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EXECUTIVE SUMMARY 
System of care (SOC) is a philosophy of cross-system collaboration that supports youth and 
families who have complex and significant behavioral and mental health and/or intellectual and 
developmental disability (I/DD) needs. In practice, an SOC is a coordinated network of services 
and supports for youth and families. The Oregon System of Care Advisory Council (SOCAC) 
makes recommendations about the SOC by developing and maintaining a strategic plan for the 
state SOC.  

In 2024, SOCAC contracted with the Data, Evaluation, and Technical Assistance (DAETA) team 
of Oregon Health & Science University (OHSU) to prepare a data report on the Oregon SOC to  
zÄ TX ?8$ $Ż´ ?º³JºXz N ;ӃJ« Z­³ ǏǍǏӄ-2029. SOCAC identified the following overarching 
questions for the report:   

¶ Who is being served within the system of care? Who is not?   
¶ What is working within the system of care? What is not?   
¶ How much money is being invested in the system of care? Where is it being 

allocated?   

These overarching questions were branched into 76 individual queries. The DAETA team 

collaborated with every agency within the SOC, as well as other agencies and data sources, to 
answer these overarching and more granular questions. SOCAC participated in the development 
of the report and approved the final version.  

To our knowledge, this report represents the first effort to gather data on the entire SOC in 
Oregon. Some of the questions asked could be answered, while some could not, for reasons 
discussed in the Limitations section. Overall, this report should be viewed as an initial assessment 
that provides important information , while pointing out additional data needs and data system 
improvements that will aid future assessments.   

Importantly , while the questions asked by SOCAC are clear, relevant to the work of public-serving 
agencies and aligned with the public interest, answering these questions was not straightforward.  
Identifying what data existed, where it could be found, who to contact for access, how to obtain 
access and then obtaining it was complicated and laborious. The primary work of youth -serving 
agencies must be serving youth and families; however, our state must empower and support 
agencies to develop better mechanisms to collect, use and present data. It is through effective 
and transparent monitoring and evaluation of the SOC that we can identify areas for 
improvement and implement needed changes. For more specifics on data barriers that were 
encountered in this project, please see Limitations.  

Summarized on the following pages are key points from this report that address ?8$ $Ż´
overarching questions.    
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Who is being served by the SOC? Who is not?   

The agencies included in the SOC include Oregon Health Authority (OHA), Oregon Department 
of Education (ODE), Office of  Developmental Disability  Services (ODDS), Child Welfare Division 
Ǝ$F&Əŵ 8³Xz­« H­Äº|  Äº|­³ ºÉ Ǝ8H Ə J«T 8³Xz­«Ż´ ³Xz ­«JӃcoordinated care organizations 
(CCOs).  

Over 210,000 youth were served by the SOC between 2020 and 2023 , not including ODE, which 
alone serves over 550,000 youth per year. Of those 210,000 youth, 83% received behavioral 
health services and supports; 11% received services and supports for I/DD; 1 2% were involved 
with child welfare ; and 8% were involved with juvenile justice.  Youth served by three or more 
systems accounted for less than 1% of total youth served by the SOC, or approximately 1,500 
youth. Of these youth, 60% were served by behavioral health, child welfare and I/DD services, 
and 31% were served by behavioral health, child welfare and juvenile justice.  

Characteristics of youth and families being served by the SOC include the following:  

¶ Across all systems, most youth served are White and English speaking. 
¶ Within t he Department of Education, rJNX J«T Xº|« N ºÉ J³X ª­³X ´ ª ӃJ³ º­ 8³Xz­«Ż´

general population than in any other system, with gender distribution being an almost 
equal number of males and females, with a small number categorized as ż­º|X³.Ž 

¶ In the behavioral health system, there are higher proportions of American Indian / Alaska 
6Jº ÆXŵ #ӃJN¦ Ƅ  Z³ NJ«  ªX³ NJ« J«T F| ºX É­Äº| º|J«  « 8³Xz­«Ż´ zX«X³JӃ °­°ÄӃJº ­«ŵ
and fewer Asian and Hispanic/Latino youth.  

¶ The I/DD system serves more older youth (15-24) than other systems, with an elevated 
proportion of males and higher proportions of American Indian / Alaska Native, Black / 
African American and White youth than in the general population.  

¶ The child welfare system serves younger youth (under age 9) than other systems. There 
are disproportionate numbers of Native American / Alaska Native and Black / African 
American youth throughout the system  relative to the general population.  

¶ Within the juvenile justice system, there are higher proportions of males than females 

and older youth (15-19) being served. Native American / Alaska Native and Black / 
African American youth are overrepresented. 

¶ Youth served by the SOC have high behavioral health needs. Among high school 
students, 24-38% report depressive symptoms. In the Oregon Youth Authority, 57% of 
youth have a mental health diagnosis, 95% have a trauma history and 89% have a 
substance use history.  

¶ Among youth with Medicaid and the $| ӃT³X«Ż´ ,XJӃº| .«´Ä³J«NX ;³­z³Jª Ǝ$,.;Ə, there 
are high rates of poverty, parental incarceration and substance use disorder.  

¶ Youth have complex health needs compared to the U.S., but Oregon medical care 
reaches the majority: from 2020-2022, an average of 84% of youth and 93% of youth 
with disabilities with at least two  limitations had at least one visit with a PCP.  

¶ Most pregnant mothers receive prenatal and postpartum care.  

This report also identifies those not being served by the system of care:  

¶ While Oregon high school graduation rates are lower than national average (80% from 
2019-2023), rates are even lower for some groups: fewer than 70% of American Indian /  
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Alaska Native students, students experiencing poverty, students with disabilities, English 
learners and homeless students graduated. The lowest graduation rates are among foster 
youth (less than 50%) and currently or formerly incarcerated youth (36%).  

¶ In national rankings based on survey data and surveys of high school students, youth 
with behavioral health needs have high levels of unmet need. American Indian /  Native 
American students and LGBTQ+ students are the most likely to have unmet need. Youth 
and family report  that youth with complex behavioral health needs often struggle to 
obtain adequate behavioral health care. 

¶ Youth in rural areas experience more limited access to services than those in urban 
areas; this includes behavioral health, special education and other services relying on 
specialized workforces, as well as decreased access to high-speed broadband internet.   

¶ Disproportionately high rates of Native American / Alaska Native and Black / African 
American youth in the child welfare and juvenile justice systems suggest that upstream 
prevention and treatment efforts are not adequately serving these youth and families .  

 

What is working within the SOC? What is not?   

The Oregon SOCŻśtrengths are highlighted throughout this report. Areas where the SOC is 
working best  include the following:  

Early childhood and other early intervention programs. The Oregon Health Authority (OHA) 
supports a number of early childhood mental health programs and resources, as well as early 
intervention services. Many of these services and supports are covered by Early and Periodic 
Screening, Diagnostic, and Treatment (EPSDT), which provides comprehensive health care 
coverage (including medical, vision, dental and behavioral health) for youth with OHP.  

State efforts in youth suicide prevention. In 2016, OHA began organizing statewide efforts in youth 
suicide prevention, guided by two consecutive  five-year Youth Suicide Intervention and 
Prevention Plans (YSIPP). These efforts were critical, given increases in Oregon youth suicide 
rates every year from 2011 to 2018. Since 2018, the total annual number of youth who died by 
suicide has decreased. Importantly, however, the majority of this decrease has been among White 
and Hispanic/Latino youth, with either no change or increases among all other racial and ethnic 
groups; the state recognizes this as a crucial area for improvement. The OHA youth suicide 
program actively works in schools and communities in prevention and postvention. 

Community-based services for youth with behavioral health crises. OHA has introduced several 
statewide programs to address youth behavioral health crises in the community, including 
Intensive In-Home Behavioral Health Treatment (IIBHT), Mobile Crisis Intervention Services 
(MCIS) and Mobile Response and Stabilization Services (MRSS). While these programs are still in 
the early stages of development and have been limited by workforce shortages, they are based 
on national best practice models and are important additions to the SOC.  

Certified school-based health centers (SBHCs). There are 87 SBHCs around the state, where youth 
can obtain medical care, behavioral health services and, often, dental services. These centers 
reduce barriers that keep parents and students from seeking health services. 
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Educational and support services for youth and families. Oregon has many different agencies and 
organizations that offer formal or informal supports to youth and families. These include 
programs run by cities, peer-run youth drop -in centers and organizations offering specific 
education and support for parents or caregivers. 

Innovative pilots addressing specific high-needs populations. Oregon Department of Human 
Services has introduced pilots to address high-needs youth and families in the child welfare 
system: the Response and Support Network (RSN) and Child Specific Caregiver Supports (CSCS). 
Both have successfully addressed areas of high needs and are being expanded.  

There are many areas within the Oregon SOC where improvements are needed, including:  

Barriers experienced by youth and families to receiving needed services and supports. Barriers are 
reported across the SOC, including barriers to youth receiving special education services in the 
education system; barriers to receiving behavioral health treatment, especially youth with I/DD; 
barriers to gaining access into the I/DD system; and barriers obtaining behavioral health services 
for youth in the child welfare system.  

Overall mental health needs and access for youth. 8³Xz­« |J´ Jª­«z º|X «Jº ­«Ż´ | z|X´º ³JºX´ ­Z
youth with depression, substance use, suicidal ideation and deaths by suicide. These rates are 
reflected across all systems in which they are measured. Access to care and quality of care are 
variable based on diagnosis, region, insurance and other factors.  

The complexity and difficulty of navigating the SOC, with high rates of caregiver burnout. Families and 
caregivers report that the SOC is difficult to navigate and appropriate services are difficult to 
access. Systems operate in silos, without clear pathways between them, and with poor 
communication and coordination; this results in multiple, repeated barriers to needed services 
and supports. Parents and caregivers report high degrees of stress and burnout, particularly for 
youth in the I/DD and behavioral health systems, as well as re-traumatization and diminished 
trust in the systems.  

High complexity youth in the child welfare system and ongoing experiences of trauma. Oregon has 
higher rates of referrals, investigations and founded abuse claims than U.S. rates as a whole; rates 
for entry into foster care are similar.  Youth in foster care in Oregon experience higher rates of 
maltreatment while in foster care than the national standard, across all racial groups.  

High rates of unsheltered homeless youth. 8³Xz­« |J´ º|X «Jº ­«Ż´ | z|X´º rate of homeless youth 
who are Ä«´|XӃºX³XT J«T º|X «Jº ­«Ż´ | z|X´º ³JºX ­Z Ä«´|XӃºX³XT ZJª Ӄ X´ Ç º| N| ӃT³X«Ÿ A| ´
population has lower school attendance and graduation rates and is at high risk of victimization.   

High rates of chronic absenteeism, school dropouts and pushouts, and low graduation rates compared 
to the national average. Dropout/pushout rates are particularly high among students in foster care, 
English learners, those with disabilities, and among American Indian /  Alaska Natives, Black /  
African Americans, Native Hawaiian /  Pacific Islanders and Hispanics/Latinos.  

Disproportionate Native American / Alaska Native and Black / African American representation in the 
juvenile justice system, as well as high rates of trauma and substance use. Native American / Alaska 
Native and Black / African American youth are overrepresented throughout the system and at 
higher risk of placement in OYA facilities. High rates of trauma and substance use among youth 
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in the system suggest many missed opportunities for early intervention, treatment and 
prevention.  

Workforce shortages impact performance across all systems. Oregon continues to face a statewide 
behavioral health provider shortage, particularly in Eastern Oregon and coastal areas. Non-
licensed providers report high rates of burnout, low wages, administrative burden, lack of 
mentorship and support and absence of career growth opportunities.  

 

How much money is being invested in the SOC? Where is it being allocated?   

Oregon has invested almost 25 billion dollars in the youth system of care for the 2023-2025 
biennium. Data on these expenditures is detailed in the System Funding chapter of this report and 
summarized below. It should be noted that funding mechanisms in the SOC are complex, and a 
more in-depth audit is required to fully characterize and understand the flow of funding in the 
SOC, including CCO funding. The following is a preliminary overview : 

Of the child-serving systems, ODE receives the most funding ($16.10 billion in 2023 -2025), 
followed by OHA child-serving programs ($5.8 billion), ODDS ($5 billion), CWD ($1.59 billion) 
and OYA ($0.47 billion).   

In addition to these investments, the state has recently partnered with CCOs to invest $25 million 
into expanding residential youth psychiatric treatment  beds. 

 

Using This Report  

This report was intended to be a useful reference tool to understand what is occurring across the 
Oregon SOC. It begins with a chapter on methods, which describes the process for developing 
º|X ³X°­³º J´ ÇXӃӃ J´ º|X ³X°­³ºŻ´ Ӄ ª ºJº ­«´Ÿ A|X «XÈº ´XNº ­« TX´N³ MX´ º|X °­°ÄӃJº ­«
characteristics of the SOC, followed by a chapter about neighborhoods and communities. 
Subsequent chapters focus on the different systems in the SOC (education, physical health care, 
behavioral health care, developmental disability services, child welfare and juvenile justice). The 
final four chapters address topics overarching all systems: workforce, finance, family and youth 
experience and system readiness to change. The conclusion summarizes key points from the 
report and provides recommendations for future reports.  Appendix A provides a county crosstab 
to enable comparison across different regional groupings in the state.  

Throughout the document, questions are listed in blue boxes and answers to questions are 
presented below each set of questions. Appendix B outlines all the research questions and 
comments on any missing information. Finally, the Annotated Bibliography lists all sources and 
includes a brief description about each source.   

A| ´ ³X°­³º  ´ ªXJ«º º­ J T  « Ä«TX³´ºJ«T «z J«T  ª°³­Æ «z 8³Xz­«Ż´SOC. While SOCAC 
commissioned the project, it is hoped that the report will also be a valuable resource for partners 
within and across the system of care, other government agencies, 8³Xz­«Ż´ ӃXz ´ӃJºÄ³Xand 
members of the public.  
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The Oregon System of Care Advisory Council (SOCAC) was established in 2019 
as a central, impartial forum for statewide policy development, funding strategy 
recommendations and planning. The councilŻs goal is to improve the effectiveness 
and efficacy of child-serving state agencies and the continuum of care that 
provides services to youth (ages 0-25).    

SOCAC has °J³º«X³XT Ç º| 8³Xz­« ,XJӃº| Ɲ ?N X«NX C« ÆX³´ ºÉŻ´ &JºJŵ
Evaluation, and Technical Assistance (OHSU DAETA) team to research, 
summarize and evaluate data on the SOC. This is the first comprehensive 
assessment of its kind and will inform the development of the C­Ä«N ӃŻ´ ǏǍǏӄ-
2029 strategic plan. Past strategic plans have relied on limited data from disparate 
sources; SOCAC and OHSU hope that this report will provide a more complete 
picture of the functional strengths and weaknesses of the system of care. Three 
overarching questions guided the assessment:   

 

 
SOCAC conceptualized the aims and research questions for this project and 
contracted with the OHSU DAETA team to complete the assessment and 
author the enclosed report. SOCAC collaborated in interpreting data for the 
conclusions drawn in the report and both agencies approved the final version. 
8,?C  ´ z³JºXZÄӃ Z­³ ?8$ $Ż´ ӃXJTX³´| °Ÿ 

 

 

 

 

 

 

 

 
 

 
 

 

 
 

Who is being served by 
the system of care?

Who is not?

What is working within 
the system of care?

What is not?

How much money is being invested 
in the system of care?

Where is it being allocated?
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O V E R V I E W  O F  T H E  S Y S T E M  O F  C A R E 

A system of care (SOC) is defined as a coordinated network of services and supports for youth, 
characterized by individualized care; an array of services provided within the least restrictive 
environment possible; collaboration among system partners; full participation and partnerships 
with families and youth; coordination among agencies and programs; and cultural and linguistic 
responsiveness.1 SOCAC defines youth served by the SOC as an individual 25 years of age or 
younger who has, or is at increased risk of developing, chronic behavioral, emotional, physical or 
developmental conditions and is under the supervision of or engaged with two or more systems 
within the SOC.  

8³Xz­«Ż´ ?8$  ´ MJ´XT ­« J «Jº ­«JӃ MX´º °³JNº NX´ ª­TXӃŸ A| ´ ª­TXӃ ÇJ´ TXÆXӃ­°XT Z­³ É­Äº|
with complex physical health, behavioral health, educational, social and developmental needs. It 
aims to organize and connect agencies serving these youth and their families and to integrate 
care management across agencies and at multiple levels of care. 

