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Executive Summary

In 2017, Multnomah County contracted with t he Human Services Research Institute

(HSRI) to conduct an analysis of the Cou n't y 0 sly fpndeld méntal health system.

The population of focus was individuals of all ages who rely on public funds for

mental health services. Our overarching intent for this project was to provide

Multnomah County with a comprehensive, data-driven understanding of the existing

mental health system that also examined the s
needs and existing resources. The ultimate goal is to support the County in ensuring a

21st century mental health system driven by quality and sciertific merit, efficient in

coordinating service and support provision across agencies, and focused on outcomes

leading to recovery with minimal barriers to access.

By many measures, the mental health system in Multhomah County aligns with the
principles of a good and modern system. It has an array of services and incorporates
evidence-based practices and services to support social determinants of health. Peer
support is widely incorporated throughout the service continuum, and trauma -
informed, culturally res ponsive approaches are widely embraced. There appear to be
strong efforts to ensure that services are provided in the least restrictive environment,
and in the community whenever possible. Through our community engagement
process, we encountered many talened and dedicated individualsd advocates,
providers, county staff, and administrators & who have committed themselves to
continuously improving the mental health system. These stakeholders are engaged in



many collaborative and
ongoing efforts to
continuously enhance the

Efforts are needed to explore the
disconnect between the systers

accessibility, equity, and aims é_md how the §ys_t(_am is
effectiveness of the system and | €Xperiencedby a significant number
its services and programs. of stakeholders

However, our community engagement processd which included interviews with 139
stakeholders and two community feedback sessions attended by approximately 159
individuals 0 revealed that many stakeholders, including service users and their family
members, do not experience the mental health system in this way. Additionally, our
analysis of available quantitative data found that that although community members
are accessing important services and supports, others who could benefit from these
services may not be accessing them. Finally, stakeholders were concerned about
whether and how entities within the system are working together and with the state to
produce desired outcomes. Efforts are needed to explore this disconnect between

s y s t aimstsd how the system is experienced by a significant number of
stakeholders. There are likely several factors that might explain this disconnect that
are discussed indepth in this report:

< The system is highly complex, with multiple layers of oversight and accountability
at local, regional, state, and federal levels. Because of this complexity, and because
funding for mental health services is limited, there are multiple pathways and
touchpoints in which service access and service denial occur, making system
navigation difficult, particularly for individuals with limited capacity to meet the
various requirements for service engagement, including individuals who are
homeless and those with co-occurring mental health and substance use issues

< Although there are progressive, innovative, and evidence based practices in the
County, stakeholders described many of these programs and services as in
insufficient supply and/or difficult to a ccess. In particular, stakeholders called for
enhancements to peer support and additional capacity for outreach and
engagement services and longterm community -basedservices tailored to meet
the complex and often co-occurring needs of specific populations.

< Additional, concerted action is needed to ensure integration of physical health and
mental health services. In particular, integration should be targeted at ensuring
that community members receive mental and physical health care in the settings
of their choice, which includes accessing mental health services in primary care
settings.

< The mental health workforced particularly those working in community -based
settingsd is overburdened and underpaid. Further, the workforce is not reflective
of the racial, ethnic, and cultural diversity of the service user population.

< Although the work of MHASD and other entities is informed by people with lived
experience, and althoughthe County supports peer services through multiple
avenues, stakeholders felt that even moe inclusion is needed.
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< There is a lack of clarity among stakeholders regarding which entity (or which
entity wearing which hat) bears responsibility for system accessservice quality,
and population health. Stakeholders are also unclear about whether andhow data,
contracting, and service arrangements are consistently used by the different
entities in the state and county to support the wellbeing of service user
populations.

We offer the three recommendations as high-priority recommendations.

1. Engage in on going dialogue with service users and their families and
other stakeholders to ensure a shared and actionable vision for the
mental health system . Our stakeholder engagement process reflected
widespread views that Multnomah County lacks a vision'i shared across all major
system stakeholdersi that can be translated into action.

2. Establish a director  -level lived experience leadership position. Based on
stakeholder interviews and best practice for state and county mental health
systems around the country, Multnomah County would benefit from having a
person who represents the perspective of lived experience at a leadership level.

3. Integrate and analyze data on funding and services to support system
improvements.  Conduct future analyses to understand how funding flows
through the mental health system and related systems, identify opportunities for
expanding capacity, provide clarity for stakeholders, and otherwise inform system
planning and improvements.

We also offer a longer series of recommendations that involve continuation of and
enhancementsto existing efforts of a variety of system stakeholders They include

recommendations related to:

Access Barriers
Data Sharing
Services for Children and Youth

Services for Persons with Complex
Needs

Co-Occurring Mental Health and
Substance Use Services

Homeless Services

Services for Justice-Involved
Persons

Peer Respite

Community Transitions and Crisis
Follow-Up

Health Equity and Cultural
Competence

Peer Support and Psychiatric
Rehabilitation Services

Supports for Caregvers and
Families of Adults with Mental
Health Needs

Services for Older Adults

Collaboration with the Intellectual
and Developmental Disabilit ies
System

Workforce Recruitment and
Retention

Physical and Behavioral Health
Integration
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This report represents one step in an ongoing and complex process of systems

improvement and transformation that has been underway for many years. It is not the

end of a process; instead, ités intended to s
conversation. Although the county faces considerable challenges, there are also

considerable resources her@ chiefly the skilled and passionate stakeholders deeply

committed to systems transformation who live and work in Multnomah County.
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Introduction and Background

T—

Pt

The Human Services Research Institute (HSRI) was contracted by Multhomah

County to conduct an analysis of the Countyos
intent for this project was to provide Multnomah County with a comprehensive, data -

driven understanding of the existing mental health system and to examine the

systemdbs alignment with community needs and e
is to support the County in ensuring a 21st century mental health system driven by

quality and scientific merit, efficient in coo rdinating service and support provision

across agencies, and focused on outcomes leading to recovery with minimal barriers

to access. Specific project aims were as follows:

< Aim 1 : Develop a detailed inventory of all mental health services provided by the
County and its community -partner contractors that includes service type,
populations served and capacity for culturally specific services, and funding
source.

< Aim 2 : Catalog connections (communication mechanisms, collaborations, and
handoffs) between each d the mental health services identified in Aim 1, and
between the Aim 1 services and adjacent systems and services.

< Aim 3 : Provide a detailed picture of how funding and reimbursement
mechanisms flow through County systems, with a focus on state and county
general revenues and federal Medicaid dollars.



< Aim 4 : Identify gaps between community need and existing mental health
services, including services that are not available at all or not accessible to certain
populations because of geography, language, finanmg, or other barriers .

Our Approach

To explore the study aims, we used threeresearchmethods: a review and synthesis of
existing documents, reviews, and reports; a quantitative examination of aggregated
service use and budget data obtained from local enities; and qualitative analysis of
in-depth interviews with 139 stakeholders representing a range of perspectives,
including people with lived experience of the mental health system and their family
members. We also incorporated data from two community lis tening sessions attended
by 159 individuals and additional community feedback gathered online.

HSRI 6s wor k is r oot edgobodand3naddid Behavigrallvedlth i on of &
system! that focuses on the health and wellbeing of the whole population to prevent

mental health problems before they occur, identify and intervene early when issues

are present, and provide persorncentered, trauma-informed, culturally responsive,

and recovery-oriented services and supports to those with mental healthi related

needs.Our work involves espousal ofthefin ot hi ng aboutmantraofthé t hout
consumer/survivor/ex -patient movement,2 which holds that behavioral health

systems should be continuously and significantly informed and driven by people who

use those servicesWe also bring apopulation health lens to our work, to understand

mental health needs in the context of policies and interventions that come to bear on

the outcomes of the entire population.34 A well-functioning system attends not only to

the intensive needs of children, youth, and adults with serious mental health

conditions but also to the outpatient and community -based service and support needs

of individuals, and, critically, to the social and emotional well -being of the majority of

the population who have not been diagnosed with a mental health conditiond

especially children, youth, and young adults. Finally, this project is informed by the

social determinants of health , whicharefit he soci al factors and phy
the environment in which p eople are born, live, learn, play, work, and age® These

social determinants have a significant bearing on the wellbeingd including mental

healthd of populations. Therefore, a good and modern behavioral health system

incorporates a continuum of social support services that includes employment,

housing, and self-help alongside clinical treatment.

Project Scope

In this report fmental health serviceso are t
wellness, b) prevent or reduce the severity or incidence of nental health problems,

and/or c) address existing mental health -related needs through treatment and

support. Mental health services funded through private insurance or delivered

through the veteransd health syst Substamcee not ¢
use services and program®r egar dl ess of h 6 aenoticavgrédine f i nanc
depth, although services specifically designed to support individuals with co-

HSRI Multnomah County Mental Health System Analysis, Draft Final Report



occurring substance use and mental health needs are discussedi Be havi or al healf
refers to both mental health and substance use servies.

