in the third quarter of 2024, the Specialists were asked to track how often they 

completed primary activities with key community partners in the past quarter. Key community 

partners include AAA and APD staff, consumers in collaboration with AAA and APD partners, 

Community Mental Health Providers (CHMP), local senior centers, and local primary care 

clinics. Primary activities vary by the community partner group with which the Specialists were 

collaborating. 

 

Primary Activities Completed with AAA and APD Staff 

 
The Specialists reported how often (from “Never” to “Once a week or more”) they completed 

activities with AAA and APD staff from July 2024 - March 2025. Primary activities included 

hosting classes (i.e., chronic disease self-management, evidence-based caregiver support), 

programming (social connections programming), training (e.g., falls prevention, evidence based 

depression programs, geriatric BH topics), collaboration on the AAA strategic plan, and 

collaboration regarding licensed residential facilities. During the current reporting period, among 

responses with valid data, the Specialists most often reported doing targeted trainings on geriatric 

BH topics with AAA and APD staff at least once a month (66.0% (33)). This was followed by 

the Specialists reports of having collaborated on AAA strategic plan (62.5% (30)), and 

completing social connection programming (53.3% (24)) at least once a month. The Specialists 

least often reported completing chronic disease self-management classes (16.3% (7)) and falls 

prevention activities (13.2% (5)) at least once a month (Table 3.5). 

 

Table 3.5. Frequency of Completing Activities with AAA and APD (July 2024 - March 

2025) 

  Never 
Less than once a 

month 
Monthly 

One day a week or 

more 

Chronic disease self-

management classes 

62.8% 

(27) 
20.9% (9) 11.6% (5) 4.7% (2) 

Evidence-based caregiver 

support classes 

60.5% 

(23) 
15.8% (6) 23.7% (9) 0% (0) 

Social connection programming 
37.8% 

(17) 
8.9% (4) 35.6% (16) 17.8% (8) 

Falls prevention 
47.4% 

(18) 
39.5% (15) 13.2% (5) 0% (0) 
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  Never 
Less than once a 

month 
Monthly 

One day a week or 

more 

PEARLS, or other EBPs for 

depression 

59.1% 

(26) 
20.5% (9) 9.1% (4) 11.4% (5) 

Targeted trainings on geriatric 

BH topics 

20.0% 

(10) 
14.0% (7) 62.0% (31) 4.0% (2) 

Collaborated on AAA strategic 

plan 
16.7% (8) 20.8% (10) 58.3% (28) 4.2% (2) 

Licensed Residential (e.g., 

AFH, RC, AL) 

43.6% 

(17) 
15.4% (6) 33.3% (13) 7.7% (3) 

Note. A higher than expected number of the Specialists did not report information for these items about primary 

activities completed with AAA and APD staff, despite there being a “Never” option to select if they had not 

completed the activity with these community partners. Specifically, missing data for primary activities ranged from 

26.5% (18) (e.g., for targeted trainings on geriatric BH topics) to 44.1% (30) (e.g., for evidence-based caregiver 

support classes). Future versions of this quarterly report will be forced response and/or include a “Not applicable” 

option to help identify the specific reasons the Specialists did not respond to these activity items. 

 

 

Five of the Specialist reports included other activities not on the list of primary activities that 

were completed with AAA and APD staff. These activities include collaborating on a behavioral 

health and wellness newsletter with Meals on Wheels through APD/AAA and Suicide Prevention 

/ Safety Planning training for AAA staff. 

 

Primary Activities Completed with Consumers in Collaboration with AAA and 

APD Staff (July 2024 - March 2025) 

 
The Specialists reported how often (from “Never” to “One day a week or more”) they completed 

activities with consumers in collaboration with AAA and APD staff from July 2024 - March 

2025. Primary activities included classes such as chronic disease self-management and health 

and wellness classes, social connections programming, and falls prevention. During the current 

reporting period, among responses with valid data, the Specialists most often reported 

completing social connections programming with consumers in collaboration with AAA and 

APD staff at least once a month (63.3% (19)). Least often, the Specialists reported completing 

falls prevention activities (14.3% (3)) at least once a month (Table 3.6). 
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Table 3.6. Frequency of Completing Activities with AAA and APD (July 2024 - March 

2025) 

  Never 
Less than once a 

month 
Monthly 

One day a week 

or more 

Chronic disease self-management 

classes 

65.4% 

(17) 
0% (0) 34.6% (9) 0% (0) 

Health and wellness classes (e.g., 

caregiver, volunteer) 
14.7% (5) 32.4% (11) 44.1% (15) 8.8% (3) 

Social connections programming 30.0% (9) 6.7% (2) 26.7% (8) 36.7% (11) 

Falls prevention 42.9% (9) 42.9% (9) 14.3% (3) 0% (0) 

Note. A higher than expected number of the Specialists did not report information for these items about primary 

activities completed with consumers in collaboration with AAA and APD staff, despite there being a “Never” option 

to select if they had not completed the activity with these community partners. Specifically, missing data for primary 

activities ranged from 50.0% (34) (e.g., for health and wellness classes (e.g., caregiver, volunteer)) to 69.1% (47) 

(e.g., for falls prevention). 

 

 

Ten of the Specialist reports included other activities not on the list of primary activities that 

were completed with consumers in collaboration with AAA and APD staff. These activities 

include hosting a senior fair, PEARLS or other evidence-based depression programs for 

consumers, targeted training on geriatric behavioral health topics, collaborating on AAA 

strategic plans, and collaborating on licensed residential facilities. 

 

Primary Activities Completed with CMHP Partners (July 2024 - March 2025) 

 
The Specialists reported how often (from “Never” to “Once a week or more”) they completed 

activities with CMHP partners from July 2024 - March 2025. Primary activities included 

providing training (e.g., Assertive Community Treatment) and providing services (e.g., enhanced 

care services, outpatient services). During the current reporting period, among responses with 

valid data, the Specialists most often reported providing outpatient services with CMHP partners 

at least once a month (78.6% (44)). This was followed by the Specialists reports of providing 

community support services (76.1% (35)), and crisis and mobile crisis services (68.8% (33)). 