 

System of Care Agencies  

Senate Bill 1 (2019) and Senate Bill 4 (2021) require specific agencies to ensure that services and 
supports for youth and families are accessible, trauma-informed, coordinated and culturally 
responsive.2,3 Agencies include Oregon Health Authority (OHA), Oregon Department of 
Education (ODE), Office of Developmental Disability Services (ODDS), Child Welfare Division 
Ǝ$F&Əŵ 8³Xz­« H­Äº|  Äº|­³ ºÉ Ǝ8H Ə J«T 8³Xz­«Ż´ ³Xz ­«JӃcoordinated care organizations 
(CCOs). ODDS and CWD are divisions within the Oregon Department of Human Services.  

 

System of Care Governance 

In Oregon, the SOC is organized as 15 local system of care regions and one statewide group, 
called the System of Care Advisory Council (SOCAC) (Figure 1.1). Regional systems of care are 
³X²Ä ³XTŵ Æ J 8, Ż´ N­«º³JNº´ Ç º| $$8´ŵ º­  TX«º ZÉ J«T ³X´­ӃÆX ´É´ºXª barriers brought forth 
by youth, family members and providers. Barriers are any systemic challenge in accessing 
desired or needed services.  

Each of the 15 SOCs has a Practice Level Work Group, Advisory Committee and Executive 
Council. Identified barriers advance along the reporting chain to the level most able to resolve 
them; barriers unable to be addressed at a local SOC are raised to SOCAC to address at the state 
level. The process to address SOC barriers is presented in Figure 1.1.  
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Figure 1.1. Oregon System of Care governance structure4 

 

 

 

M E T H O D S  

In early 2024, OHSU and SOCAC outlined the research questions that guide this assessment. 
This process began with collecting ideas from the SOCAC Data Committee, SOCAC Youth 
Council and system partner leadership. Individuals shared a number of metrics and indicators that 
would be helpful in evaluating the system of care. OHSU and SOCAC used these ideas to develop 
76 measurable research questions, which were approved by the SOCAC Data Committee 
(Appendix B). The questions were grouped into 12 interrelated chapters that organize this report:  

Population Description Child Welfare System 

Neighborhood & Community  Juvenile Justice System  

Education System System Workforce 

Physical Health Care System System Funding 

Behavioral Health Care System 
Youth and Family  

Experience of the System 

Intellectual and Developmental  
Disability Services System 

System Readiness for Change 
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OHSU gathered existing 
quantitative and qualitative data 
from a variety of sources (Table 
1.1). Data was collected through 
extensive literature reviews, data 
requests and partnerships with 
SOC agencies. A full list of data 
sources can be found in the 
Annotated Bibliography. Data from 
these efforts is woven throughout 
the report to present a 
comprehensive picture of the SOC.   

Quantitative data is numerical information that is 

measurable using things like counts, averages and 
ratings. This type of data can be analyzed using 

statistical methods and is a structured and objective 
way of communicating information.  

Qualitative data is information that is more difficult to 
express with numbers and typically uses words and 

narratives. This type of data usually comes from open-
ended surveys or interviews and can be more 

subjective than quantitative data. Qualitative data is 
helpful for N­«ºXÈºÄJӃ Ê «z º|X żÇ|É.Ž 

While many of the research questions are answered, some questions were unable to be 

answered due to a lack of existing or accessible data, inability to connect data across different 
systems or constraints of the project timeline ; these barriers are further discussed in the 
Limitations section of this report and listed in detail by question in Appendix B.  

 

Table 1.1. Types of information used in the assessment 

Type of Data Example Sources Strengths and Limitations  

Quantitative aggregate 
data  
(not publicly available) 

Deidentified reports 
prepared by agencies and 
shared with the DAETA 
team 

Provides a level of insight and detail that 
 ´«Żº ´|J³XT Ç º| º|X °ÄMӃ NŶ XJ´ X³ º­ ­MºJ «
than individual-level data 

Quantitative aggregate 
data   
(publicly available) 

Online data reports and 
dashboards  

Accessible to the public; data may be 
difficult to use and may not answer our 
specific questions  

Qualitative data Focus group and 
feedback data 

Helps contextualize the quantitative data 
and provide in-depth information about 
°X­°ӃX´Ż XÈ°X³ X«NX´Ŷ T ZZ NÄӃº º­ J«JӃÉÊX
and show statistical significance 

Published literature 
(publicly available) 

Academic studies, news 
articles, legislative 
reports, etc. 

Findings and conclusions offer comparison 
and context using generalizable results from 
other regions 

 

Parent & Caregiver Survey 

In addition to relying on the data sources outlined above, OHSU surveyed parents and caregivers 

of youth for lived -experience perspectives on the SOC. OHSU, SOCAC members, youth and 
parents/caregivers with lived experience developed the survey. The survey was available in 
English, Spanish, Vietnamese and Chinese. Recruiting occurred via snowball sampling, with 
SOCAC leadership identifying initial respondents and additional participants being identified via 
word of mouth. A $20 incentive was offered to all r espondents. Participants were also invited to 
provide more detailed information about their experiences through an informal interview with 
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OHSU or SOCAC staff for additional compensation. The results presented in the report represent 
108 completed survey responses and 25 follow-up interviews.5 Representation for individuals 
served by all systems in the SOC except juvenile justice was achieved (Table 1.2). 

Qualitative data was 

analyzed using sentiment 
and thematic analysis in 
NVivo; quantitative 
frequency data was 
prepared in SPSS. 
Descriptive results of 
quantitative data, themes 
from qualitative data and 
direct quotes are shared 
throughout the report.  

Table 1.2 System represented in the parent/caregiver survey 

conducted by OHSU5  

System # of Responses 

Behavioral health system 54 

Child welfare system 25 

Education system 97 

Intellectual/ developmental disabilities system 59 

Juvenile justice system <= 5 

Physical health system 73 

  

 

Limitations 

While important questions were answered in this report, a number were either not answered 

or not answered fully , due to time constraints, access barriers or other data limitations. 
Unanswered questions and the reasons they were not answered are listed in Appendix B.  
Important data that was not included in this report, or not consistently included across systems, 
includes the following:  

¶ Physical and behavioral health data for youth with private insurance , military insurance 

or no insurance 
¶ Detailed CCO expenditures and outcomes, including itemized and overall expenditures, 

service availability, services delivered and rates of denials  
¶ Behavioral health services provided in the primary care home 
¶ Consistent cross-system data about demographic characteristics, behavioral health 

needs and services and medical complexity data  
¶ Consistent age categories across systems. While SOCAC defines youth as under 26 

years, other systems collect based on other age parameters, such as under 21 or under 
18. In addition, national and state data outside of Oregon may use other age ranges 
(often 0-17 years) for youth, which makes it difficult to make cross-state comparisons. 

Many of the limitations the DAETA team encountered in seeking SOC data were noted by agency 
staff to be chronic barriers. Inefficient data sharing processes, siloing of data, lack of centralized 
coordination and redundancy of different data systems and agencies all contributed to the 
limitations listed above. The section below details the problems and barriers that the OHSU team 
encountered.   
 
  



   

 

DATA REPORT ON THE OREGON SYSTEM OF CARE FOR YOUTH | PAGE 14 

Data sharing processes 

This assessment process highlighted multiple problematic aspects of obtaining and using data 

JN³­´´ º|X N| ӃT³X«Ż´ ?8$ŸThese included:  

¶ Unclear processes to obtain data, including lack of knowledge within agencies about 

what data they have and how to access it 

¶ Insufficient administrative and analytic support staff to fulfill data requests   

¶ Significant delays in response to data requests  

¶ Data sharing requirements/processes that made requests unfeasible with in the timeline 

for this assessment  

¶ Limited pathways and mechanisms among parts of the SOC to enable tracking 

individual-level data across systems 

  
Data silos  

Each agency within the SOC in Oregon manages its own data, with different data collection, 

storage and evaluation processes. Counties also have individualized data management systems 

and processes. Across the state, dozens of different electronic medical records and data systems 

are used. As a result, there is no streamlined way to connect data across systems and answer 

questions about youth with cross -system involvement. Both OHA and SOCAC have developed 

data dashboards to monitor select data for individual systems; however, these dashboards offer 

static, selective summaries of data. They do not allow for flexible queries and analysis across 

systems and they are unable to track individuals across systems.    

 

Lack of centralized decision-making and coordination 

With a few exceptions, agencies independently determine data points and manage data 

processes and analyses. There is no centralized body tasked with developing a strategic vision 

for data collection, management and sharing across agencies. This results in many of the problems 

encountered in developing this report (i.e., key data points in one system may not be collected in 

other systems or may be collected using different age ranges or time frames) and impairs the 

´ºJºXŻ´ JM Ӄ ºÉ º­ XZZXNº ÆXӃÉ º³JN¦key metrics across systems. It also leads to redundant data 

efforts , with agency staff being required to enter the same data points into multiple data systems 

due to lack of coordination within and between agencies. This inefficiency impacts clinical, 

educational, case management and other important areas of work  and contributes to staff 

burnout.    
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Redundancy of statewide data projects 

5ÄӃº °ӃX z³­Ä°´ |JÆX MXX« ºJ´¦XT Ç º| TJºJ N­ӃӃXNº ­« J«T XÆJӃÄJº ­« Z­³ º|X N| ӃT³X«Ż´ ?8$ŵ

within OHA and SOCAC as well as at educational institutions such as OHSU and Portland State 

University.  Numerous consulting groups have assessed and reported on different parts of the 

SOC. These efforts are largely uncoordinated, limiting the potential impact of their findings.  

Of note, the redundancy of numerous data groups and projects mirrors the SOC itself. There are 

over 80 different committees and councils related to the SOC. The establishment of SOCAC is 

an important step in allowing for increased efficiency and effectiveness of these different 

groups.    

Please see the Conclusions chapter of this report for recommendations on future reports, as well 

as improving data processes within the SOC.  
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A C R O N Y M  L I S T  

ACES  Adverse Childhood Experiences  CPS  Collaborative Problem Solving 

ACGME Accreditation Council for Graduate 
Medical Education 

 CSAC ChildrenŻ´ System Advisory Council 

APA American Psychological Association  CSASL Culturally Specific After School Learning 
Program 

BCBA Board-certified Behavior Analysts  CSCS Child Specific Caregiver Supports 

BH Behavioral Health  CSHCN Children with Special Health Care Needs 

BIPOC Black, Indigenous, and People of Color  CTE  Career and Technical Education 

BRS Behavior Residential Services  CW/  
CWD 

Child Welfare Division 

B.S.N Bachelor of Science in Nursing  DOJ  Department of Justice 

BSN Behavior Support Need Score  DSPs Direct Support Professionals 

CADC Certified Alcohol and Drug Councilor   EASA Early Assessment and Support Alliance 

CAHPS  Consumer Assessment of Healthcare 
Providers and Systems 

 EDs Emergency Departments 

CANS The Child and Adolescent Needs and 
Strengths Tool 

 EI/ECSE Early Intervention/Early Childhood 
Special Education Services 

CCBCHs Certified Community Behavioral Health 
Clinics 

 EPSDT Early and Periodic Screening, Diagnostic, 
and Treatment 

CCO  Coordinated Care Organization  ERDC Employment Related Day Care 

CDC Centers for Disease Control and 
Prevention 

 ESD Education Service Districts 

CDDPs Community Developmental Disabilities 
Programs 

 FAPE Free and Appropriate Public Education 

CEN $| ӃT³X«Ż´ (Èº³J­³T «J³É 6XXT´ °³­z³Jª´  FCC Federal Communications Commission 

CHIP $| ӃT³X«Ż´ ,XJӃº| .«´Ä³J«NX ;³­z³Jª  FQHC  Federally Qualified Health Centers 

CHSE Center for Health Systems Effectiveness  FRPL Free and Reduced-price Lunch Program 

CHW Community Health Workers   GOBHI Greater Oregon Behavioral Health Inc. 

CIIS $| ӃT³X«Ż´ .«ºX«´ ÆX .«-Home Services  GSN General Support Need Score 

CIRT Critical Incident Review Team  HPSA Health Professional Shortage Areas 

CLSS  Culturally and Linguistically Specific 
Services 

 HUD U.S. Department of Housing and Urban 
Development  

CMHPs Community Mental Health Programs  I/DD  Intellectual and Developmental 
Disabilit ies 

COA Certificate of Approval   ICD Integrated Co-Occurring Disorder 

COD Co-occurring Disorders  ICD-10 International Classification of Diseases, 
Tenth Revision 

CPP Child-Parent Psychotherapy  ICF-IDD Intermediate Care Facility for Individuals 
with Intellectual Disabilities  

CPS  Child Protective Services  ICWA  Indian Child Welfare Act 
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IDEA The Individuals with Disabilities 
Education Act 

 NHSC  National Health Service Corps 

IEPs Individualized Education Plans  NEMT Nonemergent Medical Transport 

IIBHT Intensive In-Home Behavioral Health 
Treatment 

 NIEER National Institute for Early Education 
Research 

IOS Intensive Outpatient Services  NP Nurse Practitioner 

IOSS Intensive Outpatient Services and 
Supports 

 NSCH 6Jº ­«JӃ ?Ä³ÆXÉ ­Z $| ӃT³X«Ż´ ,XJӃº| 

ISP Individual Support Plan  OBCC Oregon Behavioral Health Coordination 
Center 

ISRS In-Home Safety and Reunification 
Services 

 OBHLRP Oregon Behavioral Health Loan 
Repayment Program 

JJ Juvenile Justice  OCCAP  Oregon Council Child and Adolescent 
Psychiatry 

JJIS Juvenile Justice Information System  OCID The Oregon Child Integrated Dataset 

LAB Legislative Adopted Budget  ODDS Oregon Department of Developmental 
Disabilities 

LCSW Licensed Clinical Social Worker   ODE Oregon Department of Education 

LMFT Licensed Professional Marriage & Family 
Therapists 

 ODELC Oregon Department of Early Learning 
and Care 

LPC Licensed Professional Counselor  ODHS Oregon Department of Human Services 

MBPS Megabits per Second  ODOT Oregon Department of Transportation  

MCHB Maternal Child Health Bureau  OFSN Oregon Family Support Network  

MCIT/
MCIS 

Mobile Crisis Intervention 
Team/Services 

 OHA Oregon Health Authority  

MHA  Mental Health America   OHP Oregon Health Plan 

MHSIP Mental Health Statistics Improvement 
Program Survey 

 OHSU Oregon Health & Science University 

MME  Multilingual and Migrant Education   OJJDP The Office of Juvenile Justice and 
Delinquency Prevention 

MMIS Medicaid Management Information 
System 

 ONA Oregon Needs Assessment 

MOTS Measures and Outcomes Tracking 
System 

 OPAL Oregon Psychiatric Access Line 

MRSS Mobile Response and Stabilization 
Services 

 OPEC Oregon Parenting Education 
Collaborative 

MSN Medical Support Need Score  OPIP The Oregon Pediatric Improvement 
Partnership 

NAMI  National Alliance on Mental Illness  OPK Oregon Pre-Kindergarten 

NAV Personal Health Navigators  ORCAH Oregon Child Abuse Hotline 

NCES National Center for Education Statistics  OREGON 
ASK 

Oregon Afterschool and Summer for Kids 
Network  

NCI National Core Indicators  ORRAI Office of Reporting, Research and 
Analytics 
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OSBHA Oregon School-Based Health Alliance  SSAGs Student Success Advisory Groups 

OYA Oregon Youth Authority   SSI Supplemental Security Income 

PBs Performance-based Standards  SAVE Suicide Assessment in Various 
Environments 

PBSP Positive Behavior Support Plan  SBHCs School-based Health Centers 

PCIT Parent-Child Interaction Therapy  SBIRT Screening Brief Intervention and Referral 
to Treatment  

PCPCH Patient-Centered Primary Care Homes  SBMH School-Based Mental Health 

PCPs Primary Care Physicians  SCORP Statewide Recreation Outdoor 
Recreation Plan 

PFA Preschool for All  SDOH Social Determinants of Health  

PHD Positive Human Development  SEED Student Educational Equity Development 
Survey 

PMAD  Perinatal Mood and Anxiety Disorders  SHS Student Health Survey 

PMTO Parent Management Training, Oregon 
Model 

 SNAP Supplemental Nutrition Assistance 
Program 

PNP Psychiatric Nurse Practitioner  SOC System of Care 

POINT Public Oregon Intercity Network   SOCAC System of Care Advisory Council 

PPD Postpartum Depression  SPRF Strengthening, Preserving and Reunifying 
Families 

PRAMS Oregon Pregnancy Risk Assessment 
Monitoring System 

 STAR Substance Use Disorder Treatment and 
Recovery Loan Repayment Program 

PRTF Psychiatric Residential Treatment Facility  STEM Science, Technology, Engineering, and 
Mathematics 

PSLF Public Service Loan Forgiveness  SUD Substance Use Disorder 

PSRB Psychiatric Security Review Board  TANF Temporary Assistance for Needy Families 

PSS Peer Support Specialists  THWs Traditional Health Workers  

PSWs Peer Support Workers  VA EXºX³J«Ż´Affairs  

PWS Peer Wellness Specialists  YSIPP Youth Suicide Intervention and 
Prevention Plans 

QMHA  Qualified Mental Health Associate  YSS Youth Services Survey 

QMHP  Qualified Mental Health Professional  YSSF Youth Services Survey for Families 

QRTPs Qualified Residential Treatment 
Programs 

   

RCM Referral and Capacity Management    

REI Responsible Except for Insanity    

RSN Response and Support Network    

SAMHSA Substance Abuse and Mental Health 
Services Administration 

   

SRSI  System Reform Support Instrument    
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 C H A P T E R  I N T R O D U C T I O N  

A| ´ N|J°ºX³ °³­Æ TX´ J« ­ÆX³Æ XÇ ­Z º|X °­°ÄӃJº ­« ´X³ÆXT MÉ 8³Xz­«Ż´
youth-serving systems, including the education, behavioral health, intellectual 
and developmental disabilities (I/DD), child welfare and juvenile justice 
systems. Oregon and national population data are also included for 
comparison.  