The populations of focus include individuals of all ages who receive mental health

services through the publicly funded mental health system. This includes Medicaid-

funded individuals who receive mental health services through the physical health

system or within schools, and those who receive mental health services through the

criminal justice system. It also includes people who are uninsured or underinsured

who rely on the public health system to accesssupport. The population of focus does

not include veterans or military service members who receive services through the
veteransod health system. I't also does not i nc
disorder, a brain injury, or an intellectual or developmental disability who do not have

a co-occurring mental health problem.

Strengths and Limitations

As with any project of this kind, our approach comes with strengths and limitations.
Although we incorporated rigorous qualitative methods to explore stakeholder
experiences with the mental health system, we still only spoke with a small proportion
off the thousands of Multnomah County residents who have mental health-related
needs. As is clear from the demographic information we present here, the Multnomah
County service user population is incredibly diverse, and we cannot claim to fully
represent the full range of their views and experiences, or those of their loved ones.

There were also limitations associated with the quantitative data that was available
for this analysis. Because of time and resource constraints, detailed analysis of service
claims and utilization data and participant -level outcomes were beyond the scope of
this project. Rather, we relied on aggregated data provided by Multhomah County
(the Multnomah County Mental Health and Addictions Service Division and Health
Department), Health Share, Oregon State Hospital, and other entities during the
study period. Relying on available aggregated datai and time and resource
constraints i made it difficult to fully chart how funding and reimbursement
mechanisms flow through different County systems, and to conduct a detailed
analysis of utilization of specific service types. A more rigorous and comprehensive
analysis of quantitative data to more fully examine person-, family -, and systemlevel
outcomes would also add to the work presented here and should be considered for
future assessments.

In addition to its limitations, this project has unique strengths. Our community
engagement strategies crated multiple avenues for feedback, including in-person
visits, telephone conversations, email feedback over a threemonth period. This
approach enabled us to incorporate a wide range of stakeholder perspectives. We
augmented these qualitative data with information from a range of sources, including
past reports and quantitative data, to provide as nuanced a picture possible of the
mental health system.

More detail on our analytic methods and data sources can be found in theBackground
and Methods section.
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Organization of the Publicly Funded Mental
Health System in Multhomah County

In the state of Oregon, many publicly funded health and social services areorganized
at the county or regional level. These include mental health and substance use
services and programs, public health, community justice, and housing. Although these
systems aremanaged and operatedlocally, they are funded by a range of sources,
many of which derive from the state of Oregon and the federal government. Each of
these funding streams come with its own set of regulations and limitations, resulting

in highly complex systems. When examining mental health and related systems in
Multnomah County, this complexity quickly becomes evident.

This section describes the structure of the mertal health system in Multhomah
County, along with its relationship to other related health and social servicesystems.
Figure 1 provides one view into how publicly funded mental health services are
organized in Multnomah County. The figure depicts the system as havirg three levels
(each of these levels are discussed further in the sections that follow)

1. Funding Sources that support all aspects of the system, including
administrative costs and direct services.

2. Entities that administer the funding sources by managing the costs,
utilization, and quality of mental health services .



3. Mental Health  Services delivered in a range of settingsto populations with
different levels of need.

The arrows represent how dollars from the three primary funding sources flowsto
mental health services viathe two primary entities that have authority and
responsibility for managing and overseeing those services

Figure 1

Thepublicly fundedmental health system in Multnomah County iénanced by a
combination of local, state, and federal dtdrs andwhich flows throughHealth
Share tomanagingentities, physical health plansand MHASDwhich administer a
range ofservices

Funding -
SRR Medicaid (Oregon Health Plan)

!

CCO (Health Share of Oregon)

Medicaf.ds
Multnomah County Mental Health
Physical Health Plans (CareOregon, and Addiction Services Division
Kaiser Permanente, Providence) (MHASD)

Entities

Emergency Services Specialty Mental Health

Outpatient Services

Mental BT e I U5 28 Outpatient Clinic Services State

Health in i
A T ) Assertive Community Treatment Hospital

Primary Department
Health (including Unity) Case Management
Settings

Supported Housing and

o . Employment
Crisis Services

Residential Services ixi
Mental Crisis Call Center Additional

Heal_th . Inpatient and Sub-Acute Crisis and
Services Project Respond Hospitalization Wraparound

Urgent Walk-In Clinic Forensic and State Hospital e

Crisis Respite Diversion Services

Crisis Assessment and Involuntary Commitment

Treatment Center (CATC) Provided directly by MHASD:
Emergency Psychiatric EASA, Wraparound, Early
Holds Childhood Intervention, Care
Coordination for Children and
Families, School-Based Services

Involuntary Commitment

Acronyms: CCO Coordinated Care Organization, EA8Aarly Assessment and Support Alliance

Notes: For simplicity,Figure 1 includes onlypubliclyfunded mental health services adminigred through
Health Shareor MHASDIt also does not include services that are funded through other payers such as
Medicare and the Veterans Administratigrwhich are administered at the fedral level This figure does not
include services for individuals with mental health needs that are administered througther agencies,
including Corrections Health, the Department of Community Justice, the Department of County Human

Services, the JoinDf f i ce of Homel ess Services, the Multnomah

police departments in the County. The figure does not represent that the Oregon Health Plan directly funds
services for a small number of Medicaid enrollees who are nagsigned to a CCO. Figure 1 does not include
substance use disorder treatment services, which are also primarily organized through MHASD.
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Health Shareand MHASD

At the state level, the Oregon Health Authority
(OHA) is responsible f
program, which is called the Oregon Health
Plan. In Multhomah County, Medicaid

funding for mental health services flows

through Health Share of Oregon (referred to

in this report as Health Share), t he r e
coordinated care organization (CCO).

Created in 2012 as part of a largescale service
delivery reform, CCOs oversee management of
the physical health, behavioral health, and
dental benefits for people on Medicaid in 15
regions throughout the state.2 In 2012,
Multnomah County joined with Clackamas

and Washington counties and six regional
healthcare systems to form Health Share, the
regi on dHealticEha&e delegates
managed care functions and health care risk
to physical, behavioral health, and dental
plans, which are sometimes referred to as
Ari clkepad ng ent RAHESkearo
financial responsibility for quality, cost, and
outcomes for the Medicaid population.

Oregon Health Authority is currently
embarking on ACCO 2.0,
groundwork for the next contracting period

for CCOs,which begins in January 2020.

|l ssues related to the
relationship with Health Share are discussed
in the Findings sectic
Concerns about the Organization of Current
Systems. 0

Using Medicaid funds, Health Share oversees
physical health plans (Care Oregon, Kaiser
Permanente, and Providence) that pay directly
for outpatient mental health services delivered
in physical health care settings (additional

Key Terms

In this report, specialty
mental health system

refers to a continuum of
mental health services
spanning early intervention
and care coordination to
intensive outpatient and
residential, and inpatient
treatment for children, youth,
and adults with significant
mental health-related needs.

Health Share the regionbs

CCO,delegates management
of physical health, behavioral
health, and dental benefits for
people on Medicaid. Health
Share contracts with MHASD
to manage Medicaid-funded
specialty mental health
services in Multhomah

County.

ay t
A risk accepting entity or
RAE bears financial
responsibility for the service SDO s
quality and cost and health
outcomes of the entire | der

Medicaid populatio n. For
Medicaid members in
Multnomah County , MHASD
is the behavioral health RAE.

1 Prior to 2018, a second CCO, FamilyCare, also operated in Multhomah Cgulnt February 2018,
the CCO FamilyCare closed its doors, and its approximately 60,000 members were transferred to
Health Share, which is now the sole CCO in the County, bringing the average monthly

membership to approximately 170,000.

2 https://www.oregon.gov/oha/HSD/OHP/Pages/CoordinateeCareOrganizations.aspx

10
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det ai |l about these s e Mentalddealth SeraigesirbPéysiab und und e
Health Care Settingsoin the Findings: System Strengths and Challenges section).

Health Share physical health plans also pay directly for mental health-related

transportation (emergency and non-emergency) and mental health-related hospital

emergency department services for people with Medicaid (additional detail about

these services can be foundundei Cr i si' s Services andnCtheis Al
Findings: System Strengths and Challenges section).

Through a partnership with Health Share, the Multnomah County Mental Health and
Addiction Services Division (MHASD) manages most other Medicaid -funded mental
health services. Under this arrangement, MHASD acts as the behavioral health RAE
for Health Share. MHASD has multiple roles and functions in t he publicly funded
mental health system (see sidebar on the following page).In addition to managing the
specialty mental health system for individuals on Medicaid, MHASD also oversees
and manages specialty mental health services for people who are uninsued or
underinsured. Specialty mental health servicesinclude inpatient and sub -acute
hospitalizations, outpatient clinic services, residential services, early intervention,
case management, care coordination, schoolbased mental health services, Assertive
Community Treatment (ACT), and supported housing and employment. MHASD also
oversees crisis services for the whole Multnomah County population (regardless of
insurance type).