Least often, the Specialists reported completing Aid and Assist Diversion (25.6% (11)) and 

Enhanced Care Services (ECS) (25.0% (12)) at least once a month (Table 3.7). 
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Table 3.7. Frequency of Primary Activities Completed with CMHP Partners (July 2024 - 

March 2025) 

  Never 
Less than 

once a month 
Monthly 

One day a 

week or more 

Assertive Community Treatment (ACT) 
25.0% 

(13) 
21.2% (11) 42.3% (22) 11.5% (6) 

Crisis and Mobile Crisis 
10.4% 

(5) 
20.8% (10) 47.9% (23) 20.8% (10) 

Aid and Assist Diversion 
23.3% 

(10) 
51.2% (22) 16.3% (7) 9.3% (4) 

Choice Model/The Exceptional Needs Care 

Coordinator (ENCC) 

17.9% 

(10) 
39.3% (22) 26.8% (15) 16.1% (9) 

Enhanced Care Services (ECS) 
39.6% 

(19) 
35.4% (17) 12.5% (6) 12.5% (6) 

Outpatient services 
10.7% 

(6) 
10.7% (6) 53.6% (30) 25.0% (14) 

Community support services 
13.0% 

(6) 
10.9% (5) 45.7% (21) 30.4% (14) 

Civil Commitment 
29.3% 

(12) 
39.0% (16) 14.6% (6) 17.1% (7) 

Licensed Residential (e.g., foster homes, 

residential care facilities, secure residential 

treatment facilities) 

26.7% 

(12) 
22.2% (10) 40.0% (18) 11.1% (5) 

Note. A higher than expected number of the Specialists did not report information for these items about primary 

activities completed with CMHP partners, despite there being a “Never” option to select if they had not completed 

the activity with these community partners. Specifically, missing data for primary activities ranged from 17.6% (12) 

(e.g., for outpatient services) to 39.7% (27) (e.g., for civil commitment). Future versions of this quarterly report will 

be forced response and/or include a “Not applicable” option to help identify the specific reasons the Specialists did 

not respond to many of these activity items. 

 

 

Five of the Specialist reports included other activities not on the list of primary activities that 

were completed with CMHP staff. These activities include monthly meetings with the county 

behavioral health agency, collaborating with the OCWCOG/AAA Director, and quality 

assurance. 
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Established an Ongoing Key Community Partner Group (July 2024 - March 2025) 

 
Maintaining relationships with community partners is a key aspect of the Specialists’ work. One 

way of doing so is by establishing ongoing key community partner groups with these partners. 

During the reporting period from July 2024 - March 2025, the vast majority of the Specialist 

reports with valid data reported establishing at least one ongoing key community partner group 

(83%) (Table 3.8). 

 

Table 3.8. The Specialists establishing ongoing key community partner groups (July 2024 - 

March 2025) 

  N % valid_percent 

Yes 53 78% 83% 

No 11 16% 17% 

Missing 4 6% - 

 

 

Barriers to Establishing Key Community Partner Groups (July 2024 - March 2025) 

 
For the Specialists who did not report establishing a key community partner group from July 

2024 - March 2025, ten responded to a subsequent question about barriers to establishing such 

groups. The four responses that described barriers to establishing a key community partner group 

(others provided descriptions of their groups) described challenges with travel time and distance 

during the winter months in more rural areas, duplication of meetings involving the same 

community partners, scheduling conflicts, and community partners being overwhelmed with 

their existing responsibilities. 
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Regular Meetings with Key Community Partner Groups (July 2024 - March 2025) 

 
Almost all of the Specialists with valid data reported regularly meeting with key community 

partner groups (98%) (Table 3.9). 

 

Table 3.9. Did The Specialists Regularly Meet with Key Community Partner Groups (July 

2024 - March 2025) 

  N % Valid % 

Yes 56 23% 98% 

No 1 0% 2% 

Missing 182 76% - 

 

Frequency of Engagement with Local Senior Center(s) (July 2024 - March 2025) 

 
Collaboration with local senior centers has been identified as an important aspect of the 

Specialists’ work. As such, several new questions have been added to the Quarterly Report data 

collection tool asking about the Specialists engagement with their local senior center(s), 

including a question on how often they engage with local senior center(s). During the reporting 

period from July 2024 - March 2025, of responses with valid data, 38.2% (26) of the Specialists 

reported engaging with local senior center(s) at least once a week (Table 3.10). 

 

Table 3.10. Frequency of engaging with local senior center(s) (July 2024 - March 2025) 

  % (n) 

Less than once a 

month 
17.6% (12) 

Monthly 36.8% (25) 

Half-day or less per 

week 
7.4% (5) 

One day a week 25.0% (17) 

Two or three days a 

week 
13.2% (9) 
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Primary Activities with Local Senior Center(s) (July 2024 - March 2025) 

 
The Specialists reported how often (from “Never” to “Once a week or more”) they completed 

primary activities with their local senior center(s) from July 2024 - March 2025. Primary 

activities included providing training (e.g., senior center staff training), hosting classes (e.g., 

evidence based mental health classes), and facilitating activities (e.g., social connection 

activities) (Table 3.11). During the current reporting period, among responses with valid data, 

the Specialists most often reported completing social connection activities with their local senior 

center(s) at least once a month (66.0% (33)). This was followed by the Specialists’ reports of 

completing health and wellness classes (56.1% (32) of the Specialists) and evidence based 

mental health classes (43.2% (19) of the Specialists) at least once a month. Least often, the 

Specialists reported completing Older Americans’ month activities (7.5% (3) of the Specialists) 

and health resource fairs (6.1% (3) of the Specialists) at least once a month. 

Table 3.11. Frequency of Completing Primary Activities Completed with Local Senior 

Center(s) (July 2024 - March 2025) 

  Never 
Less than once a 

month 
Monthly 

One day a week or 

more 

Health and wellness classes 
26.3% 

(15) 
17.5% (10) 42.1% (24) 14.0% (8) 

Evidence based mental health 

classes 

31.8% 

(14) 
25.0% (11) 36.4% (16) 6.8% (3) 

Social connection activities 
24.0% 

(12) 
10.0% (5) 48.0% (24) 18.0% (9) 

Senior center staff training 
34.8% 

(16) 
52.2% (24) 13.0% (6) 0% (0) 

Advanced care planning 

classes 

36.2% 

(17) 
46.8% (22) 17.0% (8) 0% (0) 

Older Americans Month 

activities 

50.0% 

(20) 
42.5% (17) 7.5% (3) 0% (0) 

Health resource fairs 
34.7% 

(17) 
59.2% (29) 6.1% (3) 0% (0) 

Note. A higher than expected number of the Specialists did not report information for these items about primary 

activities completed with their local senior center(s), despite there being a “Never” option to select if they had not 

completed the activity with these community partners. Specifically, missing data for primary activities ranged from 

16.2% (11) (e.g., for health and wellness classes) to 41.2% (28) (e.g., for Older Americans Month activities). 
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Fifteen of the Specialists reports included activities not on the list of primary activities that were 

completed with their local senior center(s). These include hosting an aging fair, an Age Cafe, a 

grief support group, a “Getting to Know Dementia” series, and in person lunch meetings, as well 

as conducting SBIRT screening, promoting OABHI training events, and running a dementia 

caregiver support group. 