Data from a variety of sources was used to estimate population characteristics.  

There is not a standard way in which youth-serving agencies report population 
data, which leads to inexact comparisons across systems. The methods for data 
collection and aggregation differs across sources and generalizability to the 
entire population served is varied; see the Annotated Bibliography for a 
description of the time frames and populations analyzed by each source. Broad 
estimates of population characteristics are presented here ; more detailed 
information can be found in the respective system chapters. 

 
K E Y  T A K E A W A Y S  

 The education system serves the highest volume of youth among the youth-
serving systems, followed by the behavioral health, I/DD, child welfare and 
juvenile justice systems. For youth accessing care through at least three 
systems (excluding education), the most common combination was behavioral 
health, I/DD and child welfare.  

 The SOC serves a wide range of youth ages, genders, races and ethnicities. One 
major disparity is the overrepresentation of Native American / Native Alaskan 
youth and Black / African American youth in the child welfare and juvenile 
justice systems. This observation in Oregon is consistent with national trends.  

 Oregon youth have higher prevalence rates of substance use disorders than 
the national average. Youth under the jurisdiction of the Oregon Youth 
Authority have markedly higher rates than the other systems and the general 
population.  

 Oregon has higher rates of trauma among youth than the national average. 
Youth in the child welfare system, under the jurisdiction of the Oregon Youth 
Authority, and in some behavioral health programs have much higher rates 
than the state average. 

 Oregon youth suicide death rates are consistently higher than the national 
average.  

 Youth in the juvenile justice system and under the authority of the Oregon 
Youth Authority experience high rates of poverty, housing instability and food 
insecurity.  
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How many youth  are being served by each system? How many youth  are being served by 
more than one system?  

 

For the purposes of this report, system of care (SOC) involvement is defined as accessing services 
or supports through one or more of the following systems:  

¶ Education System: Youth enrolled in K-12 education through the Oregon Department of 

Education (ODE). 
¶ Behavioral Health System: Youth receiving mental health and/or substance use services 

through Medicaid. 
¶ Intellectual and Developmental Disabilities (I/DD)  System: Youth receiving services 

provided by the Oregon Department of Disability Services (ODDS). 
¶ Child Welfare  System: Youth in foster care and/or receiving in -home services through 

Child Welfare. 
¶ Juvenile Justice System: Youth who have contact with the county juvenile justice 

system (both formal and informal dispositions) or the Oregon Youth Authority  (OYA), 
except youth who have cases reviewed and closed without further action. 

The SOC Data Dashboard provides a dynamic overview of the youth served by each of these 
systems, with the exception of ODE; this data is not included in the dashboard (data from ODE 
Student Enrollment Reports, which include data on all youth enrolled in public K-12 schools, is 
used instead).  

From January 2020 to December 2023, the dashboard indicates that there were 210,138  unique 
individuals served; most of those were served by the behavioral health system, followed by the  
child welfare system, I/DD  system and juvenile justice system (Figure 2.1).6  

 

Figure 2.1. Youth ages 0 to 25 served by the system of care, 2020-2023, from the System of Care 
Data Dashboard6 

 

 

Annual data from 2020 to 2023 shows an increase in the number of youth served by the 
behavioral health and I/DD systems and a decrease in the education and child welfare systems 
during that time ; the juvenile justice system has experienced fluctuation in numbers of youth 
involved over time (Table 2.1). ODE has observed continuous declines in enrollment since the 
COVID-19 pandemic, which they partially attribute to an increase in homeschooling.7  

Many youth are served by more than one system (Table 2.2). Youth in the I/DD system, child 
welfare system and juvenile justice system are more likely to also be receiving services from the 
behavioral health system than from any other systems. Some youth are served by three or more 
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agencies. From 2020-2023, there were 1,578 unique individuals served by three or more 
agencies; the annual totals are presented in Figure 2.2. For these youth, the most common cross-
system involvement was among the behavioral health, child welfare and I/DD systems.6  

 

Table 2.1. Number of youth served by the system of care, 20206, 8-12 

 2020  2021  2022  2023  

System n n n n 

Education system 582,661 560,917 553,012 552,380 

Behavioral health system 73,633 78,326 82,352 86,103 

Intellectual/ developmental disabilities system 16,215 17,089 17,709 19,014 

Child welfare system 13,689 12,178 10,800 10,262 

Juvenile justice system 7,784 5,964 6,437 7,045 

 

Table 2.2. Percentage of youth with cross-system involvement, 2020-2023 6 

 % with Cross-System Involvement  

System BH DD CW JJ 
Behavioral health system (n = 174,421) -- 5.2% 5.7% 2.7% 

Intellectual and developmental disabilities system (n = 23,467) 38.6% -- 6.7% 1.4% 
Child welfare system (n = 25,798) 38.5% 6.1% -- 3.1% 

Juvenile justice system (n = 16,682) 28.7% 2.0% 4.7% -- 

 

Figure 2.2. Number of youth served by three or more agencies, 2020-2023 6 
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What are the demographics of the youth being served by each system? Are there groups that 
are disproportionately  represented in any system? 

 

National/Oregon comparison: 8³Xz­«Ż´ JzX J«T zX«TX³ ªJ¦XÄ° ­Z º|X É­Äº| °­°ÄӃJº ­« J³X
´ ª ӃJ³ º­ Ç|JºŻ´ ­M´X³ÆXT «Jº ­«JӃӃÉŸ 8³Xz­« |J´ ª­³X F| ºX É­Äº| J«T ZXÇX³Asian, Black / 
African American and Hispanic/Latino youth than the national census.  

 

System comparison 

Education 
System 

Serves a wide range of ages across K-12 grades (exact age data is not 
published by ODE); almost equal split between males and females; race and 
ethnicity are º|X ª­´º N­«´ ´ºX«º Ç º| 8³Xz­«Ż´ zX«X³JӃ °­°ÄӃJº ­« ­Z É­Äº|
than any other system8-12 

Behavioral 
Health System 

Serves a wide range of ages; slightly more females served than males; higher 
proportions of  American Indian / Alaska Native, Black / African American and 
White youth  than the state population; lower proportion of  Asian and 
Hispanic/Latino youth 6 

I/DD System  
Serves more older youth (15-24); elevated proportion of males ; elevated 
proportion of American Indian / Alaska Native, Black / African American and 
White youth ; lower proportion of  Hispanic/Latino youth 6 

Child Welfare 
System 

Serves more younger youth than other systems; disproportionate 
representation of Native American / Alaska Native and Black / African 
American youth at every decision point in the system, which is consistent 
with national data6,13 

Juvenile 
Justice System 

Primarily serves youth ages 15-19; elevated proportion of males ; Native 
American / Alaska Native and Black / African American are overrepresented 
at almost every decision point in the JJ system, including at referral into the 
system, diversion, pretrial detention and placement in secure confinement at 
OYA facilities, which is consistent with national data6, 14 

 

Location/Region 

When looking at the number of individuals served in each county per 100,000 population (except 
for ODE), the following trends emerge (Figure 2.3): 

¶ Jefferson County serves the highest proportion of youth per capita in the behavioral 
health and I/DD systems. 

¶ Wheeler County serves very few youth across all systems. 

¶ Southeastern Oregon serves the highest proportion of youth in the child welfare and 
juvenile justice systems. 
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Table 2.3. Demographic estimates for the United States, Oregon and the system of care 6, 8-12, 15-16 

Demographic U.S. 
Population   

Oregon 
Population  

Oregon System of Care* 

ODE BH (OHP) I/DD  CW JJ 

Total N (column denominator) 103,123,779 1,182,683 562,242*  174,421 23,467 25,798 16,682 

Demographic Group % of U.S. population under 
25 years old 

% of Oregon population 
under 25 years old 

% of ODE % of BH % of I/DD  % of CW % of JJ 

Age 

0 to 4 17.8% 16.8% N/A  3.2% 6.8% 34.3% N/A  

5 to 9 19.2% 18.8% N/A  17.3% 19.2% 26.0% <1% 

10 to 14  20.6% 21.4% N/A  26.0% 21.7% 20.9% 22.0%  

15 to 19  21.5% 21.6% N/A  26.8% 24.0% 16.8% 74.7%  

20 to 24  21.0% 21.4% N/A  26.6% 28.3% 1.9% 3.3%  

Sex 

Female 48.8% 49.1% 48.3% 56.5% 32.4% 49.2% 30.5% 

Male 51.2% 50.9% 51.5% 43.5% 67.6% 50.6% 69.2% 

Other N/A  N/A  0.3% N/A  N/A  N/A  0.1% 

Unknown N/A  N/A  N/A  N/A  N/A  0.2% 0.2% 

Race & Ethnicity 

American Indian or Alaska Native 1.2% 1.2% 1.2% 4.2% 3.1% 3.3% 3.0% 

Asian 5.3% 4.0% 4.0% 1.7% 4.2% 0.6% 1.7% 

Black or African American 13.2% 2.6% 2.3% 4.4% 5.5% 4.7% 6.1% 

Hispanic or Latino/a 25.7% 23.8% 24.6% 17.5% 11.9% 17.7% 21.5% 

Middle Eastern or North African  N/A  N/A  N/A  0.3% 0.3% N/A  N/A  

Multiple racial or ethnic identities 17.8% 20.1% 6.9% 2.3% 1.7% N/A  N/A  

Native Hawaiian or Pacific Islander 0.2% 0.5% 0.8% 0.7% 0.9% 0.6% N/A  

Other  9.2% 7.5% N/A  0.7% 0.5% N/A  9.5% 

White  53.0% 64.0% 60.2% 68.3% 71.9% 66.1% 58.2% 

Unknown N/A  N/A  N/A  N/A  N/A  7.0% N/A  
*System Abbreviations: Oregon Department of Education (ODE), behavioral health (BH) Oregon Health Plan (OHP), intellectual and developmental disabilities system (I/DD), child welfare (CW), juvenile 
justice (JJ) 
**ODE total n is the average number of youth enrolled from 2019-2023. 
Sources: 2020 United States Census Bureau15,16 , ODE enrollment reports8-12, System of Care Data Dashboard6. 
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Figure 2.3. Youth served by the OHP behavioral health system (except for Oregon Department of Education) and county per 100,000 
population6 

 
Number of individuals served per 100,000 population  

 
 

 
OHP Behavioral Health System Intellectual and Developmental Disabilities  System 

  

Child Welfare System  Juvenile Justice System 

  

0 1,500 750 
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What are the clinical characteristics of the youth being served by each system? How does 
this compare to the national population? Are there groups that are disproportiona tely 
represented in any system? 

 
Clinical Diagnoses 

National/Oregon comparison 

The Data Resource Center on Child and Adolescent Health provides estimates of the overarching 
prevalence of mental, emotional, developmental and behavioral problems in Oregon versus 
nationwide (Table 2.4).18 Their defining criteria for this include anxiety problems, depression, 
behavioral and conduct problems, developmental delay, intellectual disability, speech or other 
language disorder, learning disability, autism or autism spectrum disorder, attention deficit 
disorder or attention -deficit /h yperactivity disorder and Tourette syndrome.  

 

Table 2.4. Percentage of OHP youth with mental, emotional, developmental or behavioral health 
symptoms, ages 3 to 17 in Oregon versus the United States, 2022-2023 18 

 Oregon United States 

National Survey of $| ӃT³X«Ż´ ,XJӃº| .«T NJº­³ % of youth % of youth 

One or more reported mental, emotional, developmental or behavioral 
problems* and/or qualifies on Child with Special Health Care Needs 
(C-SHCN) Screener 

28.6% 25.8% 

* NSCH defines this as: anxiety problems, depression, behavioral and conduct problems, developmental delay, intellectual disability, speech or other 
language disorder, learning disability, autism or autism spectrum disorder, attention deficit disorder or attention-deficit/hyperactivity disorder, Tourette 
syndrome. 

 

According to 2021 -2022 national data from the Center for Disease Control (CDC), 10% of 
children in the U.S. ages 3-17 had anxiety, 7% had behavior disorders and 4% had depression.19 
Another source reported that in 2020, almost 12% of youth ages 3 to 17 nationwide had anxiety 
or depression, versus 16% in Oregon; this is the fourth-highest rate compared to other states.20 
Mental Health America (MHA) reports that Oregon has the highest rate of youth who have 
experienced a depressive episode in the past year (25%) in the nation.21 Additionally, MHA ranks 
Oregon as second-to -last on their Youth Flourishing measure, which is an overall indicator of 
mental health and well-being.21 

 

  

Note: This data only includes youth with Oregon Health Plan (OHP) and does not represent youth with private or no insurance. 
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Oregon system comparison 

Education 

System 

21-35% of students (6th, 8th & 11th graders) report anxiety symptoms and 

24-38% report depressive symptoms22; from 2019 -2024, approximately 14% 
of students were enrolled in special education services23-27 

Behavioral 
Health System 

95% of youth served by the OHP behavioral health system have a mental 

health diagnosis, 1% have an I/DD diagnosis28-29 

Note: The Oregon Child Integrated Dataset (OCID) team is preparing a report 
on the prevalence of different behavioral health diagnoses (and relation to 
cross-system involvement) among children with CHIP and Medicaid, with an 
anticipated release date in spring 2025 

I/DD System  

46% have autism spectrum disorder, 43% have an intellectual disability, 7% 

have a global developmental delay, 5% have fetal alcohol syndrome and 6% 
have Down syndrome28,30; ODDS does not collect data on co-occurring 
mental health diagnoses  

Child Welfare 

System 

25% have an adjustment disorder, 15% speech/communication disorder, 14% 

anxiety disorder, 14% mood/ depressive disorder and 16% have a 
developmental disorder, learning disorder and/or other developmental delay31 

Juvenile 
Justice System 

57% of youth in OYA have a mental health diagnosis and 50% have a special 
education history32; clinical data for youth in the juvenile justice system as a 
whole is unavailable 

 

Substance Use 

National/Oregon comparison 

The Substance Abuse and Mental Health Services Administration (SAMHSA) reports that 
8³Xz­«Ż´ É­Äº| ´ÄM´ºJ«NX Ä´X T ´­³TX³ Ǝ?C&Ə ³JºX´ J³X | z|X³ º|J« º|X «Jº ­«JӃ JÆX³JzX (Table 
2.5).33 Oregon ranks 48th out of 51 in prevalence of SUD, which means that Oregon has one of 
the highest rates of youth SUD in the country .21 

 

Table 2.5. Substance use disorder prevalence in Oregon and the United States, 2021-2022 33 

 Oregon United States 

Substance Use Disorder Prevalence % of youth % of youth 

Ages 12 to 17  12.5% 9.0% 

Ages 18 to 25  35.7% 27.0% 
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Oregon system comparison 

Education 
System 

3-17% of students (6th, 8th & 11th graders) report that they use alcohol , 1-
12% marijuana, 1% prescription drugs and 1% illicit drugs22 

Behavioral 
Health System 

7-9% have a substance use disorder28-29 

I/DD System  ODDS does not collect this information  

Child Welfare 

System 

The DAETA team was unable to locate data on youth substance use in the 

child welfare system 

Juvenile 
Justice System 

89% of OYA youth have a substance use history32; while clinical data for 
youth in the juvenile justice system as a whole is unavailable, JJIS reports that 
in 2023, 0.6% of youth were referred for substance-related felony offenses 
(0.5% controlled substance/alcohol, 0.1% marijuana), 1.7% for misdemeanors 
(0.2% controlled substance/alcohol, 1.5% marijuana) and 11.4% for non-
criminal violations/infractions  (4.7% for alcohol/ minor in possession, 0.1% for 
controlled substance/alcohol, 6.6% marijuana)34 

 

Trauma 

National/Oregon comparison 

The Data Resource Center on Child and Adolescent Health Ä´X´ º|X 6Jº ­«JӃ ?Ä³ÆXÉ ­Z $| ӃT³X«Ż´
Health (NSCH) to estimate the number of adverse childhood experiences (ACEs) children have 
experienced.18 The NSCH adds questions related to discrimination and neighborhood violence to 
the standard categories identified in the ACE study.35 Overall, Oregon has higher rates of trauma 
among youth than the United States as a whole.  