MHASDO6s aims are as foll ows:

€ to enhance and maintain high -quality, accessible and culturally
appropriate systems of care for children, youth, and adults with mental
illnesses and emotional and addictive disorders. Through consumer -
driven, culturally responsive and evidence -based practices, MHASD
serves all county residents as a public safety net, regardless of their
insurance, income or cultural experience. The division prioritizes
services that are culturally appropriate and supported by peers with
lived experience.8

In addition to its partnership with Health Share, MHASD partners with several other

entities in the state and county. These include partnerships related to health care,
housing, public safety, childrends services,
the form of jointly funded efforts, formal and informal work group s and committees,

and formal and informal relationships that facilitate communication and coordination

across sectors. These partnerships and collaborations are discussed in greater depth

in the sections that follow.

In 2016, through a partnership called He alth Share Pathways, Multnomah County
joined with Clackamas and Washington counties to share risk and utilization
management, as well as to strategically plan behavioral health systems and services in
the tri -county area. Because this reportis focused on Multhomah County, the Health

11
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Share Pathways partnership is not discussed
in depth. MHASD also overseesand manages
substance use disorder servicesalthough
because of theproject® scope these services
are not explored in this report .

Outside of MHASD, the Oregon State Hospital
and some additional crisis and Wraparound
services are funded directly through the state
and not overseen byHealth Share physical
health plans or MHASD. A number of other
County agencies offer mental health or mental
health-related services, including Corrections
Health, the Department of Community

Justice, the Department of County Human
Services, the Joint Office of Homeless
Services, the Mul tnome
Office, and local police departments in the
County. These services are discussed
throughout the repor t.

Funding Sourcesand
Services

Publicly funded mental health services in
Multnomah County are primarily financed
through a combination of Medicaid, county,
and state funds. Additional funding sources
include federal, state and local grants for
specialty or pilot programs. This report does
not include detailed discussion of other
federal public insurance payers (e.qg.,
Medicare, Veterans benefits).

MHASDOG s seomepmmimagly from three
sources: Medicaid funds (which flow through
Health Share and are managed by MHASD),
state funds, and county funds. Other revenues,
which comprise 2% of the total, include grants
from local public schools, the city of Portland,
and the federal government.

Figure 2 depicts the distribution of Medicaid,
state, and county revenue sources for the
$93.4 million in expenditures on publicly
funded mental health servicesfunded and
managed by MHASD in FY18.

MHASD Roles

MHASD performs multiple
roles when it comes to mental
health:

< Contracting for a range of
services for individuals on
Medicaid and for
individuals who are
uninsured or
underinsured

< Performing regulatory
functions delegated by the
state (as the Local Mental
Health Authority)

< As the behavioral health
RAE, managing the
Medicaid -funded mental
health services for Health
Share

< Providing direct clinical
services, including early
childhood prevention and
treatment services,
school-based mental
health services, programs
for young people
experiencing psychosis,
and care coordination for
children and families

< Managing the crisis
service system for the
whole population,
regardless of insurance

type
< Overseeing substance use

services (not discussed in
depth in this report)

HSRI Multnomah County Mental Health System Analysis, Draft Final Report



Figure2
MHASDfunded and managed mental health services in Multhomah County are
primarily funded through a combination dMedicaid state, and county revenue.

Other Fund
2.1%

State Funds
27.3%

Medicaid
56.4%

Source: Health Department Budgefiscal year18 and Health Share Pathways Budget, calendar year 2017

Note: This figure doesot include services for individuals with mental health needs that are administered

through other agencies, including the Department of Community Justice, the Department of County Human

Services, the Joint Office of Homeless Services, Corrections Hedltth e Mul t nomah County Sherr
and local police departments in the County. Detailed, comparable budget information was not available for

these services. Figur@ does not include substance use services, nor does it include Medicdichded mental

health related services paid directly by Health Share through its physical health gan

In addition to the funding displayed in Figure 2, Health Share physical health plans

paid a total of $5.6 million in mental health -related claims in FY17. These include

$3.7 million in mental health outpatient claims delivered in physical health settings,

$1.5 million for mental health -related emergency department visits, and

approximately $330,000 for mental health -related emergency transport.2 These

services are discused in more detail later in the report (outpatient mental health

services delivered in primary care settings ¢

and Behavioral Heal th Services, 0 and emer genc
transportation Cariesidi Seuwvsecsi mnfd Crisis Al t.

Table 1 presents the range ofspecialty mental health services financed and managed
by MHASD, along with service costsand funding sources. In Table 1.

< County funds refer primarily to county general fund revenue.

< State funding includes state general fund revenue as well asSAMHSA mental
health block grant funding and other federal funding administered as state
grants through the Oregon Health Authority .

31n FY2017, approximately $23 million was spent on neemergency medical transportation
(NEMT) for Health Share members. Because NEMT events are not easily categorized by
diagnosis, we were unabl¢o identify mental healthspecific NEMT events for this analysis.
(substance userelated events are not included in the data we analyzed for this study.
13
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< Other funds come from a range of sources, including grantsfrom local cities,
fee-for-service reimbursement from private insurance, and funding from local

school districts.

Not ably, Table 1 doesndét include the $17.5 mi
and prevention and other services* which are outside the scope of this report, nor

does it include the approximately $13.9 million in administrative costs, which include

administration and operations for MHASD and the Medicaid insurance plan, medical

records, and mental health quality management and protective services.

4 Other services include the Family Involvement Team and the Law Enforcement Assisted Diversion

(LEAD)rogram
14
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Tablel
MHASD funds and manages a range of mental health servicas FY17,about half of its

approximately $3.4 million in mental health spendingwas dedicated to residential,
outpatient, and crisis services.

i
®
2
3
b=

Service

Residential Servicedor 644 beds, including Secure $13,829,881 8% 89% 1% 2%
Residential Treatment Facilities, Residential Treatment

Homes, Adult Foster Care Homes, supported housing, and

Transitional Housing

SpecialtyServicesfor Adultsincluding Assertive Community  $11,766,460 0 0 100% 0
Treatment (ACT), Intensive Case Management, and

supported employment.

Outpatient Mental Health Services for Children and Adults  $22,017,490 0 0 100% 0
spanning a continuum of emergent, urgent, and routine

levels of care.

Inpatient Servicesincluding hospitalization and a small $5,599,975 0 0 100% 0
amount of subacute inpatient services for adults and

children

Crisis Servicesncluding a hotline, mobile crisis outreach, $10,219,297 30% 32% 38% 0

and a walkin clinic. Crisis servies are available 24hours

per day to all, regardless of insurance

Wraparoundand Intensive Care Coordination that follows $4,412,745 1% 15% 85% 0
System of Care principles and values for children in need c

intensive mental health services

Commitment Servicesncluding Emergency Psychiatric $4,212,279 30% 70% 0 0
Holds, Involuntary Commitment Program, Commitment

Monitors, and State Hospital Waitlist Reduction Program

CommunityBased Child and Family Servicespanning a $3,908,516 41% 10% 39% 10%
continuum of prevention, early intervention, and treatment.
SchoolBased Servicesielivered by mental health $3,575,208 45% 35% 0 20%

professionals in school settings as well as mental health

consultation for children, parents, and school staff

Coordinated Diversiorin the Community Court, Mental $3,026,921 19% 69% 0 13%
Health Court, and Forensic Diversion programs to divert

individuals from the jails to the community

Crisis Assessment and Treatment Center (CAT&)6-bed $2,996,267 21% 0 79% 0
shortterm alternative to inpatient hospitalization.
Adult Mental Health Initiative AMH), which diverts $2,843,755 0 73% 27% 0

individuals from Oregon State Hospital and coordinates

services to move individuals to the least restrictive setting

Early Assessment and Support Alliance (EAS#)d early $1,674,450 0 80% 12% 8%
psychosis intervention program for ages 25 involving

treatment, and education, employment, and family support

Culturally SpecifidQutpatientServicesfor adults from five $1,618,420 100% 0 0 0
underserved communities who do not have insurance or

would otherwise be unable to access these services

Treatment and Medication for the Uninsurethrough the $1,319,766 100% 0 0 0
Multnomah Treatment Fund (MTF) for individuals without

financial resouces

Other servicesncluding Mental Health First Aid, PedRun $369,021 100% 0 0 0
Supported Employment Center, and Domestic Violence

Related Services

Source: Health Department Budget, F8land Health Share Pathways Budget calendgear 2017
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Demographic Characteristics of Mental Health
Service User Populations

Demographic information for different mental health service populations is detailed
in Table 2, on the following page. These populations include:

< 1,284 people without insuranc e or who are underinsured who received specialty
mental health services through MHASD in FY17. This includes individuals
covered by Medicare who have insurance gaps.