Primary Activities with Local Primary Care Clinic (July 2024 - March 2025) 

 
The Specialists reported how often (from “Never” to “One day a week or more”) they completed 

primary activities with primary care clinic(s) from July 2024 - March 2025. During the current 

reporting period, among responses with valid data, the Specialists most often reported 

completing resource sharing with their local primary care clinic(s) at least once a month (68.5% 

(37)). This was followed by the Specialists reports of completing complex care consultations 

(54.2% (32) of the Specialists). Least often, the Specialists reported completing customized 

trainings (6.2% (3) of the Specialists) (Table 3.12). 

Table 3.12. Frequency of Completing Primary Activities Completed with Local Primary 

Care Clinics (July 2024 - March 2025) 

  Never 
Less than once a 

month 
Monthly 

One day a week or 

more 

Customized trainings 58.3% (28) 35.4% (17) 6.2% (3) 0% (0) 

Complex Care 

Consultations 
20.3% (12) 25.4% (15) 47.5% (28) 6.8% (4) 

Resource sharing 13.0% (7) 18.5% (10) 51.9% (28) 16.7% (9) 

Note. A higher than expected number of the Specialists did not report information for these items about primary 

activities completed with their local primary care clinic(s), despite there being a “Never” option to select if they had 

not completed the activity with these community partners. Specifically, missing data for primary activities ranged 

from 13.2% (9) (e.g., for complex care consultations) to 29.4% (20) (e.g., for customized trainings). 

 

The Specialists reported eight activities not on the list of primary activities that were completed 

with their local primary care clinic(s). These include setting up a future PEARLS group, creating 

a stakeholder work group, introducing the OABHI, creating OPODS referrals, and quarterly 

OABHI stakeholder meetings. 

Engagement with Other Community Partners (July 2024 - March 2025) 

 
The Specialists reported how often (from “Never” to “One day a week or more”) they interacted 

with other community partners in the past quarter. During the current reporting period, among 

responses with valid data, the Specialists most often reported interacting with coordinated care 

organizations at least once a month (91.7% (55)). This was followed by the Specialists reports of 

interacting with older adults with lived experience (91.5% (54)) and consumer, or family 

members (86.8% (46)) at least once a month. Least often, the Specialists reported interacting at 
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least once a month with tribal organizations (26.2% (11)), long-term care ombuds (25.5% (13)), 

and center for independent living (6.8% (3)) (Table 3.13). 

Table 3.13. Frequency of Engaging with Other Community Partners (July 2024 - March 

2025) 

  Never 
Less than once a 

month 
Monthly 

One day a week or 

more 

Older adults with lived experience 0% (0) 8.5% (5) 39.0% (23) 52.5% (31) 

Long-term care Ombuds 
27.5% 

(14) 
47.1% (24) 25.5% (13) 0% (0) 

Behavioral health providers (excl. 

CMHPs) 
3.4% (2) 15.5% (9) 44.8% (26) 36.2% (21) 

Center for Independent Living 
70.5% 

(31) 
22.7% (10) 2.3% (1) 4.5% (2) 

Veterans’ services 14.0% (8) 35.1% (20) 29.8% (17) 21.1% (12) 

Coordinated care organization 0% (0) 8.3% (5) 53.3% (32) 38.3% (23) 

Hospital/emergency department 19.1% (9) 17.0% (8) 57.4% (27) 6.4% (3) 

Local law enforcement 
22.0% 

(11) 
32.0% (16) 46.0% (23) 0% (0) 

EMT or similar emergency 

responder 

29.4% 

(15) 
19.6% (10) 51.0% (26) 0% (0) 

Tribal organization 
54.8% 

(23) 
19.0% (8) 21.4% (9) 4.8% (2) 

Consumer, or family member 0% (0) 13.2% (7) 35.8% (19) 50.9% (27) 

Advocacy organization (e.g., 

NAMI) 

30.0% 

(15) 
14.0% (7) 52.0% (26) 4.0% (2) 

Community-based care (AL/RC, 

AFH) 
2.0% (1) 24.0% (12) 48.0% (24) 26.0% (13) 

Nursing facility 11.8% (6) 23.5% (12) 47.1% (24) 17.6% (9) 

Faith community 
25.5% 

(12) 
42.6% (20) 31.9% (15) 0% (0) 

Elected government official 
39.0% 

(16) 
29.3% (12) 31.7% (13) 0% (0) 
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  Never 
Less than once a 

month 
Monthly 

One day a week or 

more 

In-home care/Home health care 
22.0% 

(11) 
22.0% (11) 50.0% (25) 6.0% (3) 

Hospice 
31.4% 

(16) 
21.6% (11) 37.3% (19) 9.8% (5) 

Transportation 
34.8% 

(16) 
23.9% (11) 30.4% (14) 10.9% (5) 

Housing, supportive housing, or 

shelter services 
17.3% (9) 5.8% (3) 55.8% (29) 21.2% (11) 

Note. A higher than expected number of the Specialists did not report information for these items about primary 

activities completed with other community partners, despite there being a “Never” option to select if they had not 

completed the activity with these community partners. Specifically, missing data for primary activities ranged from 

11.8% (8) (e.g., for coordinated care organization) to 39.7% (27) (e.g., for elected government official). 

 

Regarding engagement with other community partners other than those included in the question, 

one Specialist reported that they interacted with two local CCOs, which is an option included in 

the question. 

Complex Case Consultations 

 

Meetings with Formal MDT Groups Established by the OABHI (July 2024 - 

March 2025) 

 
Almost all of the Specialists with valid data (98%) reported meeting with a formal MDT group 

established by the OABHI in the most recent reporting period from July 2024 - March 2025 

(Table 3.14). 

 

Table 3.14. The Specialists Met with a Formal MDT Group Established by the OABHI 

(July 2024- March 2025) 

  N % Valid % 

Yes 51 75% 98% 

No 1 1% 2% 

Missing 16 24% - 
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Evidence Based Practices 

 

Use of EBPs by setting (training, CCC, community partner meeting, health and 

wellness event, other) 

 

Suicide, Depression, Anxiety 

 
EBPs in suicide, depression, and anxiety (pre)(inter)vention include ASIST, Behavioral 

Activation, CALM, CBT for Anxiety/Depression, COLUMBIA, PEARLS, PST, QPR, SBIRT, 

and Safety Planning. With regard to these suicide, depression, and anxiety EBPs (Table 3.15), 

the Specialists by far most often used the QPR (38.5% (92)) in workforce trainings followed by 

Behavioral Activation (21.3% (51)). In CCC/MDTs, the Specialists most often used Safety 

Planning (18.4% (44)) followed by CBT for Anxiety/Depression and Behavioral Activation 

(15.5% (37) for both). QPR was the preferred EBPs for suicide, depression, and anxiety in 

community partner meetings (1.3% (3)), followed by PEARLS (29.3% (70)). QPR was the most 

preferred EBP in health & wellness prevention and promotion events (30.1% (72)) followed by 

PEARLS (25.1% (60)). In other settings the Specialists most often used 9.6% (23) (9.6% (23)) 

followed by Behavioral Activation (9.2% (22)). Across all settings, the Specialists were most 

likely to use QPR, PEARLS, and Behavioral Activation and were least likely to use SBIRT and 

COLUMBIA as EBPs for suicide, depression, and anxiety (Figure 1.1). 