 

Table 2.6. Percentage of youth ages 0 to 17 with adverse childhood experiences in Oregon versus the 
United States, 2022-202335 

 Oregon United States 

Number of Adverse Childhood Experiences (ACEs) % of youth % of youth 

No ACEs 57.8% 61.0% 

One ACE 21.6% 21.5% 

Two or more ACEs 20.6% 17.5% 

 

  



   

 

DATA REPORT ON THE OREGON SYSTEM OF CARE FOR YOUTH | PAGE 28 

Oregon system comparison 

Education 

System 

11-19% of students (6th, 8th & 11th graders) report that someone has 

physically hurt them, 18-21% (6th, 8th & 11th graders) have witnessed 
physical, emotional or sexual harm at school, and 19% of 11th graders report 
that a partner has tried to control, manipulate or emotionally hurt them 22 

Behavioral 

Health System 

While OHA does not collect systemwide trauma data, select program-level 

estimates suggest high rates of trauma among this population: 87% of youth 
in Intensive In-Home Behavioral Health Treatment (IIBHT)36 and 62% of 
youth in Mobile Response and Stabilization Services (MRSS) have a trauma 
history 37 

I/DD System  ODDS does not collect this information . 

Child Welfare 
System 

By nature of their involvement with the child welfare system, it can be 
assumed that almost all youth have experienced some sort of traumatic 
event38; an estimated 14% of youth have a post-traumatic stress disorder 
(PTSD) diagnosis and 2% have other trauma/stressor-related disorders31 

Juvenile 

Justice System 

95% of youth in OYA have a trauma history; 40% report  5 to 8 adverse 

childhood events (ACEs) and 26% report  9+ events (the most common ACEs 
include losing a biological parent (80%), witnessing violence (78%) and 
parental substance abuse history (65%)32; clinical data for youth in the 
juvenile justice system as a whole is unavailable 

 

Suicidality 

National/Oregon comparison 

In 2024, Oregon had the highest rate of youth who report  having serious thoughts of suicide in 
the nation21. Additionally, Oregon youth suicide death rates are consistently higher than the 
national average (Figure 2.4)39. Since 2018, the total annual number of youth who die by suicide 
in Oregon has decreased. The majority of this decrease has been among White youth, with either 
no change or increases among all other racial and ethnic groups.39 
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Figure 2.4. Suicide death rates among youth 10 to 24 years old in Oregon and the United States, 
from the 2023 Youth Suicide Intervention and Prevention Plan Annual Report39

 

Oregon system comparison  

Education 

System 

7-15% of students (6th, 8th & 11th graders) report that they have seriously 

considered suicide and 3-5% report that they have attempted suicide22 

Behavioral 

Health System 

While OHA does not collect systemwide suicidality data, select program-level 

estimates suggest high rates of suicidality among this population: 76% of 
youth in IIBHT have a history of suicidality 36, 21% of youth in Wraparound 
present with suicide risk at enrollment40 and 35% of youth in MRSS have 
attempted suicide at some point prior to enrollment 37 

I/DD System  ODDS does not collect this information  

Child Welfare 
System 

While exact rates could not be obtained, the Critical Incident Review Team 
(CIRT) and the Youth Suicide Intervention Prevention Plan (YSIPP) identify 
high rates of suicide among youth in child welfare as a priority issue 41-42 

Juvenile 

Justice System 

11% of OYA youth have self-harm history and 11% have a history of 

suicidality (thoughts, plans or attempts in the past 90 days)32; suicidality data 
for youth in the juvenile justice system as a whole is unavailable 
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Pediatric Chronic Conditions and Health Complexity 

National/Oregon comparison 

The Data Resource Center on Child and Adolescent Health provides estimates of the prevalence 
of Children with Special Health Care Needs (CSHCN), which includes chronic conditions and 
other special needs (Table 2.7)18. Less complex needs include É­Äº| Ç|­ XÈ°X³ X«NX żN|³­« N
N­«T º ­«´ º|Jº J³X ªJ«JzXT °³ ªJ³ ӃÉ º|³­Äz| °³X´N³ °º ­« ªXT NJº ­«Ž Ç| ӃXmore complex needs 
include youth with żXӃXÆJºXT «XXT ­³ Ä´X ­Z ´°XN JӃ ÊXT ´X³Æ NX´ŵ º|X³J° X´ŵ ­³ ZÄ«Nº ­«JӃ
limitations .Ž18 Overall, Oregon has higher rates of youth with more complex needs and lower rates 
of youth with less complex needs. System-specific health complexity data was not able to be 
obtained as this is not tracked consistently across systems. 

 

Table 2.7. Degree of health complexity among children with special health care needs (CSHCN) in 
Oregon versus the United States, 2022-2023 18 

 Oregon United States 

6Jº ­«JӃ ?Ä³ÆXÉ ­Z $| ӃT³X«Ż´ ,XJӃº| .«T NJº­³ % of youth % of youth 

CSHCN with more complex health needs 17.9% 15.8% 

CSHCN with less complex health needs 3.6% 5.0% 

Non-CSHCN 78.5% 79.2% 

 

OHA defines health complexity á º|X  «ºX³JNº ­« ­Z ªXT NJӃ J«T ´­N JӃ ZJNº­³´  « J °X³´­«Ż´
overall health.43 In Oregon, medical complexity is determined using diagnoses, service utilization 
and number of bodily systems impacted; Table 2.8 presents the number of Oregon youth who 
fall in each of these categories. Social complexity is determined using a set of individual, familial 
and community characteristics, as outlined in Table 2.9. Together, these factors determine a 
É­Äº|Ż´ ­ÆX³JӃӃ |XJӃº| N­ª°ӃXÈ ºÉ (Figure 2.5).  

 

Table 2.8. Medical complexity among Oregon youth ages 0-20 with Medicaid and º|X $| ӁT³X«Ź´ ,XJӁº|
Insurance Program (CHIP), 2020-2023 43 

  2020  
N = 497,738  

2021  
N = 518,076  

2022 
N = 502,475  

Medical complexity n % n % n % 

Complex chronic  50,473  10.1% 50,511  9.7% 48,670  9.7% 

Non-complex chronic  102,506  20.6% 94,751  18.3% 90,337  18.0% 
Healthy/Non -chronic  344,759  69.3% 372,814  72.0% 363,468  72.3% 
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Table 2.9. Social complexity among Oregon youth ages 0-20 with Medicaid and º|X $| ӁT³X«Ź´ ,XJӁº|
Insurance Program (CHIP), 2020-2023 43 

  2020  
N = 497,738 

2021  
N = 518,076  

2022 
N = 502,475  

Social Complexity Indicator n % n % n % 

Poverty (child)  193,226  38.8% 195,456  37.7% 185,784  37.0% 

Poverty (parent)  164,771  33.1% 169,307  32.7% 162,233  32.3% 

Foster care  60,534  12.2% 62,227  12.0% 57,161  11.4% 

Parental death  6,903  1.4% 9,832  1.9% 9,746  1.9% 

Parental incarceration  96,146  19.3% 108,879  21.0% 104,127  20.7% 

Mental health (child)  170,272  34.2% 184,766  35.7% 191,982  38.2% 

Mental health (parent)  190,431  38.3% 205,970  39.8% 206,125  41.0% 

Substance use disorder (child)  16,966  3.4% 17,399  3.4% 14,376  2.9% 

Substance use disorder (parent)  115,210  23.1% 132,117  25.5% 125,804  25.0% 

Child abuse and neglect  40,420  8.1% 46,119  8.9% 38,303  7.6% 

Potential language barrier  81,593  16.4% 78,681  15.2% 77,973  15.5% 

Parental disability  19,214  3.9% 23,189  4.5% 23,221  4.6% 

  

Figure 2.5. Health complexity among Oregon youth ages 0-20 with Medicaid and CHIP, 2020-2023, 
adapted from the 2020-2023 8³Xz­« ,XJӁº|  Äº|­³ ºÉ $| ӁT³X«Ź´ ,XJӁº| $­ª°ӁXÈ ºÉ >X°­³º´43 

Health Complexity  
N = 1,518,289 

Social Complexity  
(12 indicators maximum)  

3+ Indicators 1-2 Indicators None 

Medical 
Complexity  

(3 categories) 

Complex chronic 5.2% (78,383) 3.8% (57,252) 0.9% (14,019) 
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Non-complex 
chronic 

9.3% (141,455) 7.4% (112,517) 2.2% (33,622) 

Healthy/  
Non-chronic 

23.4% (354,869) 28.2% (428,476) 19.6% (297,696) 

    Decreasing social complexity >> 
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Where do youth in each system live and who do they live with? How do living arrangements 
vary across different demographic groups? 

 

National/Oregon comparison 

The CDC reports that nationally in 2023, 71% of youth lived with  two parents, 21% with their 
mother only, 4% with their father only and 4% with no parent. 44 

 

Oregon system comparison 

Education 
System 

84.2-94.4% of students  Ӄ ÆX  « º|X ³ °J³X«º ­³ zÄJ³T J«Ż´ |­ªX, 1.0-1.4% live 
 « J Z³ X«T ­³ ZJª ӃÉ ªXªMX³Ż´ |­ªX and <1% live in each of the following 
settings: foster home, shelter/emergency setting, hotel/motel, public place, 
other22 

Behavioral 
Health System 

Due to the unreliable nature of living arrangement information in the MMIS 
and MOTS systems, Oregon Health Authority did not provide this data. 
However, data from two individuals programs show that 32% of youth in 
IIBHT live in a private residence and 9% live in a ODHS setting, though 59% 
of data is missing36; in MRSS, 96% of youth live in a private residence37 

I/DD System  

While ODDS does not collect this information, the SOC Data Dashboard 

estimates that 94.8% of youth served by IDD received services at home, 
8.7% were served in non-relative foster care and 5.2% were served in a 
group home6 

Child Welfare 

System 

67-68% of youth in child welfare are living with a foster placement; other 

common placements include trial reunification (11%), pre-adoptive homes (6-
9%), residential treatment homes/facilities  (4-6%) and independent living (2-
3%)45 

Juvenile 
Justice System 

18% of youth who are committed to OYA custody are living at home, 74% 
are at an OYA facility, 2% are in detention, 3% have a runaway status and 3% 
are in an unlisted living situation32; data for youth in the juvenile justice 
system as a whole is unavailable 
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How many families experience housing instability or homelessness in each system? How 
does this compare to Oregon/nationally? Are there groups that are disproportionately 
affected? 

 

The McKinney-Vento Homeless Assistance Act, which is a federal law that guarantees free public 
education to youth experiencing housing instability, defines housing instability as46:  

¶ Residing in a shelter 

¶ Staying in a motel or campground because of the lack of alternative, adequate housing 
¶ Living in a car, park, abandoned building, bus or train station 
¶ Sharing housing with others due to the loss of housing or financial hardship 

¶ Lacking a stable, regular and adequate nighttime residence 

The U.S. Department of Housing and Urban Development (HUD) further categorizes 
homelessness as sheltered versus unsheltered. Sheltered homelessness refers to individuals who 
are staying in shelters, transitional housing or safe havens. Unsheltered homelessness is when 
individuals spend the night in non-designated sleeping accommodations, like parks or vehicles.  

 

National/Oregon comparison 

A national point-in-time analysis in 2023 found that there are 34,703 unaccompanied youth 
under the age of 25 experiencing homelessness nationally (9.3% are under 18 years old and 
90.7 % are 18 to 24 years old).47 In Oregon, it is estimated that there are 1,424 unaccompanied 
youth experiencing homelessness.47 Oregon has the highest rate of unsheltered homeless youth 
in the nation, with 69.9% of homeless unaccompanied youth being unsheltered.47 Oregon also 
has the highest rate of unsheltered families with children, with 58.7% of  homeless individuals in 
families with children being unsheltered.47  

 

Oregon system comparison 

Education 

System 

Around 3% of students are identified as having housing instability annually; 

however, over 10% of students experience some sort of housing instability at 
some point during their K-12 education46; Native Hawaiian / Pacific Islander 
and Black / African American students are twice as likely to experience 
housing instability (Note: ODE reports that the pandemic and shift to virtual 
learning has significantly impacted its ability to identify youth experiencing 
housing instability) 

Behavioral 

Health System 

Due to the unreliable nature of living arrangement information in the MMIS 

and MOTS systems, OHA did not provide this data; however, OHA is 
preparing a report on youth homelessness set to be released in Q1 2025 

I/DD System  ODDS does not collect this information  
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Child Welfare 
System 

Inadequate housing is present in 6.0-6.8%% of founded abuse cases48 

Juvenile 
Justice System 

14% of all OYA youth experienced housing instability within the three years 
prior to commitment 49; data for youth in the juvenile justice system as a 
whole is unavailable 

 

How many families  meet the federal poverty level  in each system? How many families 
experience food and/or financial insecurity  in each system? How does this compare to the 
Oregon/national population?  

 

Poverty 

National/Oregon comparison 

The poverty rate is defined as the percentage of the population whose income falls below the 
poverty line. The poverty line in 2023 was $30,900 for a family of four. 50 The 2023 national 
poverty rate was 12.5% and 12.2% in Oregon.51 

 

Oregon system comparison 

Education 

System 
33% of Oregon students experience poverty12 

Behavioral 
Health System 

Due to the unreliable nature of financial information in the MMIS and 
MOTS systems, Oregon Health Authority did not provide this data.   

I/DD System  ODDS does not collect this information  

Child Welfare 

System 

Family financial distress is present in 8.2-10.4% of founded abuse 

cases; the head of household being unemployed is present in 4.5-5.7% 
of cases48; youth under the age of 5 who have experienced 
maltreatment have higher rates (49.2%) of family enrollment in the 
Temporary Assistance for Needy Families (TANF) program than youth 
who have not experienced maltreatment (7.1%)52  

(Note: While lower socioeconomic status is associated with higher 
Ӄ ¦XӃ |­­T ­Z $| ӃT FXӃZJ³X  «Æ­ӃÆXªX«ºŵ ż°­ÆX³ºÉ  ´ ­ZºX« ª ´ºJ¦X« Z­³
neglect, resulting in increased rates of child abuse reports and 
Ä««XNX´´J³É Z­´ºX³ NJ³Xŵ z³­Ä° J«T  «´º ºÄº ­«JӃ °ӃJNXªX«ºŽ 53-55 
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Juvenile 
Justice System 

62.7% of youth with JJ involvement had prior contacts with OregonŻs 
Self-Sufficiency programs, which includes Supplemental Nutrition 
Assistance Program (SNAP), Temporary Assistance for Needy 
Families (TANF) and support for youth experiencing homelessness 56-

57; an analysis of Oregon student data found that youth whose 
żXTÄNJº ­« ³XN­³T´  «T NJºXT XN­«­ª N T ´JTÆJ«ºJzX |JT JM­Äº
double the odds of county probation and about 1.5 times the odds of 
8H N­ªª ºªX«º N­ª°J³XT º­ ´ºÄTX«º´ Ç º|­Äº º| ´  «T NJº­³Ž 58 

 

Food Insecurity 

National/Oregon comparison 

Approximately 13.5% of U.S. households were food insecure at some point during 2023; 
8³Xz­«Ż´ ³JºX´ J³X ´ ª ӃJ³ º­ º|X «Jº ­«JӃ JÆX³JzX.59 

 

Oregon system comparison 

Education 

System 

46-55% of students were eligible for the  free and reduced-price lunch 

program (FRPL) from 2019 -2023 60 

Behavioral 

Health System 

Due to the unreliable nature of financial information in the MMIS and MOTS 

systems, Oregon Health Authority did not provide this data  

I/DD System  ODDS does not collect this information  

Child Welfare 
System 

Systemwide data is not available, but data for youth under the age of 5 who 
have experienced substantiated maltreatment have higher rates (82.6%) of 
family enrollment in  the Supplemental Nutrition Assistance Program (SNAP) 
than youth who have not experienced maltreatment  (29.5%)52 

Juvenile 

Justice System 

62.7% of youth with JJ involvement had prior contacts with OregonŻs Self-

Sufficiency programs, which includes Supplemental Nutrition Assistance 
Program (SNAP), Temporary Assistance for Needy Families (TANF) and 
support for youth experiencing homelessness56-57 
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 C H A P T E R  I N T R O D U C T I O N  

The neighborhood and community in which youth and families live have a 
substantial impact on their health and wellbeing. The 2024 Mental Health 
America report underscores the importance of living in a supportive 
«X z|M­³|­­Tŵ TXZ «XT J´ ż­«X  « Ç| N| °X­°ӃX  « º|X «X z|M­³|­­T |XӃ°ed 
each other...watched ­Äº Z­³ XJN| ­º|X³Ż´ N| ӃT³X«ŵ J«T °X­°ӃX ¦«XÇ Ç|X³X º­
go for help in their community when they encounter ed difficultiesŽ.21 Research 
suggests that not living in a supportive neighborhood is a risk factor for poor 
mental health outcomes.61-62  In Oregon, 52.6% of families feel like they live in 
a supportive neighborhood, compared to 56% nationally.21 The National Survey 
­Z $| ӃT³X«Ż´ ,XJӃº| °³­Æ TX´ J ´ ª ӃJ³ X´º ªJºXŵ Ç º| ǒǎŸǔӆ ­Z N| ӃT³X« Ӄ Æ «z  «
a supportive neighborhood compared to 56.1% nationally.18 This chapter 
explores ways that Oregon is supporting the neighborhoods and communities 
where people live and opportunities for further growth.  