< 19,774 people on Medicaid who received specialty mental health services funded
and managed by MHASD in FY17.

< 11,829 people on Medicaid who received outpatient mental health services in
physical health care settings in FY17. These services were funded by Medicaid
and paid directly by Health Share physical health plans without MHASD
involvement.

< All 158,823 individuals enrolled in Medicaid as Health Share members in FY17.
< The entire Multhomah County population drawn from 2016 census data.

In total, over 38,000 individuals are served annually through services offered by
MHASD, and its crisis services system has approximately 80,000 contacts per year.
However, detailed demographic information for this full population was unavailable
for this analysis

While age of individuals who received Medicaid-funded specialty mental health
services mirrored the population age, individuals who were uninsured and those
receiving outpatient mental health services in physical health care settings were more
likely to be adults. The gender of specialty mental health service users was roughly the
same as theMedicaid and general populations, but a higher proportion of women
(62%) made up the population of individuals who received Medicaid outpatient

mental health services in primary health care settings.

African Americans are overrepresented in the publicly funded mental health system
(between 11 and 16% of publicly funded mental health service users are African
American) compared to the general population (6%), but they are not over-
represented compared to the overall Medicaid population (13%). Compared to the
Medicaid and general populations, Asians and those with Hispanic ethnicity are
somewhat underrepresented. Those whose preferred language is other than English
are also underrepresented in all publicly funded mental health service user
populations compared to the Medicaid and general populations. Issues related to
race, ethnicity, language, and culture are explored in greater depth in the Findings
section of this report, under ACulture and Discrimination . 0
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Table2
Number and characteristics of individuals receivingublicly funded mental health
services Medicaid enrollees, and the general populatiom Multhomah County, FY17

Specialty MH Medicaid Medicaid AllHealth Multnomah
Services- Specialty MH  Outpatient Share County general
People Who Services MH Services (Medicaid) population
Are (N=19,774) in Physical Enrollees (N=807,555)
Uninsured or Health Care (N=158,823)
Underinsured (N=11,829)
(N=1,284)
n % %
Age
Under 18 116 9% 3,983 20% 1,186 10% 49,753 31% 155,858 19%
18 to 64 1,034 81% 15,012 76% 9,762 83% 97,477 61% 549,945 68%
65 & older 134 10% 779 4% 881 7% 11,593 7% 101,752 13%
Gender
Female 633 49% 10,286 52% 7,339 62% 82,398 52% 407,008 50%
Male 651 51% 9,488 48% 4,490 38% 76,425 48% 400,547 50%
Preferred Language
Other than 48 6% 2,022 10% 985 8% 31,304 20% 170,394 21%
English
Race/Ethnicity
Caucasian 421 71% 9,391 71% 6,006 73% 60,496 59% 646,044 80%
Black or African 97 16% 1,867 14% 870 11% 13,602 13% 46,838 6%
American
Hispanic 55 9% 982 7% 568 7% 11,921 12% 92,061 11%
Asian 13 2% 742 6% 491 6% 11,490 11% 60,567 8%

American Indian 6 1% 302 2% 124 2% 1,634 2% 12,113 2%
or Alaska Native

Sources: Multnomah County, Health Share, and U.S. Census V2017 Estimates

Notes: Reliable information about individuals who identify as transgder, nonbinary, or another gender identity were
not available for this analysis. Preferred language other than English for the Multnomah County General Population is
based on the population over 5 years of age reporting language other than English spoehome. Language data

were missing for 490uninsured/underinsured individualsand 153 individuals who received outpatient mental health
services in physical health settingsRace and ethnicity data were missing for 69@ninsured/underinsured individuals
6,490 Medicaid specialty mental health service usernrollees, 3,610individuals who received outpatient mental

health services in physical health care settingsnd 57,075 Health Share members
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| Findings:System Strengths& Challenges

>

Our findings are organized based on a thematic framework that originated with the
study aims and was continuously revised and amended by HSRI researchers
throughout the data gathering and analytic process (for more information about our
analytic methods, seeBackground and Methods). Figure 3 presents this framework,
providing an at-a-glance picture of the major themes discussed in this section.

When possible, we present qualitative data alongside quantitative information to
corroborate stakeholder claims or provide greater clarity. The perspectives here are
shown to represent the range of stakeholder experiences and opinions that were
expressed to HSRI researchers during the study.

As previously mentioned, we use the descripti
health service system, articulated in the seminal 2011 paper from the Substance

Abuse and Mental Health Services Administration (SAMHSA) as a framework for
assessing need and system gaps. A fAgood and
follows:®

€éa moder n meand addictidm seavicet system provides a continuum
of effective treatment and support services that span healthcare, employment,
housing and educational sectors. Integration of primary care and behavioral
health are essential. As a core component of public health service provision, a
modern addiction and mental health service system is accountable, organized,
controls costs and improves quality, is accessible, equitable, and effective.



Figure3
Our thematic framework originated with study aims and was shap¢hroughout
the data gathering and analytic process

Access and Coordination Services for Children and Youth

Services for People with
Complex Needs, including
Homelessness, C&ccurring
Substance Use Issues, and
Justice Involvement

Crisis Services and Crisis
Alternatives

Peer Support, PeeRun
Organizations, and Other
Psychiatric Rehabilitation
Services

Culture and Discrimination

Support and Information for

Families and Caregivers Services for Older Adults

Mental Health and Intellectual Hiring and Retaining a

and Developmental Disabilities Qualified, Competence
Systems Workforce

Integration of Physical and Stakeholder Perceptions of
Behavioral Health Services State and County Systems

By many measures, the mental health system in Multhomah County aligns with that
definition . It has an array of services and incorporates evidencebased practices and
services to support social determinants of health. Peer support isincorporated
throughout the service continuum, and trauma -informed, culturally responsive
approaches are widely embraced.There appear to be strong efforts to ensure that
services are provided in the least restrictive environment, and in the community
whenever possible. Through our community engagement process, we encountered
many talented and dedicated individuals & advocates, providers, county staff, and
administrators & who have committed themselves to continuously improving the
mental health system. These stakeholders are engaged in a number of collaborative
and ongoing processes to continuously enhance the accessibility, equity, and
effectiveness of the system and its services and programs.
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However, our community engagement processalso revealed that many stakeholders,
including service users and their family members, do not necessarily experience the
system as g o oAdlditianally, ounandlgsis of available quantitative data
found that that although communit y members are accessing important services and
supports, others who could benefit from these services may not be accessing them.
Finally, stakeholders were concernedabout whether and how entities within the
system are working together and with the state to produce desired outcomes These
issues are discussed in depththroughout this section of the report .

Access and Coordination

Issues related to access and coordination were frequently mentioned by stakeholders
in interviews and listening sessions. Theseincluded issuesrelated to access to
information and navigating service pathways, other access barriers, and data sharing
practices employed to enhance care coordination activities.

Access to Informatiorand Service Pathways

In community listening sessions, stakeholders envisioned a system with multiple

access points and Ano wrong door o that connec

their communities. They spoke of a need for
with complex needs can get connected to a rage of resources, rather than being
required to seek out disparate services from multiple systems. In some respects, the
Countyds Ment al Slsaesignedto péréotmlthis@action byrserving as
a central hub for access to information and treatment referrals as well as a crisis
support resource (the same number connects callers to the crisis line and the Urgent
Walk-In Clinic). In addition to the Mental Health Call Center, n umerous service
directories are available to Multhomah County residents to locate and access mental
health services. These include the Health ShareMental Health and Substance Use
Provider Directory ¢ and resource guides developed by the Portland Police Bureau.
NAMI Multnomah has developed multiple resources, including a Mult nomah County
resource guide and a toolkit to support families navigating the mental health system
for children and youth in the Portland Metro area. 8 NAMI Oregon operates a
Resource Helpline that offers information on local resources throughout the state. °

Stakeholders have described and provided us with multiple resources, including the
service directories and guides for system navigationnoted above, but it appears that
many in the community are unaware of these resourcesand/or do not consider them
adequate to meet the needs of the community. In interviews and community listening

5503-988-4888; https://multco.us/mhas/webform/contact -us

6 https://healthshare -bhplan-directory.com/

7 https://www.portlandoregon.gov/police/63941

8 The guide and toolkit, along with other local mental health resources, can be found on the DIY
Advocacy Center website dtttps://diyadvocacycenter.com/familyresources/. Additional
resources may be accessd through the NAMI Multhomah website at
http://namimultnomah.org/

9 https://namior.org/resources/community-resources/; the Helpline number is800-343-6264 or
503-230-8009
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sessions, manystakeholders noted that service users, social service providers,

educators, and evensome mental health providers lack information about the full

range of services and supports that exist within the system. The complexity of the
systemappears to contribut ed taos tdhdess fa npf eorrcneait vi eod
resources about services

One of the most common Stakeholders with extensive

themes in stakeholder experience of the system said that

interviews and community accessing services was...