 

Table 3.15. Number of Specialists who use evidence based practices for suicide, depression, 

or anxiety by setting 

  
Workforce 

Train 
CCC/MDT 

Community Partner 

Mtg 

Health & 

Wellness 

Prev & Pro 

Other 

ASIST 14.2% (34) 5.4% (13) 18.8% (45) 10.0% (24) 
5.4% 

(13) 

Behavioral Activation 21.3% (51) 15.5% (37) 15.5% (37) 20.5% (49) 
9.2% 

(22) 

CALM 7.9% (19) 6.3% (15) 13.4% (32) 5.4% (13) 0.4% (1) 

CBT for 

Anxiety/Depression 
15.5% (37) 15.5% (37) 5.4% (13) 11.3% (27) 1.3% (3) 

COLUMBIA 1.7% (4) 3.3% (8) 2.5% (6) 0.0% (0) 0.0% (0) 

PEARLS 13.4% (32) 15.1% (36) 29.3% (70) 25.1% (60) 
9.6% 

(23) 

PST 5.0% (12) 3.8% (9) 8.4% (20) 9.2% (22) 0.8% (2) 
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Workforce 

Train 
CCC/MDT 

Community Partner 

Mtg 

Health & 

Wellness 

Prev & Pro 

Other 

QPR 38.5% (92) 7.1% (17) 29.7% (71) 30.1% (72) 
5.9% 

(14) 

SBIRT 0.8% (2) 7.1% (17) 1.3% (3) 0.8% (2) 0.4% (1) 

Safety Planning 19.7% (47) 18.4% (44) 4.6% (11) 6.3% (15) 0.0% (0) 

 

Figure 1.1. Number of Specialists who use evidence based practices for suicide, depression, 

or anxiety by setting 

 
Note. BxAct = Behavioral Activation, CBT = CBT for Anxiety and Depression. 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 ASIST in both workforce trainings and at community partner meetings). 
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Substance Use 

 
EBPs in substance use (pre)(inter)vention include BRITE, CBT for SUD, Relapse Prevention, 

and Screening, Brief Intervention, and Referral to Treatment (SBIRT; added in 2024 Q3). Of 

these three substance use EBPs (Table 3.16), the Specialists most often used CBT for SUD in 

workforce training (10.0% (24)), CCC/MDTs (10.5% (25)), community partner meetings (7.5% 

(18)), and health and wellness prevention and promotion events (7.9% (19)), and most often used 

BRITE in other settings (1.3% (3)). Taken together, the Specialists were most likely to use CBT 

for SUD and least likely to use SBIRT (New in 2024 Q3) as an EBP for substance use, though 

the SBIRT was only introduced to the data collection instrument part way through the reporting 

period in 2024 Q3 (Figure 1.2). 

Table 3.16. Number of Specialists who use evidence based practices for substance use by 

setting 

  
Workforce 

Train 
CCC/MDT 

Community Partner 

Mtg 

Health & 

Wellness 

Prev & Pro 

Other 

BRITE 2.9% (7) 1.7% (4) 1.7% (4) 2.1% (5) 1.3% (3) 

CBT for SUD 10.0% (24) 10.5% (25) 7.5% (18) 7.9% (19) 0.4% (1) 

Relapse Prevention 1.7% (4) 5.9% (14) 4.2% (10) 1.7% (4) 0.0% (0) 

SBIRT (New in 

2024 Q3) 
3.3% (8) 1.3% (3) 2.9% (7) 0.8% (2) 0.8% (2) 

Note. The Screening, Brief Intervention, and Referral to Treatment (SBIRT) evidence based practice for substance 

use was added to the data collection tool in 2024 Q3 while all other EBTs in this table were included through the 

entire reporting period from April 2023 - March 2025. 
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Figure 1.2. Number of Specialists who use evidence based practices for substance use by 

setting 

 

Note. CP = Community Partner. 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). 
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Hoarding 

 
EBPs in hoarding (pre)(inter)vention include Buried in Treasures and CBT for hoarding. The 

Specialists most often used Buried in Treasures in CCC/MDTs (13.4% (32)), community partner 

meetings (18.0% (43)), health and wellness prevention and promotion events (12.1% (29)), and 

other settings (2.5% (6)), and used Buried in Treasures and CBT for Hoarding at the same rate in 

workforce training (7.9% (19)) (Table 3.17).Taken together, the Specialists more often used 

Buried in Treasures (Figure 1.3) as an EBP for hoarding. 

 

Table 3.17. Number of Specialists who use evidence based practices for hoarding by setting 

  Workforce Train CCC/MDT 
Community Partner 

Mtg 

Health & 

Wellness 

Prev & Pro 

Other 

Buried in 

Treasures 
7.9% (19) 13.4% (32) 18.0% (43) 12.1% (29) 2.5% (6) 

CBT for 

Hoarding 
7.9% (19) 10.0% (24) 3.8% (9) 3.8% (9) 0.0% (0) 

Note. During the reporting period, some of the Specialists were only able to select “Hoarding” instead of the two 

specific EBPs, CBT for Hoarding and Buried In Treasure. 
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Figure 1.3. Number of Specialists who use evidence based practices for hoarding by setting 

 
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 health and wellness 

prevention and promotion events and in other BHI settings). 
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Other 

 
Other EBPs used by the Specialists include CDSMP, E-IMR, MHFA, WISE, Positive Approach 

to Care (PAC; Added in 2024 Q3), and the Alzheimer’s Association Curriculum (Added in 2024 

Q3). Of these other EBPs (Table 3.18), MHFA was most often used by the Specialists across 

several settings including workforce training (18.8% (45)), community partner meetings (16.3% 

(39)), and health and wellness prevention and promotion events (15.1% (36)). The Specialists 

used both CDSMP and MHFA most often used in CCC/MDTs (6.7% (16)), and used both 

MHFA and PAC most often in other settings (15.1% (36)) despite PAC being added to the list of 

EBTs partway through the reporting period in 2024 Q3 (the Specialists could only select this 

EBT for three out of the eight total quarters in the reporting period). Across all settings, the 

Specialists most often used MHFA with none of the Specialists using E-IMR during the 

reporting period (Figure 1.4). 