 

 

 
K E Y  T A K E A W A Y S  

 Oregon families participate in outdoor recreational activities at a higher rate 
than any other demographic group surveyed by the Oregon Parks and 
Recreation Department. Rural Oregonians, low-income families, people with 
disabilities and ethnic minorities have less access to these activities. 

 8³Xz­«Ż´ ª­³X ³Xª­ºX N­Ä«º X´ Ǝª­´º «­ºJMӃÉ + ӃӃ Jª $­Ä«ºÉ J«T 2J¦X
County) have less access to high-speed internet than urban areas, like the 
Portland Metro Area. Lower-income households, Native American / Alaska 
Native individuals and Hispanic/Latino individuals are disproportionately 
affected.  

 A higher percentage of Oregonians live in a childcare desert than the national 
average. Income level of the neighborhood, race and ethnicity, rurality and age 
of the child all impact the likelihood of living in a childcare desert.  

 Parents of youth involved with the system of care experience high rates of 
burnout and stress. Parents of youth involved with the 
intellectual/ developmental disabilities and behavioral health systems are 
particularly affected.  

 There are many resources for parents and youth throughout the state. Drop-in 
centers for youth have regional availability while resources for parents are 
distributed across the state or available in a more accessible platform, like 
online or via phone.   
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What access to nature, parks and outdoor recreational activities is available in different 
regions of Oregon? Are there disparities in access? 

 

Research suggests that time spent outside Ɗ like going to parks, community events and trails Ɗ 
has MX«XZ º´ º­ J É­Äº|Ż´ ªX«ºJӃ |XJӃº|Ÿ63-64 Specifically, exposure to nature and outdoor 
recreation can improve mood, bolster resilience and provide a buffer to stress.65-67 The National 
?Ä³ÆXÉ ­Z $| ӃT³X«Ż´ ,XJӃº| Ǝ6?$,Ə X´º ªJºX´ º|Jº 8³Xz­« É­Äº| J³X ª­³X Ӄ ¦XӃÉ º­ Ӄ ÆX  « J
neighborhood with a park or playground (81.3%) than youth nationwide (76.2%).18  

The 2019-2023 Oregon Statewide Comprehensive Outdoor Recreation Plan (SCORP) describes 
the positive impacts of exposing youth to outdoor recreation, including physical, emotional and 
spiritual benefits.68 However, this report  highlights that youth engagement with outdoor 
recreational activities is decreasing due to several ZJNº­³´ŵ  «NӃÄT «z żÄ³MJ« ÊJº ­«ŵ Ӄ­´´ ­Z Z³XX
time, increased single-parent family households, and greater focus on electronic activities.Ž An 
annual survey conducted by the department highlighted several important  trends: 

¶ Overall, families with children were most likely to visit close-to -home local and municipal 
parks, with 92% reporting that they had visited in the past year. 
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¶ 100% of families with children participated in one or more outdoor activities in the past 
year, which was higher than any other demographic group of focus (such as different racial  
demographic groups, income groups, age groups, etc.). 

¶ Families with children participated in a greater array of outdoor activities . 

¶ 17.5% of families with children across the state (41.1% for rural families) reported that 
they did not have a park or recreation facility within walking distance, compared to 22.9% 
for the general Oregon population.  

Both the 2019 -2023 SCORP and the 2025-2029 draft SCORP plans underscore the same 
imperative: youth and families, particularly those that are low income, racial minorities and/or 
living in a rural area of the state, need better access to close-to -home outdoor recreation.  

 

What type of internet options are available in different regions of Oregon? Are these 

options reliable, affordable and fast? Are there regional or other disparities in access?   

 

Oregon, along with the rest of the nation, has been promoting increased use of telehealth-based 
care to combat inequities, yet some of the most vulnerable populations do not have access to 
high-speed internet. The Oregon Department of Education has similarly increased remote 
learning since the COVID-19 pandemic, while also recognizing that the basic need for internet 
may be impeding efforts.69 

BroadbandNow  utilizes Federal Communications Commission (FCC) data and other publicly 
available resources to report on internet availability across the nation. Their analyses estimate 
that around 92% of Oregonians have access to high-speed broadband internet, which ranks 24th 
in the nation.70 This is defined as having connectivity at a minimum of 100 MBPS, which is 
considered sufficient speed for daily tasks such as video calls and streaming.71 When looking at 
the data by county, some disparities emerge (Figure 3.1)70: 

¶ Gilliam (34.5%) and Lake (42.3%) counties have 

the lowest rates of access, with less than half of 
households having sufficient internet speeds. 

¶ The Portland Metro Area, specifically 
Clackamas (98.9%) and Multnomah (98.7%) 
counties, and counties along the I-5 corridor 
have the highest access rates.  

¶ Of individuals without any access to internet 
(broadband, cellular data, satellite or dialup), 
certain groups are more affected, including 
lower income households (those making less 
than $20k per year) and Native American / 
Alaska Native and Hispanic/Latino households 
(nuanced data on intersectionality was not 
able to be obtained). 

Figure 3.1. Percentage of population with 
access to 100 MBPS broadband internet, 
from BroadbandNow70 
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What public transportation services are available in the different regions in Oregon? Are 
there regional or other disparities in access?    

 

Safe, consistent and convenient public transportation is a critical service, and for some, a basic 
need that enables access to education, health care and employment. While many families use 
personal vehicles to access essential services, the Oregon Department of Transportation (ODOT) 
X´º ªJºX´ º|Jº ǔӆ ­Z 8³Xz­«Ż´ XӃ z MӃX °­°ÄӃJº ­« T­X´ «­º |JÆX J T³ ÆX³Ż´ Ӄ NX«´X J«T ǏǍӆ ­Z
households use public transportation.72-73 

In Oregon, public transportation ranges from large urban systems to small county or regional 
providers. There are also intercity systems like Amtrak or the Public Oregon Intercity Network 
(POINT). Even where public transportation exists, there are disparities in connectivity, 
accessibility and mobility ; vulnerable or disadvantaged populations are most likely to use public 
transportation, including low -income households, minorities, people with disabilities or those that 
have limited English proficiency.73 

Central Oregon has the lowest rates of the population (<10%) having close access to public 
transportation, with Lake, Sherman, Gilliam and Wheeler counties being the most affected (Figure 
3.2).73  

 

Figure 3.2. Percentage of the population served by a transit network within half a mile of their home, 
from the Oregon Transit Network Report73 
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What non-emergent medical t ransport (NEMT) services are available in different regions of 
Oregon? Are there some groups that do not have access to NEMT?    

 

Non-emergent medical transport (NEMT) is an important benefit for individuals with Medicaid 
who need assistance getting to medical appointments. Individuals with OHP Plus have access to 
NEMT, which may include a taxi, bus, local ride service or gas/lodging reimbursement when using 
a personal vehicle. Each county has a designated contractor and process for utilizing OHP NEMT 
services.74 CCOs submit quarterly reports to the Oregon Health Authority (OHA) that includes 
ride information, call center metrics and reimbursement data; this data was requested but unable 
to be obtained.75 

The Oregon Department of Veterans Affairs  (VA) also offers NEMT services to transport veterans 
to VA medical facilities for treatment. Additionally, an initiative specifically aimed at supporting 
veterans Ӄ Æ «z  « ż| z|ӃÉ ³Ä³JӃŽ J³XJ´ Ǝ#J¦X³ŵ + ӃӃ Jªŵ +³J«ºŵ 2J¦Xŵ ,J³«XÉŵ 5JӃ|XÄ³ŵ 5­³³­Çŵ
Sherman, Wallowa and Wheeler counties) provides free transportation to all medical 
appointments, regardless of facility location and affiliation with  the VA.76 From 2014 to 2022, 
the program provided over 31,932 trips, wh ich greatly improved access to care for these 
veterans.77 

VJ³ JM Ӄ ºÉ JN³­´´ N­ªªX³N JӃ NJ³³ X³´ J«T Ç º| « º|X ³  «T Æ TÄJӃ ÊXT °ӃJ«´ Ӄ ª ºXT º|X ºXJªŻ´
ability to assess whether NEMT is offered to individuals with private insurance.  

 

How many families in Oregon have access to childcare and/or early learning programs ? How 
many childcare providers does Oregon have and where are they working? Where are there 
gaps in the availability of childcare providers serving youth and families?   

 

High-quality childcare offers  ªJ«É MX«XZ º´ŵ  «NӃÄT «z ´Ä°°­³º «z N| ӃT³X«Ż´ |XJӃº|É TXÆXӃ­°ªX«º
and allowing parents to provide for their families. When regions do not have enough affordable 
and accessible childcare, it negatively impacts children, families and the economy.78 Childcare 
deserts are TXZ «XT J´ żany census tract with more than 50 children under age 5 that contains 
either no childcare providers or so few options that there are more than three times as many 
children as licensed childcare slotsŽ.79 In Oregon, 60% of families live in a childcare desert 
compared to 51% nationally (Oregon is ranked 41/51 nationally).  

The Oregon Department of Early Learning and Care (ODELC) reports that there were 3,816 
licensed childcare facilities in Oregon in October 2024 (Figure 3.3).80 The number of licensed 
providers and their capacity fluctuates over time. After a notable dip during the COVID -19 
pandemic, licensed facilities and capacity have been steadily increasing; as of October 2024, 
providers had the highest capacity observed in the past five years (Figure 3.4).80  
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Figure 3.3. Childcare supply in Oregon, from the Center for American Progress79 

 

 

Figure 3.4. Licensed facilities and licensed capacity in Oregon, from the Oregon Department of Early 
Learning and Care80 

 



   

 

DATA REPORT ON THE OREGON SYSTEM OF CARE FOR YOUTH | PAGE 42 

The limited available childcare is often unaffordable, and resources such as Employment Related 
Day Care (ERDC) and relief nurseries may have lengthy waitlists or other limitations on 
enrollment. This is especially important given the role that these programs may have in the SOC. 
ERDC helps pay for childcare expenses for families below specified income levels that are 
working, in school or receiving Temporary Assistance for Needy Families (TANF) benefits.81 Relief 
nurseries provide early intervention and support to families who are experiencing significant 
stressors that put them at risk of becoming involved with the child welfare and/or juvenile justice 
systems.82 

 

Access to Early Learning Programs 

(J³ӃÉ ӃXJ³« «z  ´ ¦XÉ º­ J N| ӃTŻ´ Ӄ­«z-term success. It boosts academic performance, improves 
health and increases the chances of staying in school, attending college and living a longer, 
healthier life.83 The Oregon Department of Early Learning and Care (ODELC) provides early 
learning programs and services such as Oregon Pre-Kindergarten (OPK) and Preschool Promise, 
to children from 0 -5 years of age.  

OPK provides free, high-quality early education and care for infants and children until the age of 
five for families with low  income, families receiving TANF, SNAP, SSI or those that are part of the 
foster care system.84-85 In December 2023, 72.4% of pre-K part-day and 84.7% of pre-K 
extended-day slots were filled.85 County-specific data can be accessed through the OPK 
Dashboard.85   

Preschool Promise serves children from families with incomes up to 200% of the Federal Poverty 
Level, and operates in varied settings.86 In 2023, approximately 11,720 children ages 3-4 (16% 
of 4-year-olds and 12% of 3-year-olds) were enrolled in a public preschool program. 86 According 
to the ODELC, as of December 2023, 92.4% of preschool slots were filled.87 In 2024, Preschool 
Promise had 5,132 seats available at 318 sites and 96% of these slots were filled.87 County-
specific data can be accessed through the Preschool Promise Dashboard.87  

Oregon school districts also offer public pre-kindergarten programs outside of OPK and 
Preschool Promise. In 2021, Multnomah County established Preschool For All (PFA) which had 
2,200 seats in 2024 at 135 locations in the county.88 Comprehensive information about county -
´°XN Z N XJ³ӃÉ ӃXJ³« «z °³­z³Jª´ NJ« MX Z­Ä«T Jº XJN| N­Ä«ºÉŻ´ XJ³ӃÉ ӃXJ³« «z ÇXM´ ºXŸ 

Oregon preschool programs have faced a shortage of qualified teachers. To address this issue, 
the state will allocate funds from its 2023 -25 budgets to raise provider rates by at least 7%, 
allocating $25.6 million to OPK and $16.7 million to Preschool Promise.86 

The team was unable to locate demographic information specific to early learning care in Oregon. 
However, a report by the National Center for Education Statistics (NCES) highlights national 
disparities in access to early learning, particularly among different racial and socioeconomic 
groups. In October 2021, enrollment rates in early childhood programs varied by race, with Black 
and Hispanic youth having lower enrollment rates compared to White youth. Additionally, youth 
from low -income families were less likely to attend preschool than those from higher -income 
households.89 

 

https://app.powerbigov.us/view?r=eyJrIjoiYTEzNWVhYzEtNWY1YS00NjYwLTg1YmQtNDA2M2Q5YWUxNTBhIiwidCI6ImFhM2Y2OTMyLWZhN2MtNDdiNC1hMGNlLWE1OThjYWQxNjFjZiJ9
https://app.powerbigov.us/view?r=eyJrIjoiYTEzNWVhYzEtNWY1YS00NjYwLTg1YmQtNDA2M2Q5YWUxNTBhIiwidCI6ImFhM2Y2OTMyLWZhN2MtNDdiNC1hMGNlLWE1OThjYWQxNjFjZiJ9
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Are there supervised and age-appropriate youth drop -in centers available in each 
community? Who do they serve and what services do they provide? Are there regional or 
other disparities in access?     

 

Youth drop-in centers provide a safe space for youth to access basic needs, shelter and services.  
They may offer showers, clothing, food, connection to case management, behavioral health 
services, career exploration opportunities , respite and other types of support .  

Most regions in Oregon have community centers that offer supervised drop-in space for youth 
to  socialize and spend time in. These are often run by city Parks and Recreation departments or 
community-based organizations like the Boys and Girls Club or the YMCA. The NSCH reports 
that 46.2% of Oregon youth live in a neighborhood with a recreation center, community center 
or Boys and Girls Club, which is slightly less than the national average of 48.3%.18  

For youth who are involved in the system of care, peer-run drop-in centers provide safe spaces 
for social connection and systems navigation. Drop-in centers are outlined in Table 3.1; please 
note that this is not an exhaustive list. With the exception of  the Bend/Redmond and Klamath 
Falls areas, almost all drop-in centers are located in the Portland metro area or along the I-5 
corridor.  