Iisteljing sessions was a lack of < Like trying to open a locked door that

predictable pathways for requires a Osnedcret combi nat
individuals to access services.

Stakeholders with extensive < Succes,sf ul only f or t hOS? \
experience navigating the SsCO0O p (0] a b out Wh at | S av al I Q
system for themselves and < A Odmaze with no rout

others variously described the
process of accessing services as follows:

< Liketryingtoopena | ocked door that requires a fAsec
different for different types of people

< Successful only for those with an Ainside
< A fimaze with no route outo
< Requiringcaamplsenpefrl ow chart o

Based on interviews with stakeholders and feedback from community listening
sessions, &cess issues seemed to be most pronounced for outpatient and community
based services Services for individuals & particularly adults & experiencing acute crises
seemedrelatively easy to identify and access(these services are describedater in
Findings, under the heading of ACrisis Services and Crisis Alternatives).

Stakeholders pointed out that many - ] ]
individuals 8 and particularly those with @6n tenacious. | will speak up

complex needsd are multi -system for myself. But there are so
involved and face the daunting task of many people who dod have
navigating multiple systems, not just the these skillsd

mental health system. While some care
coordination services are available to
support individuals and families in this process (these resources are discussed in

other sections of the report), they appear to be in limited supply and are themselves

only available to individuals whodéve already
stakeholders were concerned thatindividuals with more limited self  -advocacy

skills are less likely to successfu  lly navigate the  system because of its

complexity . For example, a service user who described a complex scenario they had

to navigate to receive medication management
speak up for myself. But there are so many peoplewvmo dondét have these sk
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Other Barriers to Access

Stakeholders noted other issues that resulted in access barriers for individuals with
mental health-related needs namely barriers for persons with physical disabilities
and for individuals who are not insured by Medicaid.

In community listening sessions and interviews, stakeholders with both physical
limitations (including physical disabilities) and mental health needs described access
barriers that have resulted in an additional layer of limited acce ss to mental health
services Thesebarriers included challenges with using public transportation,
unreliable medical transportation, and service locations that are not wheelchair -
accessible.

Individuals without Medicaid who relied on public funding for s ervices seemed to
have particularly challenging experiences accessing the range of mental health
services in thecounty. As noted above, MHASD offers some services for individuals
who are uninsured or who have limited insurance coverage. These include the
Multnomah Treatment Fund, Culturally Specific Services, Crisis Services, and jail and
hospital diversion services. However, these serviceshave limited funding and
capacity. One provider stakeholder noted that oftentimes, people with Medicare are
grouped with uninsured clients by community providers. This is a particular concern
given the limited funds available to fund services for people who are uninsured,
including people who are undocumented.

Although grouping individuals with Medicare 0 a federal insurance programd with
those who are uninsured can be problematicwhen funds are limited, stakeholders
also described access barriers for persons on Medicare. As a federal insurance
program with federally regulated policies, Medicare reimburses a much more limited
array of mental health services. Stakeholdersd including service users with Medicare
0 noted that Medicare-funded individuals are not able to access mental health
services that they saw as important for their wellness.

Data Sharing to Improve Clinical Car

In Oregon and nationally, mental health is behind the curve when it comes to the use
of data sharing to improve clinical care.1011The causes of this dynamic are manifold
and include the fact that mental health providers have been excluded from national
incentive programs that promote the widespread use of health information
exchanges, and because of privacy regulations such as 42 CFR part, @hich places
restrictions on all data related to substance use disorder treatment. We observed
multiple local initi atives to reverse these trends, and in general, stakeholders we
interviewed recognized the importance of using technology to improve mental health
system performance. Several stakeholders positively endorsed the Emergency
Department Information Exchange (E DIE) system, a real-time data platform that
provides notifications related to emergency department use. Health Share is also
extending PreManaged an extension of EDIE that allows data sharing in community
settingsd to providers in Multnomah County. The Unity Center has access to both
EDIE and PreManage, and many stakeholders described this as a system strength.
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There seemed to be consensus among provider stakeholders that EDIE and
PreManage serve as important resources to providers throughout the state and ca
lead to improved communication and collaboration if used to their potential.

Stakeholders noted that County Corrections
although Il inking in the criminal justice syst
Similar ly, stakeholders noted that linkages to child-serving agencies including child

welfare and education systems would enhance data sharing and support coordinated

care for children and youth.

Beyond the system of mental health ) )

providers, stakeholders described Stakehplders V\_’e interviewed

initiatives and needs for data sharing recogmzed themportance of

across systems including between using technologyto improve

mental health providers and first mental health system

responders, housing providers, and the performance

criminal justice system.

One stakeholder representing first responders noted that, currently, data from fir st

responders goes out to clinical providers, but there is relatively little data coming back

to first responders. Similarly, stakeholders from the jails described current data -

sharing practwbhgesehat aoifehégenidhejusticesystent h dat a

(which is often public information) are shared out with community providers , but
data from the mental health system are not accessible by jail staff. Across the justice
system, a new initiative called SCOPE is being planned to support data sharing, wich
is a need that was identified by multiple stakeholders in the criminal justice system.
Because the County manages Corrections Health, their electronic medical record is
integrated with county clinics, which is also a positive aspect of the system.

Sewral stakeholders endorsed the activities of local providers such as Central City
Concern and Cascadia that have used data within their agencies in innovative ways to
coordinate and improve care. However, these two agencie$ two of the largest in the
countyd are not part of the EPIC electronic health record system, which is used by
physical health providers and some other mental health service providers in the state.

Services for Children and Youth

MHASD oversees a comprehensive continuum of services for chidren and youth and

serves over 11,000 children and youth each year in clinics, homes, schools, and the

community. In FY17, 4,179 of these children and youth(ages 3-20) received

community -based mental health services, and 75% demonstrated improvements in

their global distress scorel? over the year? In our analysis, we identified many

outstanding programs that appear to be effective in supporting the social and

emotional wellbeing of children and youth in Multhnomah County. Leadership from

MHASD participate s in numerous initiatives designed to support children, youth, and
families. These include the regional advisory

10 The global distress score is calculated by averaging all items on the ACORN, a shortegmbirt
survey administered to all specialtpehavioral health service users.
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Care, the Student Threat Assessment Team within the Multnomah Education Service
District and Portland Pu blic Schools, and an MOU Group that involves partnerships
across 45 schools in the county to improve the capacity to support children with
behavioral health needs. MHASD reports that it has increased screening efforts and,
resultingly, increased service use for children of all age groups since 201513
Stakeholders also noted the OPALK system as being a positive step for the county,
enabling child psychiatrists to consult with pediatricians and primary care providers
around the state. (The newly funded OPAL-A initiative is a similar system for adults .)

Despite a range ofinitiatives and programs to support families, and despi te MHASLE
service enhancements,stakeholders voiced a perception that the overall amount and

guality of mental health services for children and youth statewide have declined in

recent years.Reasons for these challenges are complex, and many likely originate

with state and federal policy (some of these issues are further discussed in a later

section AStakehol der CancemneofalCautr emhe SPisg @
Stakeholders representing services for children and youth noted that, in general, state

initiatives related to integration and systems improvements have prioritized physical

health services for adults and failed to focus on sygems that serve children and youth

with mental health i related needs. They noted that funding streams have not been

sufficiently braided according to best practice for systems of care governance, and

families still experience significant barriers in navigat ing these systems.

Preventive and Communitdased Services for Children and Youth

Stakeholders endorsed the critical importanceof Aupstreamd services t ha
support children, youth, and families before they reach a crisis point and become

multi -system-involved. Furthest upstream are mental health promotion and
prevention services, including services to promote healthy attachment and positive
parenting practices and other targeted prevention services for children and families
who may be at risk of developing mental health problems. MHASD prevention service
offerings include evidence-based practices such as Incredible Years parent groups,
early childhood classroom consultation, and prevention services at Head Start. While
current wellness promotion and prevention activities were a valued community
resource, stakeholders noted these activities are limited Although the funding for
mental health consultation in Head Start has been stable in recent years, stakeholders
said that other prevention and early intervention services are limited and lack
ongoing, stable funding.

Stakehol ders also spoke of a need fof enhance
based services such ain-home supports, family skills building, family peer support,

and, in particular, school-based services. Stakeholderslso saw a needfor additional

collaboration and integration with schools and physical health care systemsto

support the social and emotional wellbeing of children and youth.
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SchoolBasedHealth Centers and SchodBased Mental Health Services

Schoolbased health servicesare provided through the County Health Department i n
12 SchoolBased Health Centers (SBHCs) in Multnomah County. Students receiving
services atthese SBHCsare screened for mental health, substance use, hasing
problems, and food insecurity and are then provided services within the clinic or
referred out to services.