Table 3.18. Number of Specialists who use evidence based practices for other topics by 

setting 

  Workforce Train CCC/MDT 
Community Partner 

Mtg 

Health & 

Wellness 

Prev & Pro 

Other 

Alzheimer's 

Assn Curr 
8.8% (21) 5.0% (12) 6.3% (15) 7.1% (17) 0.4% (1) 

CDSMP 0.0% (0) 6.7% (16) 14.2% (34) 7.1% (17) 0.8% (2) 

E-IMR 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 

MHFA 18.8% (45) 6.7% (16) 16.3% (39) 15.1% (36) 1.3% (3) 

PAC 2.9% (7) 5.4% (13) 2.5% (6) 2.9% (7) 1.3% (3) 

WISE 4.2% (10) 3.8% (9) 10.0% (24) 4.2% (10) 0.8% (2) 

Note. In 2024 Q3, two new EBTs were added based on the Specialists’ open-ended write in responses from previous 

quarters. These include Alzheimer’s Association Curriculum and Positive Approach to Care (PAC). The Specialists 

were only able to select these EBTs for three out of the total eight quarters during the current reporting period, so 

their usage rates are not directly comparable to the other EBTs during the reporting period. 
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Figure 1.4. Number of Specialists who use evidence based practices for other topics by 

setting 

 

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 health and wellness 

prevention and promotion events and in other BHI settings). 

 

 

Some additional evidence based practices not included in our list that the Specialists reported 

using include Powerful Tools for Caregivers used by two of the Specialists in community 

partner meetings, Solutions Focused Approaches used by one Specialist in workforce training, 

4Ms used by one Specialist in workforce training, HAP-B used by one Specialist in community 

educational events, CPI used by one Specialist in workforce training, CIT OA Module used by 

one Specialist across all settings, H.O.P.E. Senior Peer Mentor Program used by one Specialist 

in community education events, Caregivers used by one Specialist in community education 

events, PEARLS used by one Specialist in community education events, Careblazers – 

Dementia Caregiver Support used by one Specialist in other settings, and 5 for 5 Connection 

Challenge used by one Specialist in health and wellness promotion events. 
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Evidence Based Screening/Assessment Tools 

 

Use of screening/assessment tools by setting (training, CCC, community partner 

meeting, health and wellness event, other) 

 

Suicide, Depression, Anxiety 

 
Evidence-based screening and assessment tools (EBTs) in suicide, depression, and anxiety 

(pre)(inter)vention used by the Specialists included C-SSRS, GAD-7, GAS, GDS-15, and PHQ-

9. Of these EBTs for suicide, depression, and anxiety, the PHQ-9 was used most often across all 

engagement settings including in workforce training (25.5% (61)), CCC/MDTs (27.6% (66)), 

community partner meetings (14.6% (35)), health and wellness prevention and promotion events 

(23.4% (56)), and other engagement settings (7.5% (18)) (Table 3.19). Across all settings, the 

second most often used EBT for suicide, depression, and anxiety was the GAD-7 (Figure 1.5). 

 

Table 3.19. Number of Specialists who use evidence-based screening/assessment tools for 

suicide, depression, or anxiety by setting 

  Workforce Train CCC/MDT 
Community Partner 

Mtg 

Health & 

Wellness 

Prev & Pro 

Other 

C-SSRS 2.9% (7) 0.0% (0) 1.7% (4) 0.0% (0) 0.0% (0) 

GAD-7 13.8% (33) 13.4% (32) 2.9% (7) 11.3% (27) 2.9% (7) 

GAS 4.2% (10) 1.7% (4) 0.0% (0) 2.5% (6) 1.3% (3) 

GDS-15 7.5% (18) 8.8% (21) 0.8% (2) 1.7% (4) 0.8% (2) 

PHQ-9 25.5% (61) 27.6% (66) 14.6% (35) 23.4% (56) 7.5% (18) 
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Figure 1.5. Number of Specialists who use evidence-based screening/assessment tools for 

suicide, depression, or anxiety by setting 

 

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). 

 

Substance Use 

 
EBTs in substance use (pre)(inter)vention used by the Specialists include AUDIT, CAGE, 

DAST, and MAST-G. Of those substance use EBTs, the Specialists most often used the AUDIT 

in CCC/MDTs (4.6% (11)) and in other settings (2.1% (5)), both AUDIT and CAGE in 

workforce trainings (3.3% (8) for both), and both AUDIT and DAST in health and wellness 

prevention and promotion events (0.4% (1) for both). They most often used CAGE (2.5% (6)) in 

community partner meetings (Table 3.20). Taken together, the AUDIT was used most often and 

the DAST was used least often by the Specialists as EBTs for substance use (Figure 1.6). 
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Table 3.20. Number of Specialists who use evidence-based screening/assessment tools for 

substance use by setting 

  Workforce Train CCC/MDT 
Community Partner 

Mtg 

Health & 

Wellness 

Prev & Pro 

Other 

AUDIT 3.3% (8) 4.6% (11) 0.8% (2) 0.4% (1) 2.1% (5) 

CAGE 3.3% (8) 3.3% (8) 2.5% (6) 0.0% (0) 0.4% (1) 

DAST 1.3% (3) 2.5% (6) 0.8% (2) 0.4% (1) 1.7% (4) 

MAST-G 2.5% (6) 2.1% (5) 1.7% (4) 0.0% (0) 1.3% (3) 

 

 

Figure 1.6. Number of Specialists who use evidence-based screening/assessment tools for 

substance use by setting 

 

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). 

 

Hoarding 

 
The EBT for hoarding (pre)(inter)vention used by the Specialists is the Clutter Image Rating 

Scale (Clutter). The Clutter Image Rating Scale was used in workforce training (9.6% (23)), 
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CCC/MDTs (14.6% (35)), community partner meetings (2.5% (6)), health and wellness 

prevention and promotion events (4.6% (11)), and in other engagement settings (2.5% (6)) 

(Table 3.21; Figure 1.7). 

 

Table 3.21. Number of Specialists who use evidence-based screening/assessment tools for 

hoarding by setting 

  
Workforce 

Train 
CCC/MDT 

Community Partner 

Mtg 

Health & 

Wellness 

Prev & Pro 

Other 

Clutter Image Rating 

Scale 
9.6% (23) 14.6% (35) 2.5% (6) 4.6% (11) 2.5% (6) 

 

 

Figure 1.7. Number of Specialists who use evidence-based screening/assessment tools for 

hoarding by setting 

 

Dementia or delirium 

 
EBTs in dementia or delirium (pre)(inter)vention used by the Specialists include the CAM, 

IADL, MiniCOG, MoCA, NPI, SLU, and SLUMS. Of these dementia or delirium EBTs, the 

Specialists were most likely to use the SLUMS across all engagement settings including 
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workforce training (35.1% (84)), CCC/MDT (41.4% (99)), community partner meetings (12.1% 

(29)), health and wellness prevention and promotion events (18.0% (43)), and in other 

engagement settings (5.4% (13)) (Table 3.22). Taken together, the Specialists were least likely to 

use the IADL as a dementia or delirium EBT (Figure 1.8). 