 

Table 3.1. Youth drop-in centers in Oregon 

Organization  Location(s) Population  Served and Services Provided 

Citizens for Safe 
Schools90 

Klamath 
Falls 

Ages 9 to 16, with a focus on youth at risk for delinquency, 
academic failure or victimization; programming, arts, games, 
clothing, homework space 

Connected Lane 
County91 

Eugene 
Springfield 

Ages 14 to 24; education support, job seeking support, career 
mentorship, housing and health care resources, college 
support, shower and laundry facilities 

CORE Zephyr House92 Eugene Ages 16 to 24, with a focus on youth experiencing 
homelessness; life skills support, art, recreation workshops, 
case management 

Deschutes County 
Behavioral Health93 

Bend  
Redmond 

Ages 14 to 27; peer support, games and puzzles, socialization 
and discussion, washer and dryer, life skills introduction, 
hygiene products, computer access 

Jackson Street Youth 
Services94 

Albany 
Corvallis 

Ages 10 to 24, with a focus on youth experiencing 
homelessness; housing, basic needs, support groups, mental 
health support, case management, mentoring, positive 
activities, aftercare 

Home Plate Youth 
Services95 

Beaverton 
Hillsboro 

Ages 12 to 24 , with a focus on youth experiencing 
homelessness; food, laundry, community, clothing, resources 

Hosea Youth Services96 Eugene Ages 16 to 24, with a focus on youth experiencing 
homelessness; food, clothing, toiletries, shower and laundry 
facilities, computer access, a napping room 

https://citizensforsafeschools.org/about/
https://citizensforsafeschools.org/about/
https://connectedlane.org/
https://connectedlane.org/
https://coreeugene.org/
https://www.deschutes.org/health/page/drop
https://www.deschutes.org/health/page/drop
https://www.jacksonstreet.org/
https://www.jacksonstreet.org/
https://www.homeplateyouth.org/
https://www.homeplateyouth.org/
https://www.hoseayouth.org/
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Looking Glass New 
Roads97 

Eugene Ages 16 to 24, with a focus on youth experiencing 
homelessness; food, clothing, showers and other resources 

New Avenues for 
Youth98 

Portland Ages 13 to 23; meals, safe place to rest, showers, internet 

8°|XӃ JŻ´ ;ӃJNX99 Eugene Ages 10 to 18, female-only space; snacks, games, community, 
homework assistance 

Yamhill Community 
Action Partnership100 

McMinnvill
e 
Newberg 

Ages 13 to 21; activities, social services, presentation 
opportunities , community service opportunities, socialization 

Youth Era101 

 
Eugene 
Medford  
Milwaukie 
North Bend  
Salem 

Ages 14 to 21 (some centers up to 25); peer support, 
leadership skill development, socialization, games, computer 
access, resume and job interview help, outreach and activism 
opportunities  

Youth MOVE 
Oregon102 

Eugene 
Medford  
Milwaukie 
North Bend  

Ages 14 to 25; peer support, leadership skills development, 
socialization opportunities, goal-setting support 

Youth Rising103 Klamath 
Falls 

Ages 11 to 21; activities and games, computer access, art and 
music supplies, socialization, leadership opportunities and 
career exploration support 

 

How many caregivers experience żburnoutŽ and what are some resources available to help? 
Are there regional or other disparities in access to caregiver resources?   

 

$J³Xz ÆX³ żMÄ³«­ÄºŽ  ´ J ´ºJºX ­Z ªX«ºJӃŵ Xª­º ­«JӃ J«T °|É´ NJӃ XÈ|JÄ´º ­« º|Jº ­NNÄ³´  «
individuals taking care of someone else, particularly when they encounter barriers to needed 
supports or services. NSCH reports that Oregon parents feel like they are handling the day-to -
day demands of raising children less well than Ç|JºŻ´ ­M´X³ÆXT Jº º|X «Jº ­«JӃ ӃXÆXӃ (Figure 3.5).18 
Additionally, for parents and caregivers of children with special health care needs (CSHCN) in 
Oregon: 

¶ ǎǒŸǑӆ ­Z $?,$6 °J³X«º´ƄNJ³Xz ÆX³´ |JÆX żZJ ³ ­³ °­­³ ªX«ºJӃ |XJӃº|Ž N­ª°J³XT º­

10.6% of non-CSHCN parents/caregivers.18 
¶ 6.7% of CSHCN parents/caregivers say that they are coping with the daily demands of 
³J ´ «z N| ӃT³X« ż«­º ÆX³É ÇXӃӃ ­³ «­º ÆX³É ÇXӃӃ Jº JӃӃŵŽ N­ª°J³XT º­ ǎŸ9% for non-CSHCN 
parents/caregivers.18 

 

  

https://www.lookingglass.us/new-roads
https://www.lookingglass.us/new-roads
https://newavenues.org/
https://newavenues.org/
https://www.opheliasplace.net/
https://yamhillcap.org/youth-drop-in-center
https://yamhillcap.org/youth-drop-in-center
https://www.youthera.org/
https://www.youthmoveoregon.org/
https://www.youthmoveoregon.org/
https://www.youthrising.org/
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Figure 3.5. Degree to which parents feel they are coping with the daily demands of parenthood, from 
º|X 6Jº ­«JӁ ?Ä³ÆXÉ ­Z $| ӁT³X«Ź´ ,XJӁº|18 

 

Parents and caregivers of system-involved youth surveyed by OHSU reported high degrees of 
stress and burnout, with 66% reporting that they Always or Very Often experience high rates of 
burnout.  Parents of youth in the I/DD and behavioral health systems were most affected, with 
78% and 76% (respectively) reporting that they Always or Very Often experience high levels of 
stress or burnout.18 

A report released by the U.S. Surgeon General highlights several stressors that further 
exacerbate parent and caregiver burnout104: 

¶ Financial strain, economic instability and poverty 
¶ Time demands, like work and time spent on youth care needs 
¶ $| ӃT³X«Ż´ N­ª°ӃXÈ TXÆXӃ­°ªX«ºJӃŵ ªX«ºJӃ J«T °|É´ NJӃ |XJӃº| «XXT´ 

¶ $| ӃT³X«Ż´ ´JZXºÉ N­«NX³«´ŵ °J³º NÄӃJ³ӃÉ Jº ´N|­­Ӄ 
¶ Parental isolation and loneliness 
¶ Increasing use of technology and media among youth 
¶ Societal expectations and pressure 

Accessing community and natural support can help mitigate stress and burnout. Parents in 
Oregon report more emotional support related to parenting and raising children than parents 
nationwide (79.8% versus 76.8% report having someone they could turn to for emotional support , 
respectively).18 

8,?C ´Ä³ÆXÉ TJºJ Z³­ª °J³X«º´ J«T NJ³Xz ÆX³´ ­ZZX³´ J Ӄ­­¦  «º­ ZJª Ӄ X´Ż «JºÄ³JӃ ´Ä°°­³º´Ÿ5 A 
majority of parents receive support from their family, spouse/partner and friends (Figure 3.6) and 
report that their identified natural supports are helpful to them, their child or both (Figure 3.7). 
Additional community resources available in Oregon to assist parents and caregivers 
experiencing stress or burnout are presented in the next section. 
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Figure 3.6. Helpfulness of natural supports from the OHSU Parent/Caregiver Survey5, n = 107 

 

 

Figure 3.7. Identified natural supports from the OHSU Parent/Caregiver Survey5, n = 107 

 

6%

15%

19%

21%

21%

22%

25%

30%

49%

57%

58%

70%

Culturally-specific organizations

Support groups

Neighbors

Family support organizations

Churces or places of faith

Parent groups, parent cafes

Schools or daycares

Other community-based organizations

Online/social media groups

My spouse/partner

My friends

My family

Where have you received natural support? Select all that apply. 
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What types of educational and support services are available to parents? Are there regional 
or other disparities in access to educational and support services?   

 

Helping parents and caregivers access needed education, training and support is an essential 
aspect of supporting youth who may have different needs within the SOC. A variety of 
organizations offer resources to help parents/caregivers learn about diagnoses, conditions, 
behaviors and services that exist to help youth and their families. This is helpful to families, as 
many are encountering circumstances that are new and feel confusing. Some resources are only 
available in person (such as classes and home visiting services) and are limited to certain regions. 
Many other resources are available virtually, which makes them more accessible to families across 
the state. In addition to the non -exhaustive list below, most organizations that provide treatment 
services and other family support also offer internal support and education to the families of the 
enrolled youth. It is unknown how well  informed families are about the availability of resources. 

¶ 211 Info:  A nonprofit organization in Oregon and Southwest Washington  that helps 

people identify, navigate and connect with the local resources they need.105 
¶ CaCoon: A public health home visiting program in 25 counties in Oregon that helps 

families coordinate care for their youth with special health needs.106 
¶ Collaborative Problem Solving: Classes and support groups to assist parents in shifting 

their mindset about challenging behavior as skills-based needs; provides tools and a 
process for helping youth develop skills needed to manage stressful or concerning 
experiences.107 

¶ Collaborative & Proactive Solutions:  Evidence-based, trauma-informed, neurodiversity -

affirming approach for understanding and helping kids with concerning behaviors.108 
¶ FACT Oregon: Support line, knowledge library, in-person and virtual classes for families 

to navigate disability and special education services for their child(ren).109 
¶ Family Support and Connections Program: Free program offered by ODHS that 

connects families with a family advocate. These services are available in every county; 
families must meet certain eligibility criteria to access.110 

¶ National Alliance on Mental Illness (NAMI) Or egon: Offers classes, support groups and 
other resources to families of youth and adults with  mental health needs. Services are 
free and available online and in person.111 

¶ Oregon Consortium of Family Networks:  A network of six regional organizations that 

supports families to become healthier family units, stronger advocates for their children 
and active in their communities.112 

¶ Oregon Family Support Network  (OFSN): Family-run statewide organization that 
provides education, support and advocacy to families, including individual family peer 
services, classes, support groups and more at low to no cost. 113 

¶ Oregon Family-to-Family Health Information Center : Supports families/ caregivers of 
youth with special health needs in navigating health care systems. Staffed by parents of 
youth with complex health conditions; provides free one-to -one support, training and 
printed materials to families and professionals.114 

https://www.211info.org/
https://www.ohsu.edu/occyshn/cacoon-carecoordination
https://www.oregon.gov/oha/hsd/bh-child-family/pages/training.aspx
https://livesinthebalance.org/parents-and-families/
https://factoregon.org/
https://www.oregon.gov/odhs/children-youth/pages/family-support.aspx
https://namior.org/
https://www.ocdd.org/families-supporting-families/
https://ofsn.org/
https://www.ohsu.edu/oregon-family-to-family-health-information-center/resources-age
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¶ Oregon Parenting Education Collaborative (OPEC): Statewide parenting education 
network for families , parenting education professionals and partners (Oregon 
Department of Human Services and Oregon Department of Early Learning and Care. 
Provides online parenting workshops and classes, links to online resources for parenting 
tips, learning activities and books.115 

¶ Reach Out Oregon: A community network for families/caregivers to access  community 

resources and connect with others with similar experiences who are trained to help.116 
¶ Swindells Resource Center: Centers for parents/ caregivers of children with special 

health, behavioral or developmental needs. Video resources, information and educational 
workshops are provided throughout Oregon and SW Washington.117 

 

What respite options are available across the state? Who has access to respite? 

 

Respite is a foundational support in the SOC. Respite services provide a break for primary 
caregivers of children and youth with complex needs, as well as a break for youth themselves. 
Effective respite services are culturally and linguistically responsive, developmentally appropriate, 
ZӃXÈ MӃX J«T °³­Æ TX J ³J«zX ­Z ­°º ­«´ŵ Z³­ª T³­°ƈ « N| ӃTNJ³X º­ °³X°ӃJ««XT ­³ ­ÆX³« z|º N³ ´ ´
´X³Æ NX´Ÿ  NN­³T «z º­ ?8$ $Ż´ H­Äº| >X´° ºX >X°­³ºŵ ³X´° ºX  ´ NJºXz­³ ÊXd as formal or 
informal.118  

Formal respite is generally defined as services based on specific program eligibility or a diagnosis. 
Formal respite options in the SOC are outlined in Table 3.2.  

Informal respite is more universally offered and offers 
more flexibility in terms of providers and settings. 
Informal respite is often accessed via schools, 
community and faith-based organizations, childcare 
settings and friends and family. Informal respite is also 
most desired by youth; youth-initiated respite is 
provided via peer supports and mentors. See the 
Neighborhood and Community and Education System 
chapters for more information on the informal respite 
settings outlined above. 

Youth use respite for a variety of reasons (Figure 3.8).118 Access to respite is a commonly cited 
barrier by youth, families and local SOCs.118 Despite its importance and effectiveness at 
preventing necessity for more intensive services, very few families have access to respite. Among 
surveyed youth and families, 45% of families and 54% of youth said they were able to access 
respite when they needed it. The most common barriers to respite were not having a friend or 
family member who could care for their child, not knowing respite was an available service and 
not having an available respite provider in the area (Figure 3.9).118   

 

Figure 3.8. Primary reason youth use respite, from the Youth Respite Policy in Oregon Report118 

A|X M³XJ¦  º zJÆX ªXŹ
resulted in me coming back 
and being a better parent.  

Ƈ Parent describing their experience  
with respite care118 

https://health.oregonstate.edu/opec
https://www.reachoutoregon.org/
https://www.providence.org/locations/or/childrens-health/swindells-resource-center
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Figure 3.9. Reasons youth were unable to access respite, from the Youth Respite Policy in Oregon 
Report118 
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Table 3.2. Formal respite services in Oregon, adapted from the Youth Respite Policy in Oregon Report6,118 

Type of respite F|X³X  ºŻ´ °³­Æ TXT F|­Ż´ °³­Æ T «z  º Who is eligible  Funding sources Number served 

Behavioral 
health respite 

In designated 
respite facilities and 
respite lodges 

Licensed mental 
health providers 

Youth with a behavioral 
health diagnosis served 
by a CCO 

CCO global budgets 
and general funds 

1,134 individuals 
ages 0 to 25 (2020-
2023) 

Child welfare 
respite 

In certified resource 
homes and Tribes in 
Oregon 

Certified respite 
care providers and 
informal respite 
providers 

Youth 0-18 who are in a 
resource home and 
biological families during 
trial reunification  

State general funds 2,468 youth served 
(January 2023 Ɖ 
January 2025) 

I/DD respite 8ZºX«  « É­Äº|Ż´
home or through a 
certified child foster 
home 

Personal support 
workers, licensed & 
certified in -home 
agencies and 
certified child foster 
care providers 

Any child determined 
eligible for I/DD 
services and has a need 
for the service 

1915(k) Community 
First Choice State 
Plan Amendment (K 
plan Ɖ Medicaid) 

Average of 2,764 
individuals annually 
(2020-2023) 

Juvenile justice 
respite 

.« ³X´° ºX °³­Æ TX³Ż´
home 

OYA-certified 
respite providers 

Certified OYA foster 
parents and their youth 

General funds and 
special pay 

Unknown 

Relief nurseries Designated and 
certified relief 
nurseries 

Relief nursery staff 
and community 
partners 

Children 0-5 and 
families with at least 5 
stressors 

State general funds, 
CCO health-related 
services, foundation 
or private funding  

Unknown 
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 C H A P T E R  I N T R O D U C T I O N  

Schools support youth development and well-being through education, 
prevention and tiered intervention and supports. By fostering safe and 
supportive environments, connecting students with caring adults and promoting 
positive peer relationships, schools can reduce the effects of negative 
experiences, such as bullying and substance use.119-120 Schools also offer mental  
health support and link students and families to community resources. Schools 
that prioritize mental health can improve classroom behavior, student 
engagement and peer interactions, all of which play a crucial role in academic 
success.121 Receiving quality education is crucial for developing the knowledge 
and skills needed for societal and economic participation. Studies show that 
educated individuals tend to live longer, participate more in their communities, 
commit fewer crimes and rely less on social support.122 Although this report 
focuses on pre-kindergarten and kindergarten through grade 12 education, 
further education and vocation programs are also important, especially for 
transition-aged youth (18 to 26 years of age).  

The Oregon Department of Education (ODE) is the largest youth-serving system 
in the state. Oregon has more than 1,200 public kindergarten to 12 th grade 
schools in 197 school districts.123 In 2023, Oregon had 726 elementary schools, 
198 middle schools, 241 high schools and 107 combined schools.124 ODE also 
serves youth aged 3 to 5 though pre-kindergarten programs and early 
intervention/early childhood special education (EI/ECSE) services. Furthermore, 
ODE provides special education services to school-aged youth (5-21 years of 
age).  

In addition to public kindergarten through 12 th grade schools, ODE provides 
educational services to youth in juvenile correctional facilities, behavioral health 
treatment facilities and in hospital settings.125  

 

 

FX N­«º «ÄX º­ °³X´´ Z­³ÇJ³T Z­³ ­Ä³ N| ӃTŻ´ ³ z|º´ŵ
advocating not only for his access to special 
education but also for better resources and 

support . As a parent, this constant battle to ensure 
my son receives even basic accommodations has 

been exhausting. 

Ƈ Parent describing their experience in the education system
5
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K E Y  T A K E A W A Y S  

 The student groups with the highest rates of chronic absenteeism, dropouts 
and the lowest graduation rates were primarily youth experiencing 
homelessness, youth in foster care, youth with disabilities, English learners and 
American Indian / Alaska Native youth.  

 Many Oregon school districts lack effective substance use prevention 
programs; a majority of districts do not use evidence-based curricula for 
substance use education, and some rely on minimal resources like a single 
textbook chapter.  

 When asked about safety and inclusion in school, most students reported a 
relatively high sense of safety and felt a sense of belonging with peers and 
adults at their school. Many students also said they like going to school, felt 
welcome at their school and felt that adults at their school care about them. 