School-based mental health .
servicesd overseen byMHASDd are Mental healthzrelated ISSUes

provided within the SBHCs and also | accounted for4 of the top 5

outside of those clinics in other reasons for frequent visits to
school settings. According to SBHCs for grades 8 and
MHASD, school-based mental 2 of the top5 for grades 912.

health services were delivered to
1,514students in FY1724 Additional
detail on mental health -related school-based clinic visits were unavailable for this
analysis, although the Health Department provided HSRI wi th data on the reasons for
servicesfor individuals with five or more visits to school -based health centersin the
17-18 school year as of March 2018 Among the 421 children in grades K to 8 who had
frequent visits to SBHCs, mental health-related issues acounted for four of the top
five issues; amongthe 394 high schoolers with frequent visits , mental health-related
issues accounted for two of the top five issuest®

Schoolbased mental health services have expanded in recent years thanks to an
investment led by the Multhomah County Chair. In FY16, MHASD added five
additional culturally specific mental health consultants to its staffing, and FY18
marked the beginning of a pilot of school-based mental health services in grades K3.
The pilot involves complex case management and psychiatric consultation for
students and families in all six school districts. Currently, MHASD has mental health
consultants in 11 of the 12 SBHCs, totaling over 9 fullitime equivalents (FTES) of
staffing. Additionally, another 13.2 F TEs of mental health professional staffing is
available outside of the SBHCs in a total of 47 schools throughout the county.

Stakeholders we interviewed had the perception that there are relatively fewer schook
based mental health servicesoutside of the Portland metropolitan area , such as in the
eastern part of the County. While there are fewer SBHCs in the Eastern part of the
County, there are more schools that offer schootbased mental health services.
MHASD reports that they have 10 clinicians serving Portland Public Schools and 13
serving other districts in the County. Notably, allocation of mental health services
across schools is left to each school district.
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Services for Young Adult$ransitioning to the Adult Systerand Those
Experiencing a First gisode of Psychosis

Stakeholders noted that youth transitioning from the child -serving to adult-serving
systems face a significant gap in servicesreflecting state and national trends for
individuals with mental health -related needs in this age group

Stakeholders spoke favorably of the Early Assessment and Support Alliance (EASA)
program, which provides comprehensive supports for youth and young adults aged 12
to 25 experiencing a first episode of psychosis. In FY17, the program received 203
referrals and enrolled 136 individuals and reported an 85% reduction in

hospitalization six months after enroliment. ” Among other local initiatives for
transition -age youth is the regional STRIDE program, designed to connect youth
(regardless of insurance type) to sevices and resourcest Administered by LifeWorks
NW, STRIDEG® priority populations include youth experiencing homelessness,
LGBTQ youth, youth transitioning out of foster care or residential services, and youth

whoobve been screened out of the EASA program.

An interviewee from Youth Villages described its LifeSet program, which is based on a
Transitional Living program model and provides case management, support, and
counseling for youth transitioning to adulthood who were formerly involved in the
foster care or juvenile justice systems. A randomized evaluation of the Transitional
Living model in Tennessee documented positive impacts of the program on housing
stability and economic well-being.8 In Multnomah County, the LifeSet program is
funded through philan thropic donations and has capacity to serve 40 youth at a time.
Representatives from Youth Villages noted that although Multhomah County youth

are eligible to participate, they have received few, if any, referrals for this service.

While they endorsed local programs for transition -age youth, stakeholders described
them as having limited capacity and being difficult to access. Stakeholders saw a need
for more services that engage families as partners more readily than the current
programs (these dynamics arediscussedl at er i n t hi Suppoeandi on,
Information for Families and Caregivers 0).

Intensive Services for Children and Youth

Stakeholders endorsed several intensive services for children and youth, including the
Catholic Community Services Wraparound with Intensive Services (WISe) program
and Crisis and Transition Services (CATS) They noted that these services provided
valuable community -based and inrhome supports for families to navigate complex
systems and understand how to support children and youth with complex needs.
However, they were also quick to note that these services have limited capacity. In
FY17, 390 children and youth were enrolled in either Wraparound or Intensive Care
Coordination, with approximately 200 children, youth, and fa milies engaged at any
point. 1°

11 http://www.oregon.gov/oha/HSD/AMHYHUB/Documents/STRIDE _intro_Itr.pdf
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Despite these resources,
several stakeholders were Several stakeholdersvoiced a need
concemed that there were for more inpatient and residential
limited intensive service beds for children and youthothers

options for children and =
ysuth s with aduits. demand | TEIt the system doesid need more

for intensive services beds, it needs to get theright kids
frequently hinges on the into the right bed® especially their
extent to which community - own beds in their homes.

based and diversionary
resources are available in the
community. Many stakeholders stressed that a lack of access to communitybased

services results in an increased demand for intensive servicesWhile several

stakeholders voiced a need for more npatient and residential beds for children and

youth, othersof f er ed an alternative perspective: the
needs to get the right kids into the right beds, including 6 importantly o their own beds

in their homes. Stakeholders representing this point of view felt that the most

significant gap in quantity of services for children and youth was home -based

services, not residential and inpatient. Accordingly, the challenge on the residential

side was related to appropriate use of the exsting resources, ensuring that residential

treatment services are reserved for those children and youth whose needs could not

otherwise be met in the community .

Intersection with Child Welfarend Juvenile Justic&systems

Stakeholders saw aparticular need for more support services for families who are
involved in the child welfare system (children and youth in foster care or at risk of
foster care placement), and stakeholders also saw a need for a stronger trauma
orientation within the child welfare syste m. They described needs for more
communication and collaboration between foster care case workers and mental health
providers, which is hampered by large caseloads, limited funding, inadequate
numbers of qualified foster homes, and systems that are not setup to support cross-
system collaboration.

Beginningwitht he st at ewi de Chil dr en 6 200% leadershim Change
at the county, regional, and state levels have been working in multiple areas to

improve partnerships to address the mental healthT related needs of families in the

child welfare system with an emphasis on meeting needs in community-based rather

than institutional settings . Health Share has staff member who acts as a liaison with

the child welfare system for children and youth on M edicaid. The Oregon Health

Authority has also established incentive programs to track whether children who

enter into foster care receive timely assessments for physical, mental, and dental

health-related needs In 2015, MHASD met its target goal for assesments in all three

areas with 85% of children receiving a mental health assessment within 60 days.2°

Launching in the coming months, Health Share6 8 Ready and Resiliento i
involves a range of strategies related to prevention, early intervention, and recovery

support, with an emphasis on health equity. The initiative includes specific strategies
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related to improving systems of care for children and youth with complex needs with
a particular focus on children involved with the foster care system.?!

Stakeholders noted that there is a significant unmet need for funding and attention

for justice-involved youth. One stakeholder wished there were similar initiatives for
youth as there are for adults (local justice reinvestment funding, grant -funded

initiat ives). More focused resources for this population are warranted; approximately
half of youth in Juvenile Detention received mental health medications in FY17.22In
2016, a statewide task force composed of judges and juvenile directors concluded that
current systems lack capacity to deliver sufficiently trauma-informed services for
youth with significant mental health needs (recommendations resulting from this

work are included in Appendix C).%3

Servicesfor People with Complex Needs

Stakeholders described sewices and programs that support individuals with co -
occurring mental health and substance use disorders, brain injury, personality
disorders, extensive trauma histories, and chronic medical conditions. MHASD has a
range of services and programs targetedtoi pr i or ity populsarvideons, 0 i n
for individuals recently discharged from Oregon State Hospital, justice -involved
populations, families involved with the child welfare system, and people who are
experiencing homelessness or are unstably housedThey also described a limited
number of services for veterans who are unable to access services through the
Multnomah County Veterans ServicesOffice. In recent years, MHASD and its
partners have expanded Assertive Community Treatment (ACT) and care
coordination based on feedback from the community.

Although these initiatives are ongoing, and although there was universal recognition

that these services are a critical component of the mental health system, acommon

theme in stakeholder interviews and community feedback sessions was thathe

system needed additional capacity to engage and support populations

with complex & and often co -occurring & needs . One stakeholder who works

with high-need popul ations said they frequently en
response when working to connect people to services; the answer to the question

should be fieveryonebdso but it ends up being F

Separately, stakeholders described housing support and criminal justice systems as
Adefaul t 0 ment al ndviduals with cospleg needm és stich, building
up capacity in these systems to address mental healtii related needs is criticald and
many efforts are currently underway. However, it is important to recognize that the
Afdefaul t 0o nat ur e oefultdf lnenadequateynsenta ealth systeen a
and inadequate coordination between all systems. Therefore, a longterm response to
the system should involve revisiting and transforming the mental health system to
better meet the needs of populations that are homeless and/or justice-involved rather
than (or in addition to) evolving housing and justice systems to provide mental health
supports.