 

Table 3.22. Number of Specialists who use evidence-based screening/assessment tools for 

dementia or delirium by setting 

  Workforce Train CCC/MDT 
Community Partner 

Mtg 

Health & 

Wellness 

Prev & Pro 

Other 

CAM 5.4% (13) 5.9% (14) 0.0% (0) 0.8% (2) 1.3% (3) 

IADL 1.7% (4) 4.2% (10) 0.0% (0) 0.4% (1) 0.0% (0) 

MiniCOG 12.6% (30) 9.2% (22) 3.3% (8) 4.6% (11) 0.4% (1) 

MoCA 17.2% (41) 26.8% (64) 7.1% (17) 7.1% (17) 1.3% (3) 

NPI 0.0% (0) 6.3% (15) 0.4% (1) 0.0% (0) 0.0% (0) 

SLU 6.7% (16) 4.2% (10) 0.8% (2) 1.7% (4) 0.4% (1) 

SLUMS 35.1% (84) 41.4% (99) 12.1% (29) 18.0% (43) 5.4% (13) 
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Figure 1.8. Number of Specialists who use evidence-based screening/assessment tools for 

dementia or delirium by setting 

 

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 

health and wellness prevention and promotion events). 

 

Palliative care or pain 

 
EBTs in palliative care or pain (pre)(inter)vention used by the Specialists included PAINAD and 

Mini-suffering scale. The Specialists more often used the PAINAD than the Mini-suffering scale 

in workforce training (1.7% (4)), community partner meetings (0.4% (1)), and in health & 

wellness prevention and promotion events (0.0% (0)). The Specialists used Mini-suffering scale 

more often in CCC/MDTs (4.2% (10)) and in other settings (0.8% (2)) (Table 3.23).Taken 

together, the Specialists used PAINAD more often as a palliative care or pain evidence based 

tool (Figure 1.9). 
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Table 3.23. Number of Specialists who use evidence-based screening/assessment tools for 

palliative care or pain by setting 

  Workforce Train CCC/MDT 
Community Partner 

Mtg 

Health & 

Wellness 

Prev & Pro 

Other 

PAINAD 1.7% (4) 1.7% (4) 0.4% (1) 0.4% (1) 0.4% (1) 

Mini-suffering 

scale 
1.3% (3) 4.2% (10) 0.0% (0) 0.0% (0) 0.8% (2) 

 

Figure 1.9. Number of Specialists who use evidence-based screening/assessment tools for 

palliative care or pain by setting 

 

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). 

 

Advanced planning 

 
EBTs in advanced planning used by the Specialists include Advanced Directive, POLST, and 

Mental Health Advanced Directives (MHAD; added in 2024 Q3). The Specialists most 

frequently used Advanced Directive in workforce training (17.6% (42)), CCC/MDTs (19.7% 

(47)), community partner meetings (17.2% (41)), and health and wellness prevention and 
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education events (20.9% (50)). In other settings, Advanced Directive was used just as frequently 

as POLST (0.8% (2) for both). Taken together, the Specialists most often used Advanced 

Directive as an advanced planning EBT, and least often used MHAD (though the Specialists 

were only able to select MHAD for the 3 most recent of 8 total quarters in the reporting period) 

(Table 3.24; Figure 1.10). 

 

Table 3.24. Number of Specialists who use evidence-based screening/assessment tools for 

advanced planning by setting 

  Workforce Train CCC/MDT 
Community Partner 

Mtg 

Health & 

Wellness 

Prev & Pro 

Other 

Advanced 

Directive 
17.6% (42) 19.7% (47) 17.2% (41) 20.9% (50) 0.8% (2) 

MHAD 5.0% (12) 3.8% (9) 0.0% (0) 0.0% (0) 0.0% (0) 

POLST 13.4% (32) 13.4% (32) 7.9% (19) 19.2% (46) 0.8% (2) 
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Figure 1.10. Number of Specialists who use evidence-based screening/assessment tools for 

advanced planning by setting 

 
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 Directive in both community partner 

meetings and health and wellness prevention and promotion events). The MHAD was added to the data collection 

tool in 2024 Q3, thus the Specialists were only able to select it for the 3 most recent of 8 total quarters in the 

reporting period. 

 

Other 

 
The Specialists also used evidence based screening and assessment tools (EBTs) that did not fit 

into the categories above. These include the CBT for Insomnia (CBT-I), the Epworth Sleepiness 

Scale (EPWORTH), The Ohio State University Traumatic Brain Injury Identification Method 

(OSU TBI-ID), TUG Test for mobility and balance, the UCLA Loneliness Scale, and other tools. 

Across all settings, the Specialists most often used the UCLA Loneliness Scale including in 

workforce trainings (20.1% (48)), CCC/MDTs (15.9% (38)), community partner meetings 

(10.5% (25)), health and wellness prevention and promotion events (22.2% (53)), and other 

settings (7.9% (19)) (Table 3.25; Figure 1.11). None of the Specialists used the OSU TBI 

Identification test in any setting. 
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Table 3.25. Number of Specialists who use evidence-based screening/assessment tools for 

other topics by setting 

  Workforce Train CCC/MDT 
Community Partner 

Mtg 

Health & 

Wellness 

Prev & Pro 

Other 

CBT-I 2.5% (6) 1.3% (3) 0.4% (1) 1.3% (3) 0.0% (0) 

EPWORTH 1.3% (3) 1.3% (3) 0.0% (0) 1.7% (4) 0.0% (0) 

OSU TBI-ID 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 

TUG Test 1.3% (3) 1.7% (4) 0.0% (0) 5.4% (13) 0.0% (0) 

UCLA 

Loneliness 
20.1% (48) 15.9% (38) 10.5% (25) 22.2% (53) 7.9% (19) 

Other 3.8% (9) 1.7% (4) 1.3% (3) 2.9% (7) 2.5% (6) 

 

Figure 1.11. Number of Specialists who use evidence-based screening/assessment tools for 

other topics by setting 

 

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). 
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Key Informant Focus Groups 
 

The PSU Evaluation team conducted focus groups on Zoom from May 2024 through August 

2024. Participants took a brief, pre-focus group online survey prior to attending the focus group. 

The primary objectives of the key informant survey and focus groups were to assess the impact 

of the OABHI, 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 OABHI and key community partners.   

 

Sample 
 

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 OABHI. 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 
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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. 

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). 

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 in other rural and 

urban counties. Older adults contacted the PSU Evaluation team if they were interested in 

participating. Six older adults reached out and five participated. 

 

Key Findings 
 

Involvement 
 

Participants completed a pre-focus group survey to assess their involvement with the OABHI, 

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." Overall, involvement with the OABHI varied by key informant type. 

Older adults with lived experience, senior center staff, and primary care providers were less 

involved with the OABHI compared to agency staff (CMHPs, AAA-ADRCs, APD regional 

offices). 

 

Addressing the goals of the OABHI 
 

Providing training and education to the workforce and general community is one of the primary 

job functions of the Specialists. Key informants 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. Senior 

centers preferred to have educational opportunities brought directly to the consumers of their 
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centers, but they requested virtual sessions for staff so they could continue serving their center 

without leaving to attend training events. 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. 