 Schools offer behavioral health services for students in every county in 
Oregon either through school -based health centers (SBHCs) or directly 
through Oregon Health Authority. From 2020 to 2023, SBHCs provided 
behavioral health services to an average of 6,011 youth across all regions in 
Oregon.  
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How many families in Oregon have access to after-school care? How many families are 
waitlisted for these services? Are there regional or other disparities in access? 

 

Access to Afterschool Care 

As reported by Oregon Afterschool and Summer for Kids Network (OregonASK), after -school 
programs provide a variety of benefits for youth, including opportunities for social skills 
development, academic support and exposure to new experiences.126 After -school programs can 
also provide respite for youth and families. They offer a structured and safe environment, 
promote physical activity and help youth spend less time on electronics.126 These programs also 
support parents by allowing them to work while ensuring their youth are in a secure setting. 
Additional benefits include access to food and nutrition and the chance to learn new skills, such 
as a language.126 Overall, these programs contribute to youth personal growth and well -being, 
while also assisting families and communities. 

OregonASK reports that 91,595 (16%) of youth in Oregon are enrolled in after-school care. An 
additional 221,000 (44%) would participate but are limited by cultural, linguistic, financial or other 
barriers.126 Of the youth who are not in after-school programs, 60% of Black youth and 57% of 
Hispanic youth reported interest in participating  in an after-school program if one were available 
to them, compared to 35% of White youth. Barriers to accessing after-school programs can 
include factors like cost, lack of awareness and limited availability, especially in underserved 
areas.126 Transportation issues and program capacity, such as full programs or long waiting lists, 
also prevent families from participating.126 Cultural or language differences, inflexible hours and 
the need for accommodations for youth with disabilities can further restrict access. 126 
Additionally , some families may face stigma, feeling that these programs are only for youth with 
specific needs, which could discourage participation.126 

 

How many youth  ages 0 to 5 have been referred to, are receiving or were denied Early 
Intervention/Early Childhood Special Education (EI/ECSE) services? What barriers exist in 
access and availability across districts? Are there groups that are disproportionately 
receiving and/or denied access to services? 

 

The Early Intervention/Early Childhood Special Education (EI/ECSE) System partners with 
families and caregivers to provide free, equitable, timely and individualized services that enhance 
learning and development through everyday opportunities for all infants, toddlers and young 
children with disabilities.127 Oregon has nine education service districts that offer Early 
Intervention/Early Childhood Special Education (EI/ECSE) to youth aged 0 to 5. 127 The EI/ESCE 
programs serve youth with many diagnoses such as intellectual disability, physical disability, 
communication disorder, traumatic brain injury, autism spectrum disorder and developmental 
delay.128-132 The EI/ESCE programs are a partnership between the Oregon Department of 
Education and nine regional Education Service Districts (ESD). Table 4.1 shows the number of 
children aged 0-5 receiving EI/ECSE services from 2019 to 2023 .128-132 
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Table 4.1. Number of youth receiving Early Intervention/Early Childhood Special Education by 
Education Service District from 2019-2024 128-132 

 2019-2020 2020-2021 2021-2022 2022-2023 2023-2024 

Education Service District (ESD) # of youth  # of youth  # of youth  # of youth  # of youth  

Clackamas ESD 1,287 1,000 1,006 1,145 1,190 

David Douglas ESD 2,725 2,178 2,114 2,482 2,778 

Douglas ESD 1,620 1,231 1,334 1,546 1,627 

High Desert ESD Ɖ Deschutes 647 585 582 686 724 

InterMountain ESD Ɖ Umatilla 654 588 566 573 670 

Lane ESD 1,583 1,206 1,263 1,440 1,520 

Linn Benton Lincoln ESD 859 684 693 784 883 

NW Regional ESD Ɖ Washington 2,501 2,075 2,022 2,070 2,227 

Willamette ESD Ɖ Marion 1,471 1,019 981 1,038 1,086 

Total  13,347 10,566 10,561 11,764 12,705 

 

Demographic data indicates that youth receiving special education services are about 65% male, 
35% female and less than 1% nonbinary.128-132 This is proportional to the special education 
population.  

In terms of race and ethnicity, most of the youth receiving EI/ESCE services are White students, 
followed by Hispanic, multiracial, Black /  African American and Asian students. American Indian 
/  Alaska Native and Pacific Islander students are the least represented. This is generally 
proportional to the school -aged youth population in Oregon. However, Asian students were 
slightly underrepresented, while Black /  African American students were slightly overrepresented. 
Developmental delays and communication disorders are the most represented disabilities of 
youth in EI/ESCE programs.128-132   

Youth living in rural areas are accessing EI/ECSE programs at a lower rate than youth living in 
more populated areas. Early intervention (EI) and early childhood special education (ECSE) 
contractors depend on community partners, like primary care and childcare providers, to identify 
and refer youth for evaluations. However, many rural areas lack enough of these providers, 
resulting in missed opportunities for early evaluations and referrals.133 

The DAETA team was unable to obtain data on referrals and denials. This data was requested 
from ODE; however, they were unable to fulfill this request in the timeline of this report.  
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How many youth  ages 5 to 21 have been referred to, are receiving or were denied special 
education services? What barriers exist in access and availability across districts? Are there 
groups that are disproportionately receiving and/or denied access to special education?  

 

The Individuals with Disabilities Education Act (IDEA) is a U.S. federal law that ensures students 
with disabilities receive a free and appropriate public education (FAPE) tailored to their individual 
needs. Other key parts of IDEA include individualized education plans (IEPs), education in the 
least restrictive environment, active parent involvement and a process to resolve disputes with 
schools.134 Special education is crucial as it offers youth with disabilities the additional support 
necessary to learn alongside their peers. Targeted therapies for speech, motor skills, behavior and 
social skills help youth catch up on key areas they may be struggling with, enhancing their overall 
learning experience.134  

Between 2019 and 2024, approximately 14% of school-aged children in Oregon were enrolled 
in special education services.23-27 Table 4.2 provides a breakdown of the number of youth 
receiving special education services each year. A higher proportion of males received these 
services compared to females, which aligns with the overall disability rates. Additionally, more 

White and Hispanic youth were served compared to other 
racial/ethnic groups, which is proportional to the 
population of school -aged youth in Oregon. The most 
common primary disabilities among these students were 
specific learning disabilities, communication disorders, 
autism spectrum disorder and other health impairments 
(Table 4.3).23-27   

A reported 0.86% of Oregon students with an IEP are 
identified as having an emotional disturbance, compared to 
0.67% nationally.21 An emotional disturbance refers to a 
condition that significantly impacts a childŻs educational 
performance, characterized by long-term issues such as 
difficulty learning, trouble forming relationships, 
inappropriate behaviors, pervasive sadness or depression, 
or physical symptoms linked to personal or school problems. 
It includes schizophrenia but does not apply to youth who 
are only socially maladjusted, unless they also meet the 
criteria for emotional disturbance. 21 

Failure to ensure IEP requirements are followed  due to staffing issues  . . .  
should not impact the status of an evaluation, impede the original process 

started or delay services and supports provided.  

Ƈ Parent describing their experience  

with special education and accommodations5 

My child was accepted for a 
504 plan this year. Last year 
we received help from the 
McKinney -Vento program 
coordinator at her school 
and were able to receive 
food boxes and access to 
other resources if needed. 
The staff have been very 

helpful.  

Ƈ Parent describing their experience  
with special education and 

accommodations5 
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Table 4.2.  Individuals receiving special education, all districts, 2019-2024 23-27   

 2019-2020  2020-2021  2021-2022  2022-2023  2023-2024  

Number of students receiving special education 81,923 79,289 78,304 79,613 81,827 

Percentage of total students receiving special education 14.1% 14.2% 14.2% 14.5% 15.0% 

 

Table 4.3. Demographics of individuals receiving special education, all districts, 2019-202423-27 

 2019-2020  2020-2021  2021-2022  2022-2023  2023-2024  

Gender* N = 71,547 N = 63,713 N = 68,315 N = 66,523 N = 71,032 

 n % n % n % n % n % 

Male 48,898 68.3% 44,105 69.2% 46,877 68.6% 43,016 64.7% 47,909 67.4% 
Female 22,618 31.6% 19,558 30.7% 21,296 31.2% 23,209 34.9% 22,778 32.1% 

Nonbinary 31 <1% 50 <1% 142 <1% 298  <1% 345 <1% 

Race and ethnicity*  N = 80,514 N = 77,980 N = 76,771 N = 73,273 N = 80,135 

 n % n % n % n % n % 

Asian 1,552  1.9% 1,510 1.9% 1,456 1.9% 1,511 2.1% 1,596 2.0% 
Black /  African American 2,223 2.8% 2,162 2.8% 2,042 2.7% 2,072 2.8% 2,241 2.8% 

Hispanic/Latino  20,508 25.5% 20,310 26.0% 20,239 26.4% 20,718 28.3% 21,397 26.7% 
American Indian /  Alaska Native 1,130 1.4% 1,050 1.3% 1,052 1.4% 965 1.3% 1,058 1.3% 

Native Hawaiian /  Pacific Islander 308 <1% 322 <1% 312 <1% 357 <1% 365 <1% 
White  49,883 62.0% 47,579 61.0% 46,494 60.6% 42,245 57.7% 47,696 59.5% 
Multi racial 4,910 6.1% 5,047 6.5% 5,176 6.7% 5,405 7.4% 5,782 7.2% 

*Certain data is suppressed on the individual school level due to the ODE confidentiality policy, which leads to different n denominators for the different demographics. The data provided is an 
estimate of proportions based on non-suppressed data.  

 

Barriers in Access and Availability of Special Education Services 

Workforce c apacity may be a barrier to accessing special education services, as nationally, there is difficulty in hiring qualified 
special education teachers across school districts, especially in rural areas.21 This is also true of Oregon, as many school 
districts in the state, especially in rural areas, struggle to meet the needs of students with disabilities, often providing fewer 
services than required. Rural education service districts must compete with urban areas, which often offer higher salaries, 
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better benefits and lower caseloads, making it harder to attract and retain staff. Additionally, rural  
districts have difficulty finding professionals who can identify youth in need of services. 133 
According to a report by the Oregon Audits Division, failing to address the needs of youth with 
disabilities leads to poorer outcomes for both the students and schools. Early access to support 
services is crucial for academic success, graduation and overall well -being. Without these services, 
students with disabilities cannot fully engage in their education.133 

The team requested data for referrals and denials of special education services; however, the 
data request was not able to be fulfilled within  the time frame of this report.  

 

What are OregonŻs rates for chronic absence, suspension, expulsion, dropout/pushout and 

graduation, and how do these rates compare to other states? Are there groups that  are 
disproportionately represented in any of these categories?  

 

The Oregon Department of Education collects information on student outcomes such as chronic 
absenteeism, suspensions, expulsions, dropout/pushout rates and graduation rates. Figure 4.1 
shows graduation rates, while Table 4.4 outlines data on the other student outcome rates in 
Oregon from 2019 -2024. While some student groups experienced poor outcomes in one or two 
rates such as students involved in the justice system, students experiencing poverty and Native 
Hawaiian /  Pacific Islander students, certain student groups experienced poorer outcomes across 
all rates except for disciplinary rates. These were youth experiencing homelessness, youth in 
foster care, youth with disabilities, English learners and American Indian / Alaska Native youth.135-

139,144-148 

 

Figure 4.1. Graduation rates for Oregon public schools, 2019-2024156-159 

*The graduation cohort represents students who began high school four years prior to their graduation.
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Table 4.4. Rates for chronic absence, suspension, expulsion and dropouts/pushouts, all grades, 2019-2024135-148 

 2019-2020 
N = 582,661 

2020-2021 
N = 560,917  

2021-2022 
N = 553,012  

2022-2023 
N = 552,380  

2023-2024 
N = 547,424 

 n % n % n % n % n % 

Chronically absent* N/A**   150,722  28.1% 189,064  36.1% 200,103  38.1% 179,264  34.3% 

Out-of-school 
suspension 

17,677  3.0% 2,127  <1% 21,329  3.9% 24,841  4.5% N/A  N/A  

In-school suspension  9,989  1.7% 894  <1% 9,431  1.7% 11,866  2.1% N/A  N/A  

Expulsion  525  <1% 35  <1% 509  <1%) 537  <1% N/A  N/A  

Dropout /p ushout 4,303  2.4% 3,267  1.8% 7,407  4.1% 6,059  3.3% N/A  N/A  

Note: 2019-2020 and 2020-2021 data was affected by the COVID-19 pandemic and may not be comparable to other years.   
*Students are considered chronically absent if they attended 90% or fewer of their enrolled days between the beginning of the school year and the subsequent month of May. 
**Attendance rates starting in the 2020-2021 school year are not directly comparable to rates published for prior school years. 

 

Chronic Absenteeism 

Students are classified as chronically absent if they attend 90% or 
fewer of their enrolled school days from the start of the school 
year through the following May. Between 2021 and 2024, Oregon 
reported significantly higher rates of chronic absenteeism than the 
national average, as shown in Figure 4.2.149 

From 2020 to 2024, homeless students consistently faced high 
rates of chronic absenteeism, ranging from 56.3% to 60.8%.136-139  
Youth who were currently or formerly incarcerated also had 
elevated absenteeism rates Ɗ 58.7% in 2022-2023 and 64.5% in 
2023-2024.136-139 Students experiencing poverty, those with 
disabilities, English learners and youth in foster care also had 
absenteeism rates higher than the annual average for all students 
in Oregon during the same time period.136-139

Figure 4.2. Comparison of chronic absenteeism rates in 
Oregon and nationally, from FutureED149 
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Overall, absenteeism tended to increase with grade level, with 12th grade exhibiting the highest 
number of absences and grades 1-6 showing the fewest, except for kindergarten. 136-139 Among 
racial and ethnic groups, Native Hawaiians /  Pacific Islander students had the highest 
absenteeism rates, followed by American Indian/Alaska Native students, Hispanic/Latino 
students and Black /  African American students. In contrast, Asian students and White students 
had the lowest rates.136-139 

 

Suspensions and Expulsions 

National suspension and expulsion rates are only available for the 2020-2021 school year. During 
that year, Oregon reported lower percentages of out-of-school suspensions (0.38%), expulsions 
(0.01%) and dropouts (1.8%) compared to the national averages, which were 1.32%, 0.06% and 
5.2%, respectively.140-143, 144-148, 150-151 However, these numbers were likely impacted by the 
COVID-19 pandemic and the rise of distance learning, which probably reduced disciplinary 
actions. 

As shown in Figure 4.3, during the 2023-2024 school year, disciplinary actions were most 
common among Black /  African American (13.6%), American Indian /  Alaska Native (12.1%), 
Native Hawaiian /  Pacific Islander (11.8%) and Hispanic/Latino (8.6%) students140-143. In relation 
to the overall student population, Black  /  African American, American Indian /  Alaska Native and 
Native Hawaiian /  Pacific Islander students were overrepresented in disciplinary actions. 140-143 

Seventh and eighth graders also had the highest rates of disciplinary actions. Among student 
groups, those experiencing poverty (10.7%), English learners (8.2%) and students in special 
education (11.8%) faced the highest percentages of disciplinary incidents, with these rates 
remaining consistent across school years from 2019 to 2024.140-143 The most common reasons 
for disciplinary actions were disruptive behavior, followed by altercations, harassment or 
intimidation. 152 

Figure 4.3. Percentage of students who received disciplinary action during the 2023-2024 school 
year152 
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Dropouts/Pushouts 

Dropout rates represent students who left school in a given school year without having either 
graduated or transferred to another educational setting. Pushout rates describe students that 
żªJÉ MX ӃXJÆ «z ´N|­­Ӄ Ǝ­³ °Ä´|XT ­Äº ­ZƏ MXNJÄ´X º|X XTÄNJº ­« ´É´ºXª  ´ «­º  «NӃÄ´ ÆX ­³
ÇXӃN­ª «z ­³ ªXXº «z º|X ³ Ä« ²ÄX «XXT´Ž.152 While the definitions for dropouts and pushouts 
are different, ODE does not collect these as separate measurements. This data is combined for 
any youth that has not graduated or finished their education at another institution in four years 
from when they entered high school.  