28
HSRI Multnomah County Mental Health System Analysis, Draft Final Report



Stakeholders endorsedseveral short-

term, intensive programs. Funded Short-term

through a combination of funds from . .
Medicaid and county general revenue, IntenS|V6 SerV|CeS
Tri-County 911conducts proactive
outreach with individuals referred by Tri -County 911 (TC9 11)
first responders in Clackamas,
Washington, and Multnomah counties
(see sidebar) Homeless outreach
services exist in the county and were also
endorsed as efective; however, these
services were seen as in short supply and
focused only on those with the most
significant need. In separate interviews,
two first responder interviewees noted a
need for coordination to determine served (approximately 80

which program would work best for individuals were on a waitlist at
which individuals because there are so the time of HSRI 6s inter

many disparate programs to work with TC911). A 2014 evaluation found
individuals with complex needs. While
stakeholders valued TC911, homeless
outreach programs, and others, they
pointed out that these short-term
programs are targeted to a small number
of individuals with extremely complex
needs that arenodot d
long-term and ongoing supports.

Multnomah County residents
comprise just over 60% of the
program population. Individuals
are referred by first responders
and must have had 10 or more
contacts with first responders in
the past six months. In the past
year, 614 individuals were referred
to the program and 470 were

that TC911 participants had fewer
emergency department and
primary care visits than the
control group, and that the
program reduced inpatient
hospitalizations for individuals
with the highest intensity needs.

Homeless outreach services
Stakeholders described hese
servicesas short in supply and
focused only on those with the
most significant need. They noted
homeless outreach providersoften
lack capacity to work with
individuals who are staying in a
shelter, even when they might
benefit from such services,
because they have limited capacity
and may prioritize individuals
living on the streets.

Longer-term services that are specially
tailored to meet the needs of individuals
with complex needs, such as Assertive
Community Treatment (ACT), forensic
services, Wraparound for children and
youth, and co-occurring services, were
described by stakeholders as being
difficult to access and having insufficient
capacity to meet community need.
Currently, the system has capacity to
serve approximately 350 individuals
with Medicaid through ACT;
stakeholders from MHASD noted that
this number is adequate for the Medicaid
population, but that additional capacity
is needed for individuals who are not
covered by Medicaid. Multiple
stakeholders were concernedabout the
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limited availability of dialectical behavior therapy (DBT) and other services designed
to support individuals with personality disorders (several provider stakeholders noted
that individuals with a personality diagnosis on record were not eligib le for ACT).
Currently, DBT providers have waitlists due to inadequate capacity, and MHASD
reported that it is working to add network providers to expand access to DBT.

Stakeholders who work with people who are homeless described logistical challenges
of navigating the system without a home address and telephone number; because
accessing public benefitsd including housing and mental health treatment d often
requires filling out paperwork and waiting to be contacted, those who struggle with
organizing day-to-day life are the most likely to fall through the cracks.

Transportation was identified as a key barrier, particularly for individuals who are not
eligible to receive non-emergency medical transportation, which is funded through
Medicaid. While the public tra nsportation system is adequate for individuals who are
forganized, 0 many are banned from using publi
behaviors, including riding without a fare, which can involve large fines. In the
summer of 2018, the public transportation system will offer discounted fares based on
income rather than disability, which may increase access to public transportation.

In sum, stakeholders observed
relatively adequate capacity
for the system to engage with

Stakeholders observed relatively
adequate capacity for shorterm

individuals and families with services butinadequate capacity to
complex needs on a short engage peoplein longerterm
term basis, but inadequate servicesto support rehabilitation and

capacity to keep them engaged recovery
over the long term to support

rehabilitation, recovery, and wellness and address underlying housing instability,
substance use problems, legal issues, chronic medical conditions, diability, and
trauma.

Limitations of an AppointmenBased System

Stakeholders called for more programs that offer multiple avenues for engaging with
people with complex needs. They described the current system as predominantly
ilappoi nAbtanseendtd @rapdateifonthose with the most complex needs. In
this context, stakeholders

ri individuals with
Sejcmb; ? edx dui Se etd s  ds Stakehplders describedndividuals
pegso that dondtwith gomplex needs as3quare peg®
iround hol eso df thahdond fitin the Gound holedof
mental health system. the current mental health system

A commonly identified need

was for programs that engaged

with individuals in the community on a more flexible basis rather than requiring
individuals to keep appointments as a precondition of receiving service. Stakeholders

refl ected that programs that dischufoge peopl e
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appointments are premised on unrealistic expectations for people whose lives are

chaotic because of housing instability, substance use problems, and other issues. For

example, a stakeholder who works with people who are homeless noted that in many
instances, i ndi vidual s ar e c tschsoembs 00 watn do fw es eern\voi
even aware that they had an appointment. Providers from the appointment -based

system pointed out additional deficiencies in the appointment-based approach. They

noted no-show rates as being very high, presenting challenges related to billing and

sustainability, and being demoralizing for providers.

These limitations of an appointment -based system resulted in some stakeholders
speculating that mental health provider agencies in the county are serving the
feasiestodo service users and Akicking outo or
complexity. Other stakeholders voiced concern that community -based service
providers are expected to support individuals who need more intensive services than
they can provide. Some stakeholders speculated that insufficient numbers of
residential treatment options were at the root of this challenge and voiced a need for
expanded capacityfor intensive residential options and state hospital beds. On the
other hand, other stakeholders emphasized a need for enhanced flexible community
supports before calling for

A prograrncentered system requires increased intensive services

individuals to make and keep Ultimately, relying on an
appointments, regardless of their life appointment -based system that
circumstances requires individuals to come into
clinics® and in which making and
A personcentered system meets keeping appointments is a pre-
people where they are condition for treatmentd is

accommodating thosewhomay not i nherent | y efnpreagrda o
be able to reliably make and keep Stakeholders were clear about the

appointments need foramorei p er-s on
centeredod system that

people where they are at in the community and accommodates even tlose with the
most complex needs.Such a system would offer services in the home or in other

|l ocations throughout the community to fAmeet ¢
incorporate more flexibility in appointment times and higher levels of outreach and
engagement between contacts. Programs such as Assertive Community Treatment
that are already available in the county might be further expanded along with less-
intensive walk-in services that could be delivered through health clinics and
community agencies, including peer-run agencies. The Boston Health Care for the
Homeless!2 program provides another model for consideration. Involving a team of
psychiatrists, a clinical nurse specialist, psychologists, clinical social workers, and
licensed mental health counsdors, the program delivers psychiatry and medication
management, individual and group counseling, child and family therapy, substance
use disorder services and referral to detoxification, and rehabilitation programs to

12 https://www.bhchp.org/behaviorathealth
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individuals with complex needs in the Boston area They provide these services in
clinics, shelters, churches, community centers, and on the street.13

CoOccurring Mental Health and Substance Use Issues

While the substance use disorder treatment system for individuals with primary
substance use disorders without significant mental health issues was outside the
scope of this study, it is important to mention that the challenges experienced by the
substance use disorder treatment system mirror many of those documented in this
analysis and come tobear on the overall strength of health and social service systems
in Multnomah County. Anecdotally, stakeholders noted that challenges related to
workforce recruitment and retention, system sustainability, data sharing, and
outcomes-based care are even geater for substance use disorder treatment providers
because of historic and ongoing underinvestment. In discussing services to support
individuals with co -occurring needs, these challenges pose additional barriers to an
already thorny set of challengesfacing the substance use disorder treatment system

Many stakeholders described the unique challenges experienced by and dearth of
services created for individuals with co-occurring mental health and substance use
disordersd many of whom are also unstably housed and involved in the justice
system. In particular, stakeholders identified a gap for co-occurring services for

youth, including services in schools that address this need. Stakeholders noted that in
many instances, mental health services will not see a individual who is actively using
substances; individuals who are seeking mental health treatment will need to first
access detoxification services (which are themselves difficult to access) and then work
quickly to access mental health servicesoncethe§ ve compl et ed det ox.
may resume using substances during the waiting period for mental health treatment,
which results in having to start the detoxification process over again. This cycle is
most likely to continue when an individual is unstably housed and/or lacking a
telephone to receive calls from providers regarding intake appointments.

Stakeholders were concerned that there is nocomprehensive systemwide strategy to
meet the needs of people with ceoccurring mental health and substance use
disorders, though stakeholders from MHASD recognized this aspect of the systemas
an area for growth and identified that they are in regular conversation with Health
Shareto strengthen this aspect of the system. In general, stakeholders noted that
while th ere are some ceoccurring services, the County is limited in terms of policy to
support an adequate continuum of such services. One stakeholder with expertise in
co-occurring mental health and substance use issues emphasized that any systemwide
strategy should include ensuring that the mental health system has the responsibility
and resources to addressthe substance use disordei related needs of those who use
mental health services, with a workforce capable of addressing ceoccurring needs. It
also should include collaborating with substance use disorder treatment providers to

13 A map depicting the various service locations is available here:
https://www.bhchp.org/sites/default/files/bhchp_locations_map.pdf
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identify and address the mental health support needs of individuals who use their
services.