 

Key informants shared factors that may facilitate outreach for complex care consultations as well 

as barriers that may hinder outreach for support. Questions regarding complex care consultations 

were omitted from the focus group with older adults. Regularly scheduled MDT meetings to 

discuss complex cases and frequent communication with the Specialists were primary factors 

that facilitated collaboration on complex care consultations. Some key informants indicated that 

they were unaware or forgot that consulting on complex care cases was a function offered by the 

Specialists, while others noted that they were unfamiliar with their Specialist(s) in general. 

Senior centers expressed interest in collaborating with the Specialists on CCC referrals. Overall, 

AAA-ADRCs, APD staff, and CMHPs requested and collaborated with the Specialists on CCCs 

more than the other key informant groups (senior centers and PCPs). 

Key informants also discussed the factors that improve coordination and collaboration with the 

OABHI and the barriers that prevent them from collaborating with it. Participation in scheduled 

meetings, collaborative training, and the Specialists serving as a key connector across 

organizations and systems were all factors that contributed to effective coordination and 

collaboration with the OABHI. Specialist turnover and a lack of awareness of the OABHI’s 

services were barriers that prevented coordination and collaboration from occurring. Many key 

informants who were not involved with the OABHI expressed the need for the Specialists to 

enhance their presence in the community by hosting in-person events or sharing resources with 

consumers in-person. 

Key informants expressed the need for culturally specific services and increased collaboration to 

better address diverse community needs. Key informants’ feedback indicates that advocating for 

services to be culturally relevant and fostering collaboration with diverse community partners 

could enhance the OABHI’s effectiveness and reach. The key informants suggest that the 

Specialists could improve their efforts to learn about different cultures while referring consumers 

to culturally specific providers if needed. 

 

Impact of the OABHI 
 

Overall, the OABHI is making a positive difference for older adults and people with physical 

disabilities with behavioral health needs. Key informants reported that regular meetings with the 

Specialists improve their service delivery and care coordination, training opportunities enhance 

their understanding of the BH needs of older adults and people with physical disabilities, and the 

Specialists are effective in bringing systems and community partners together. Key informants 

who were more involved with the OABHI indicated that it needs additional resources to expand 
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its reach across urban and rural communities. Suggestions included increasing the number of 

Specialists and further integrating the OABHI across agencies and programs. Key informants 

who were less involved with the OABHI shared ideas about how the OABHI could best support 

older adults with behavioral health needs. Suggestions included increased outreach to less 

involved community partners and providing more events that focus on destigmatizing 

conversations around mental and behavioral health. 
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Discussion 
  

The findings from the most recent evaluation period (April 2023- March 2025) suggest that the 

work of the OABHI is continuing to have a meaningful impact on consumers and the behavioral 

health workforce in Oregon. The OABHI has expanded its outreach to many community partners 

since its inception, including senior centers, primary care providers, housing services, and 

transportation services. In the current reporting period, 88% of the Specialists reported reaching 

out to at least one new community partner. This finding indicates that the OABHI is continuing 

to expand its services and reach across Oregon. 

Between April 2023 and March 2025, the Specialists conducted over 3,100 CCCs, a 20% 

increase compared to the previous reporting period. Over 90% of consumers were white, an 

increase of 4% from the previous reporting period. This finding suggests that the OABHI must 

increase collaboration between organizations that provide culturally specific services to improve 

representation of consumers of color in CCCs. Further, only 8% of all consumers served by the 

OABHI were veterans, while 24% of consumers had a missing or unknown status. This finding 

indicates a need to prioritize inquiring about veteran status during CCCs to help improve access 

to services and supports specific to veterans. For additional recommendations on improving 

accessibility and outreach, see Recommendations and Policy Options (page 77). 

The Specialists continue to receive referral requests for consultation from different community 

partner agencies. The most common referral sources were multi-disciplinary team meetings 

(MDTs) (34%), followed by CMHPs (16%), Aging and People with Disabilities (APD) (13%), 

and “other” sources (16%). The next most common referral source was Area Agencies on Aging 

(AAA) (5%); given this agency is considered a key partner of the OABHI, more work is needed 

to increase collaboration between AAAs and the OABHI. Least frequent referral sources are law 

enforcement/first responders (1%), Centers for Independent Living (<1%), and Options 

Counselors/ADRC (<1%), indicating a need for more targeted outreach about the OABHI and 

CCCs to these groups. The evaluation team plans to restructure response items in future 

reporting tools to collect more granular data about which specific community partner agencies 

attending MDT meetings are making the referral requests.  

The Specialists planned, sponsored, or conducted 484 workforce development training events to 

over 9,500 participants between April 2023 and March 2025. Top training topics included: 

Alzheimer’s disease and related dementias (28%), depression (27%), serious mental illness 

(24%), followed by social isolation and anxiety (both 22%). The Evaluation team added a new 

question about training topic preferences to the training evaluation survey to capture the 

workforce’s specific training needs. Future workforce training events put on by the Specialists 

should reflect the needs of Oregon’s behavioral health workforce. The training evaluation 

findings indicated that most training participants acquired a good or great deal of knowledge 

(74%) and that over 80% were pretty or extremely confident they would use the knowledge they 

gained from the training in their work. These findings might suggest that the OABHI’s 
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workforce development training events play a critical role in educating Oregon’s workforce on 

the latest topics related to behavioral health and aging.  

The findings also point to multiple systems-level needs where the impact of the OABHI is clear 

such as in workforce development and training, housing, and access to transportation. For 

instance, results from the CCC system-related issues category show that 14% reported a lack of 

or limited transportation. Transportation can be particularly challenging for older adults living 

with behavioral health needs in rural and remote communities, where options may be most 

limited. Among Oregon’s homelessness population, older adults are experiencing the fastest 

growth of any age cohort (Kushel, 2020; Superbeck, Greene, & Zapata, 2024). Behavioral health 

needs including mental illness and substance use disorders contribute to the growing housing 

related needs among older adults. These systems-level issues can be addressed by focusing on 

the opportunities for obtaining and maintaining housing for unhoused older adults and people 

living with physical disabilities, ensuring there are adequate incentives for recruitment to the 

aging and behavioral health field, and by filling the gaps in accessible transportation options. For 

more detail on program recommendations, see Other Exemplar Programs (pages 79-81).    
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Recommendations and Policy Options 
 

 Initiative-level recommendations: Accessibility and Outreach 

● Enhance outreach to communities whose historical engagement with the OABHI may be 

limited (e.g., faith communities, LTC facilities) by sharing information about the 

OABHI, and having regular presence at these locations.  

● Increase collaboration between organizations that provide culturally specific services to 

improve representation of consumers of color in CCCs. 