Stakeholders identified numerous barriers to
co-occurring mental health and substance use disorder-related needs. Stakeholders
said there are not enough providers with training and qualifications to provide co -
occurring treatment services. Another issue is related to provider credentialing,
including cre ating the appropriate incentives for providers to obtain and maintain
certification to provide mental health and substance use services.Several
representatives from provider organizations noted the high incidence of substance

usei related issues for peoplewho are experiencing crisis, indicating that substance

use problems are a significant driver of intensive service need. Integrating mental
health and substance use services is challenging in part because of how these services
are financed. For example, sWbstance use residential services are statdunded, while
mental health services are often funded through a combination of state and federal
dollars. These different funding streams make braided funding difficult.

Housing Support Services

Thecostofliving i n Multnomah County has far outpace
in recent years, rendering housing unaffordable for many, especiallyindividuals who
rely on disability or another fixed income.2* According to the Robert Wood Johnson
Foundation County Health Rankings, 22% of households in Multhomah County had
at least one of four housing problems (overcrowding, high housing costs, lack of
kitchen, or lack of plumbing facilities), which is higher than the national and state
averages?® The 2017 Pointin-Time Count of Homelessness in Multhomah County
documented 4,177 individuals experiencing homelessness, a 10% increasieom the
prior count in 2015. Importantly, the numbers of individuals in unsheltered housing
situations decreased by 12% and is the lowest it s been since 2009, owing to
significant community investments in resources for individuals experiencing
homelessness in recent year£é There are numerous county initiatives underway to
address housing issues, andMHASD and other mental health system stakeholders
actively participate in this work .

Given the cer;t;al _ Cost of living has far outpaced the
importance of having a county® median income, and

stable home for recovery . .
and wellness, the high rates housing is unaffordablefor those

cost of housing in Yet stable housing is critically

Multnomah County were important for recovery and welless.
central concerns voiced by

nearly all stakeholders who

participated in this analysis. They said that it is simply impossible for individuals on
fixed incomes (such as SSI, SSDI) to afford marketrate housing, or even affordable
housing units. Stakeholders noted that Section 8 vouchers and projectbased housing
are available in the county, but they are not sufficient to meet community need.
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Short-term housing was seen as dwindling, with remaining short-term housing

options described by stakeholders as fAscary g
stakeholders identified being discharged to homelessness as common and very

concerning, and many noted that housing is especially difficult to find for people with

criminal histories.

In FY17, 892 individuals were Many individuals living in shelters ar¢
Ser"‘?]f' bﬁ\’ mental hea“ht' there because theydailed outdof the
spectlic osing suppor mental health system, making

services in Multhomah County
through the homeless services | Shelters the@efault mental health

system, including 154 served systemo

by the Street Outreach Team?’

Individuals counted in the 2017 Point -in-Time count were asked to selfreport if they
experienced any di sabl i iou menallldesstdi oOnfs ,t hien cll, uedoi
unsheltered individuals, 45% (747) self-identified as having a serious mental illness.28

Taken together, these figures suggest that while the county is providing services to

meet mental health-related support needs to a sgnificant number of individuals,

unmet needs persist. Consistent with this finding, stakeholders described shortages

along the continuum of housing support services and services that were mismatched

with community need, prompting one stakeholder to call th e housing support system

Aithe Land of Misfit Toys. o Similarly, another
populations noted that many individuals living in shelters are there because they
Afailed outd of the ment al h e all ntertal healtls t e m, ma k

s y st e&takehiolders who work with homeless populations said that it can be
difficult for individuals who are homeless to enroll in Medicaid, even if they are
eligible. Similarly, it is difficult to maintain enrollment in public benefit s when
unstably housed. One stakeholder said that, ideally, providers should have the
flexibility to conduct outreach and engagement activities first without worrying about
enrollment.

Multiple stakeholders identified a lack of mental health supports in s hort-term
housing and other homeless services. They identified a need to expand mental health
programming, including peer services, in shelters and a need for more streetbased
mental health outreach services. One barrier is that these services are not ealy
Medicaid-reimbursable. In October, the MacArthur Foundation awarded Multhomah
County a $2 million grant to reform the criminal justice system, some of which will be
used to establish a Mental Health Alternative shelter for justice -involved women
(focused on women of color) with mental health conditions. That project is currently
in the planning stages. For the past four years, MHASD has worked with housing
system partners to develop emergency and transitional housing for individuals with
significant mental health needs that frequently result in crisis and inpatient service
use. For example, beginning in FY18, a joint initiative of a Home For Everyone'*and

14 A Hbme for Everyone is a communityide initiative to end homelessness, led by Home Forward,
Multnomah County, the City of Portland, the City of Gresham, and representatives from the faith,
philanthropic, and business communitieshttp://ahomeforeveryone.net/
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the Health Department has focused on expanding short-term housing for individuals
who frequently experience mental health crisis in the Portland metro area.??
Stakeholders from MHASD reported that locating affordable units can be difficult
given limited dedicated funding for these initiatives. A dedicated transitional housing
program for individuals with mental health needs experiencing homelessness is
scheduled to open in September 2018 The program will be focused on supporting
independent living skills and connecting individuals to appropriate long -term
supported housing when needed.

Stakeholders descrbed a mismatch between service intensity and level of need

throughout the housing service continuum. For example, some individuals in secure

residential facilities could likely be residing in the community, while individuals with

complex needs might be discharged to homelessness or to a motel when a more

intensive housing program would be more appropriate. Licensed residential services

were descr i beddr iavse m,pox owiitdherr esi d-pntkiahgorohkosd
with less intense needs and callingpolice or sending individuals to emergency rooms

i nappropriately. Stakeholders representing tFl
number of individuals with very intensive needs for safe independent living, and that

these unmet housing support needs resut in high levels of inappropriate utilization of

inpatient services. Stakeholders also said that because of a lack of permanent

supportive housing and poor mechanisms for moving people into these long-term

solutions, short-term housing supports are inappro priately utilized.

One challenge for ensuring adequate capacity of housing supports is related to the
patchwork nature of funding for these servicesd each with its own set of requirements
and regulations. In addition to the Health Department and Department of
Community Justice, these housing support services are funded by a range of sources,
including the Portland Housing Bureau, Home Forward (the regional HUD

Authority), the Joint Office of Homeless Services, Multhomah County Department of
Human Services, and federal Continuum of Care funds. Stakeholders noted that as a
result of this administrative complexity, it is difficult to braid or blend funding to
support projects in a streamlined way. They also expressed concern that efforts to
comply with differen t requirements and regulations results in inefficient use of
available resources. Additionally, data system limitations can make it difficult for

local organizations to prioritize individuals with the most complex needs and move
people throughout the system. Stakeholders described a number of initiatives
underway to address this gap. Through the Coordinated Access system, individuals
are placed on waiting lists for housing based on a vulnerability assessment to
prioritize those with the highest need. 15 The system is currently in place for four
populations of people experiencing homelessness: Adults unaccompanied by minor
children, families with minor children, unaccompanied youth, and persons fleeing
domestic violence. TNaeme lstdosconaectveteraas whoeateer an By
experiencing homelessness to services. The planned FUSE initiativé a Joint Office of

15 http://ahomeforeveryone.net/coordinatedaccess/
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Homeless Services projec® will draw from different data systems to identify and
target services to high utilizers.6

Mental Health in the Criminalustice System

In recent years, the criminal justice system in Multhomah County has paid increasing
attention to mental health issues and seems to have evolved to bettermeet the needs
of people with mental health conditions who are justice -involved. Stakeholders
described this process as ongoing. The statemandated Local Public Safety
Coordinating Council (LPSCC), whose membership includes public safety heads and
multiple county departments d including MHASD & coordinates a range of cross
system strategies, ncluding

those related to improving The criminal justice system in

the response to individuals Multnomah County has paid

with mental health needs. In . . . | health
FY17, the LPSCC convened a Increasing attention to mental healt

total of 85 meetings of its and seems tobe bettermeeting the
Executive Committee or needs of people withmental health
subcommittees.®° conditions who are justicenvolved

Although there appears to be

astrong commitment to improvingthecri mi nal justice systembds cap
mental health needs, stakeholders identified several current challenges, discussed in

this section. The Sequential Intercept Model is used by many communitiesd including

Multnomah County & as a conceptual framework o understand and addressmental

health issues and the criminal justice system.31 The model, depicted in Figure 4, was

originally developed through the work of the SAMHSA GAINS Center.

Figure4
SAMHSAGAINS CenteBequentialintercept Model

In a robust system, interventions are targeted at each point of intercept between the
mental health and criminal justice systems to prevent individuals from entering
(Intercept 1) or penetrating deeper into the criminal justice system. Ideally, most
people are reached am connected to services and supports in the earlier stages, with

16 http://www.csh.org/fuseRC
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