● Facilitate greater collaboration with key community partner agencies (AAA-ADRC, 

CMHP, APD) and other community partners (Veterans' Services) and inform them about 

the OABHI’s services to increase CCC referrals. 

● For additional recommendations on accessibility and outreach, please refer to the 

Evaluation team’s Collaboration and Coordination Tip Sheet. 

 Initiative-level recommendations: Breaking Down Silos 

● Supervisors of the Specialists should advocate for MOUs and other data sharing and 

confidentiality agreements between key partner agencies and the OABHI to better 

coordinate the work of the Specialists in supporting the behavioral health needs of older 

adults and people with disabilities.  

● Continue to maintain partnerships with coordinated care organizations (CCOs) across 

Oregon to ensure that Medicaid-funded behavioral health services are meeting the 

specific and unique needs of older adults.      

● Connect with local transportation services to advocate for and share information about 

the unique transportation needs of older adults, especially in rural and remote areas of 

Oregon. 

Initiative-level recommendations: Workforce Development and Health and Wellness Promotion 

and Behavioral Health Prevention 

● Ensure flexibility in the training options available to meet the varied needs of community 

partners 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 prevention and promotion events to 

reach more consumers and reduce stigma about behavioral health and aging. For 

example, incorporate group activities when discussing mental health topics with 

consumers. 

● Provide targeted Behavioral Health Services trainings in Long-Term Care Settings (e.g., 

assisted living, adult foster homes, residential care, nursing facilities) to increase 

knowledge of the direct care workforce. 

https://oregonbhi.org/wp-content/uploads/2024/12/Collaboration-and-coordination-tip-sheet.pdf
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● Collaborate with key community partners (AAA, APD, senior centers) to deliver more 

evidence based chronic disease self-management education (e.g., WRAP, PEARLS) to 

older adults.  

● Continue to provide quality workforce development trainings for a wide range of 

knowledge and skills levels to maintain high levels of participant knowledge and 

confidence (as measured by post-training assessments). Ensure that the content of 

trainings remains meaningful and relevant to the current workforce needs related to 

behavioral health and aging. 

Systems-level recommendations 

● 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 Oregon.  

● Provide support in obtaining and maintaining housing for unhoused older adults and 

people living with physical disabilities.  

● Address the gaps in accessible transportation options in both rural and urban communities 

across Oregon to ensure that older adults and people with physical disabilities are able to 

receive needed behavioral health services.  

● Develop the infrastructure to facilitate field placements for students and other 

professional trainees with organizations that offer direct experience working to address 

the specific and unique behavioral health needs of older adults.   

● Focus on developing deeper collaborations between the OABHI and the network of 

AAAs in Oregon, in particular the leadership of AAAs.        
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Other Exemplar Programs 
 

Program Name/Resource The Cross Cultural Health Care Program  

Population Served The program works as a bridge between ethnic minority 

communities and health institutions, helping ensure individuals and 

families can access quality health services that respect their cultural 

and language needs. The populations served include ethnic minority, 

immigrant, refugee, and limited-English proficiency communities. 

Scope National (through licensed partner organizations) and local (located 

in Seattle, Washington) offering training, consulting, and services to 

health care providers and human-service organizations across many 

U.S. States.  

Trainings include: medical interpreter training, cultural competency/ 

equity and inclusion training for organizations, “Connecting to 

Care” patient-navigator/ cultural-navigator training to help 

interpreters and staff support patients in navigating health-care 

systems.  

Intent To serve as a “bridge between communities and health care 

institutions,” increasing access to quality health care that is 

culturally and linguistically appropriate for diverse populations. 

CCHCP aims to reduce barriers for underserved populations, 

improve communication between patients and providers, increase 

cultural competence and equity within health and human services 

institutions, and ultimately advance systemic change toward 

inclusive health care. 

Recommendation addressed 

by this intervention 

Increase collaboration between organizations that provide culturally 

specific services to improve representation of consumers of color in 

CCCs. 

 

 

Program Name National Aging and Disability Transportation Center (NADTC)  

Population Served Older adults, people with disabilities, caregivers - especially those 

living in rural, remote or underserved areas. 

https://xculture.org/
https://www.nadtc.org/
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Scope Nationwide, providing technical assistance, training, outreach, 

information & referral services. Supports communities in planning 

and implementing accessible transportation services via federal 

transit grants. 

Intent To expand availability and accessibility of transportation options for 

older adults and people with disabilities; to reduce transportation 

barriers that limit access to medical care, behavioral health services, 

social services, and community participation. 

Recommendation addressed 

by this intervention 

Connect with local transportation services to advocate for and share 

information about the unique transportation needs of older adults, 

especially in rural and remote areas of Oregon. 

 

 

Program Name U.S. Department of Health & Human Services (HHS) - Center for 

Faith-Based and Neighborhood Partnerships (HHS Partnerships 

Center) 

Population Served Faith communities (churches, mosques, synagogues, tribal spiritual 

groups), community-based organizations, culturally specific 

providers, service providers that work with underserved or 

historically marginalized groups. 

Scope National program within HHS that collaborates with health systems, 

faith communities, and community-based organizations to promote 

health education, resource access, and community engagement. 

Activities include providing health-related presentations at faith 

community events, training faith leaders on behavioral health, aging 

and community supports.  

Intent To increase access to health information and services by partnership 

with trusted community and faith-based institutions, especially in 

communities that historically have had limited engagement with 

government initiatives. The aim is to reduce barriers to care, 

increase cultural responsiveness, and ensure that underserved 

populations receive accurate health information and support. 

Recommendation addressed 

by this intervention 

Enhance outreach to communities whose historical engagement with 

the OABHI may be limited (e.g., culturally specific providers, faith 

communities, LTC facilities) through the use of additional 

presentations, and regular presence at faith community events. 

 

https://www.hhs.gov/about/agencies/iea/faith/index.html
https://www.hhs.gov/about/agencies/iea/faith/index.html
https://www.hhs.gov/about/agencies/iea/faith/index.html
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Program Name HUD Continuum of Care (CoC) Program - Older Adult Housing 

Support  

Population Served Unhoused individuals including older adults, people with 

disabilities, and those with co-occurring behavioral health needs. 

Scope Nationwide coordinated housing and homelessness response 

administered through local CoC networks. Services include rapid 

rehousing, permanent supportive housing, coordinated entry, and 

outreach teams.  

Intent To reduce homelessness through stable, long-term housing with 

wraparound supports making it possible for behavioral health 

providers to consistently reach unhoused older adults and adults 

with disabilities. 

Recommendation addressed 

by this intervention 

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. 

 

 

  

https://www.hudexchange.info/programs/section-202/#:~:text=Senior%20housing%20through%20Section%20202,cooking%2C%20transportation%2C%20and%20others
https://www.hudexchange.info/programs/section-202/#:~:text=Senior%20housing%20through%20Section%20202,cooking%2C%20transportation%2C%20and%20others
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