As presented in Table 4.5, dropout/pushout rates were highest among homeless students, 
ranging from 5.0% to 11.9%. Students in foster care, English learners and those with disabilities 
also had elevated rates. The racial and ethnic groups with the highest dropout rates were 
American Indian /  Alaska Native, Black /  African American, Native Hawaiian /  Pacific Islander and 
Hispanic/Latino  students.144-148 

 

Table 4.5. Student groups with the highest dropout/pushout rates in Oregon144-148 

 2019-2020 2020-2021 2021-2022 2022-2023 

 % of all students who dropped out/were pushed out  

All students 2.4% 1.8% 4.1% 3.3% 

Demographic group % of demographic group who dropped out/were pushed out  

Homeless students 7.5% 5.0% 11.9% 10.2% 

Foster care N/A  N/A  9.6% 7.9% 

American Indian /  Alaska Native 4.7% 2.9% 7.8% 5.2% 

Black /  African American 4.1% 3.2% 5.3% 5.0% 

Current English learners 4.0% 2.9% 6.9% 6.2% 

Native Hawaiian /  Pacific Islander 3.6% 2.8% 6.8% 5.0% 

Students with disabilities 3.2% 2.2% 5.5% 4.7% 

Underserved races/ethnicities 3.1% 2.2% 5.2% 4.4% 

Hispanic/Latino  2.9% 2.0% 5.0% 4.3% 

Combined disadvantaged 2.9% N/A  N/A  3.5% 

Male 2.7% 2.1% 4.6% 3.7% 

Economically disadvantaged 2.6% 1.6*% 3.9*% 3.2*% 

Multi racial 2.5% 1.8*% 4.5% 3.4% 

Currently or formerly incarcerated N/A  N/A  N/A  5.2% 

*These rates were equal to or lower than the average (all students) rate for the corresponding school year. 
Note: This is a non-exhaustive list ƈ more student groups, races, ethnicities and other identities are publicly available through Oregon Department of 
Education Dropout/Pushout Rates Report. 

 

Graduation Rates 

The average four-year cohort graduation rate in Oregon was 80% or higher across all school years 
from 2019 to 2023. 135 However, significant disparities in graduation rates were observed among 
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different student groups , which are shown in Table 4.6. In at least one school year, from 2020 to 
2024, fewer than 60% of American Indian /  Alaska Native students, students experiencing 
poverty, students with disabilities, English learners, homeless students and those in foster care 
or students involved in the justice system graduated. 135 Youth in foster care consistently had the 
lowest graduation rates, with less than 51% graduating each year from 2019 to 2024.135 Four-
year graduation rate data on currently or formerly incarcerated youth, reported for the first time 
during the 2022 -2023 school year, revealed a graduation rate of just 35.8%.135 The five-year 
cohort graduation rate shows an increase for youth involved with the justice system, reaching 
54% in 2022-2023.135-139 However, justice-involved youth still graduated at a much lower rate 
than youth who were not involved with the justice system. From 2019 to 202 4, OregonŻs high 
school graduation rates were lower than the national average for the same years (Table 4.7).154 

 

Table 4.6. Four-year cohort graduation rates among student groups, 2019-2024*135 

Student Group  2019-2020  2020-2021  2021-2022  2022-2023  2023-2024  

 % graduated % graduated % graduated % graduated % graduated 

All  Students 82.6% 80.6% 81.3% 81.3% 81.8% 

Gender 

   Male 80.0% 78.1% 78.8% 79.4% 79.9% 
   Female 85.5% 83.5% 84.2% 83.6% 84.0% 

   Nonbinary NA NA NA 71.8% 71.2% 

Race/Ethnicity  

American Indian /  Alaska Native 67.2% 67.0% 68.9% 68.2% 70.1% 

Asian 92.2% 91.9% 92.1% 92.1% 92.0% 
Native Hawaiian /  Pacific Islander 76.6% 69.8% 74.6% 75.9% 72.7% 

Black /  African American 76.3% 73.5% 73.7% 73.1% 74.8% 
Hispanic/Latino  79.5% 77.0% 78.7% 78.6% 78.8% 

 Multi racial 81.0% 79.3% 79.7% 79.8% 80.6% 
 White  84.0% 82.1% 82.5% 82.6% 83.1% 

Other Student Groups  

   Foster care 43.9% 47.8% 48.4% 46.9% 51.0% 
Students experiencing poverty  NA 64.7% 66.6% 67.2% 69.2% 

Students with disabilities 68.0% 66.1% 67.5% 68.6% 68.8% 
English learners 64.6% 64.4% 65.3% 68.1% 68.0% 

Never English learners 83.1% 81.1% 81.7% 81.5% 82.2% 
Talented and gifted  96.1% 95.1% 95.5% 96.3% 95.7% 
Migrant  79.9% 78.3% 81.4% 81.6% 82.7% 

Homeless students 60.5% 55.4% 58.6% 60.6% 61.3% 
Military connected NA NA NA 86.7% 85.7% 

Recent arriver NA NA NA 63.3% 66.8% 
Currently or formerly incarcerated NA NA NA 35.8% 39.0% 

Note: The four-year cohort represents students who began high school four years prior to their graduation year. For example, for the 2022-2023 school 

year, the four-year cohort represents students who began high school in the 2019-20 school year. 

*Data from the 2019-2020 and 2020-2021 school years may not be comparable to other years due to the impacts of the COVID-19 pandemic. 
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Table 4.7Ŷ 8³Xz­«Ź´four-year cohort graduation rates by county, 2020-2024*154, 156-159 

  2019-20   2020-21  2021-22  2022-23  2023-24  

 % graduated % graduated % graduated % graduated % graduated 

National  89.0% 87.2% 86.9% 86.3% N/A  

Oregon 82.6% 80.6% 81.3% 81.3% 81.8% 

Baker 83.9% 78.2% 81.8% 80.0% 79.1% 
Benton 87.7% 86.4% 83.2% 85.4% 84.9% 

Clackamas 89.2% 89.6% 88.2% 88.3% 89.1% 
Clatsop 84.9% 79.2% 84.2% 81.2% 82.7% 

Columbia 83.5% 74.1% 80.9% 78.7% 74.1% 
Coos 66.8% 62.7% 66.0% 66.8% 66.9% 
Crook 80.3% 88.5% 92.0% 97.3% 95.5% 

Curry 82.5% 78.5% 79.2% 69.7% 72.9% 
Deschutes 86.8% 83.8% 85.1% 85.1% 87.2% 

Douglas 76.0% 73.3% 74.3% 73.1% 77.1% 
Gilliam 81.0% 84.0% 83.3% 95.0% 100% 

Grant 90.9% 92.4% 78.5% 64.2% 63.2% 
Harney 83.9% 83.5% 78.4% 62.3% 64.1% 

Hood River 92.0% 90.5% 89.6% 89.2% 90.9% 
Jackson 83.4% 82.2% 84.5% 84.1% 83.6% 
Jefferson 86.5% 85.9% 89.8% 88.1% 91.4% 

Josephine 80.5% 77.2% 77.7% 75.1% 76.3% 
Klamath 80.3% 76.4% 78.1% 75.1% 74.8% 

Lake 94.2% 87.1% 93.0% 82.4% 88.9% 
Lane 78.8% 77.8% 77.9% 78.1% 77.8% 

Lincoln 79.9% 57.8% 86.3% 80% 82.0% 
Linn 76.8% 71.9% 74.5% 79.4% 83.0% 
Malheur 88.0% 88.7% 88.9% 85.4% 86.8% 

Marion 80.9% 80.3% 79.0% 79.2% 79.7% 
Morrow  91.9% 96.6% 95.1% 96.4% 95.6% 

Multnomah  80.6% 77.4% 79.1% 78.6% 77.9% 
Polk 85.0% 83.6% 79.9% 75.0% 82.4% 

Sherman 95.7% 92.3% 87.5% 92.3% 80.0% 
Tillamook 87.2% 82.3% 81.6% 85.3% 83.1% 

Umatilla 85.1% 82.7% 83.6% 80.4% 85.5% 
Union 90.0% 85.4% 73.6% 82.9% 84.4% 
Wallowa 86.6% 92.5% 88.9% 91.9% 80.5% 

Wasco 81.9% 70.8% 71.0% 75.5% 79.5% 
Washington 88.4% 87.0% 87.7% 88.5% 87.9% 

Wheeler 33.9% 40.6% 49.2% 54.3% 61.9% 
Yamhill 86.2% 87.1% 85.7% 87.7% 87.4% 

*Data from the 2019-2020 and 2020-2021 school years may have been affected by the COVID-19 pandemic. This data may not be 
comparable to other school years. 
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What school -based mental health services are available in each region and what is the 
utilization rate? Are there regional or other disparities in access?  

 

School-based mental health services provide mental health care to students within their school 
environment. This reduces barriers and improves access, aids early identification and treatment 
of behavioral health needs and may contribute to other positive outcomes like reduced 
absenteeism.160 Services can be provided in schools through qualified professionals and through 
school-based health centers (SBHCs).161 Some professionals that provide behavioral health 
services in schools include school counselors, school psychologists, school social workers and 
other qualified staff that have been trained in behavioral health-related topics.161   

SBHCs are school-based clinics within schools or on school property that are ZÄ«TXT żº|³­Äz|
public-private partnerships among the Oregon Public Health Division, school districts, local public 
health authorities, health care providers, parents, students, J«T N­ªªÄ« ºÉ ªXªMX³´ŽŸ162 As of 
September 2024, Oregon has 87 certified SBHCs in 28 counties.163 About 65% of these SBHCs 
are located in Health Professional Shortage Areas (HPSAs).164 The eight counties that lack SBHCs 
are Curry, Gilliam, Harney, Lake, Linn, Malheur, Sherman and Wallowa counties.163   

OregonŻs SBHCs commonly provide health screenings and behavioral health services, including 
substance use screening and assessment, mental health counseling, prevention and wellness 
education and health-related classroom presentations as part of their outreach efforts.164 
Behavioral health information collected by SBHCs encompasses mental health, substance use 
and integrated behavioral health services. Table 4.8 shows the number of school-aged youth and 
the number of visits to SBHCs for behavioral health.  

 

Table 4.8. Behavioral health* visits among school-aged youth, 2020-2023 164 

 2019-2020  2020-2021  2021-2022  2022-2023  

Number of visits 44,258 32,808 42,458 47,229 

Number of clients 6,537 4,619 6,281 6,608 
*Behavioral health includes mental health, substance use and integrated behavioral health. 

 

School-based health centers collect demographic data on youth receiving behavioral health 
services, as shown in Table 4.9. Most youth receiving behavioral health services through SBHCs 
were White, non-Hispanic youth, followed by Hispanic/Latino youth. This is proportional to the 
general youth population of Oregon.  

The counties in Oregon that lack SBHCs (primarily located in rural areas) offer mental health 
services to schools through direct funding from the Oregon Health Authority  (OHA).165 In these 
schools, local mental health professionals deliver person-centered, trauma-informed crisis 
interventions and clinical support to students and their families. They also assist teachers with 
addressing mental health challenges in the classroom.165 
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Table 4.9. Demographics of youth receiving behavioral health services through school-based health centers, 2020-2023 164 

  2019-2020  2020-2021  2021-2022  2022-2023  

Demographic n % of Clients n % of Clients n % of Clients n % of Clients 

Gender         

Female 3,517 61% 2,387 61% 3,492 62% 3,775 62% 

Male 2,258 39% 1,493 38% 2,077 37% 2,278 37% 
Gender-expansive N/A  N/A N/A  N/A N/A  N/A 30 <1% 

Transgender 26 <1% 14 <1% 71 1% 7 <1% 
Unknown 10 <1% 8 <1% 12 <1% 17 <1%% 

Race/Ethnicity         

Asian  147 3% 77 2% 168 3% 163 3% 
American Indian / Alaska Native 480 8% 159 4% 297 5% 261 4% 

African American / Black 233 4% 148 4% 296 5% 311 5% 
Hispanic or Latino, Latina, Latinx 1,368 24% 1,031 26% 1,444 26% 1,376 23% 

Native Hawaiian / Pacific Islander 56 1% 31 1% 57 1% 69 1% 
White  4,382 75% 3,082 79% 4,217 75% 4,572 75% 
White, non-Hispanic 3,153 54% 2,232 57% 3,034 54% 3,352 55% 

Unknown race and ethnicity 291 5% 251 6% 368 7% 488 8% 

 

 

What substance use education is occurring in schools, at what grade levels, and what are the outcomes? Are there 
regional or other disparities in access to substance use education in schools? 

 

Substance use education in schools is an important way to influence youth attitudes and behaviors regarding substance use. 
There is also evidence that it can help youth develop strategies for high-risk situations and make safer choices.166 ODE
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provides substance use education specific to each grade level from kindergarten to 12 th grade. 
The Oregon Health Standards for substance use education build progressively each year. Early 
grades focus on understanding substance use and basic decision-making. Middle school students 
learn about peer pressure, refusal skills and the effects of substances on health. In high school, 
the focus deepens with topics like addiction, mental health and the social consequences of 
substance use, emphasizing personal responsibility and understanding the impact on long-term 
well-being.167 Additionally, starting in the 2024 -2025 school year, all Oregon school districts and 
public charter schools must implement one of the ODE Synthetic Opioid Prevention Lessons for 
each grade level (grades 6, 7, 8 and at least once in high school).168 

 

Outcomes of Substance Use Education in Oregon 

A 2024 report from The Lund Report, University of Oregon and Oregon Public Broadcasting 
reveals that many Oregon school districts lack effective substance use prevention programs.169-

170 Sixty percent of districts, including Portland Public Schools, do not use evidence-based 
curricula, and 20% rely on minimal resources like a single textbook chapter.170 Only 44 out of 
119 districts use expert-endorsed programs at the elementary level, and only one district includes 
parents in evidence-based prevention efforts. 170 Additionally, there is limited state support for 
selecting effective programs, and students report that the substance use education they receive 
is often repetitive across grade levels.169 County-level information is available at the Lund 
>X°­³ºŻ´ &JºJ ;­³ºJӃ.170   

The team was unable to locate specific regional disparities; however, substance use education is 
required annually in each public K-12 school and public charter school under the jurisdiction of 
ODE.171 

 

Do students feel safe and included at school? Are certain groups of students more likely to 
feel unsafe or not included? 

 

8, Ż´ Public Health Division administers the Oregon Student Health Survey (SHS), which is 
OregonŻ́ ӃJ³zX´º É­Äº| ´Ä³ÆXÉŵ J«T °³­Æ TX´ J« ­ÆX³Æ XÇ ­Z ´ºÄTX«º´Ż °|É´ NJӃŵ Xª­º ­«JӃ J«T
social well-being. The 2022 SHS was administered to youth in grades 6, 8 and 11.22 Over 45,000 
students completed the survey, representing 85 districts and 327 schools.22 State-run schools or 
schools without an associated school district, such as juvenile justice facilities, treatment centers 
and boarding schools, were excluded from this survey.  

The Student Educational Equity Development (SEED) Survey is an annual questionnaire offered 
to students in Oregon in grades 3-11, designed to gather data on their school experiences. The 
SEED survey includes an alternative version (Alt-SEED) for students with alternate academic 
standards, such as students with disabilities. The survey collects both quantitative and qualitative 
data to provide a comprehensive view of student performance when combined with other data 
sources. In the 2023-2024 survey, over 169,000 students participated, alongside 2,500 in the Alt-
SEED version.172 
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Results from the Student Health Survey 

A variety of questions in the SHS assessed youth safety. While feelings of inclusion was not a 
direct survey question, some survey questions can be used as proxies to understand if youth feel 
included in school, such as if they have access to spaces in school where they can meet with other 
students who share similar identities, and if they have been bullied in general or based on their 
identity. Table 4.10 summarizes student responses. In all grades surveyed, most students felt that 
they were safe in schools. However, 10.7% of sixth graders, 19.4% of eighth graders and 20.4% 
of 11th graders said they did not feel safe in school.22 One-fifth ( 20.3%) of students in sixth grade 
said that they did not have a space at school to meet with other youth with whom they identify 
and 19% said they were bullied in the last 30 days.22 Bullying was highest in eighth grade, with 
25.5% of students reporting that they were bullied. In contrast, bullying was lowest in 11th grade, 
with 15.6% of students reporting that they were bullied.22 In both eighth and 11th grades, more 
students reported that they were bullied for reasons other than identity such as race, gender, 
disability, etc.22 

 

Table 4.10. School climate and culture results from the 2022 Student Health Survey173   

 Student Responses Grade 6 Grade 8 Grade 11 

 % % % 

I feel safe at my school    

Strongly Agree 29.5% 14.9% 11.5% 

Agree 45.1% 49.6% 54.1% 

Disagree 7.5% 13.8% 15.6% 

Strongly Disagree 3.2% 5.6% 4.8% 

I am not sure 9.3% 11.9% 10.8% 

There is a student group or space at school where you can meet 
with other students whom you identify with or are like you  

     

Yes 27.9% N/A  N/A  

No 20.3% N/A  N/A  

I am not sure 28.5% N/A  N/A  

Bullied at school in last 30 days    

Yes, bullied at school 19.0% 25.5% 15.6% 

No, not bullied at school 81.0% 74.5% 84.4% 

Bullied due to race, gender, disability or sexual orientation*    

Yes, identity-based bullied at school N/A  11.6% 7.1% 

No, bullied at school, but not identity -based N/A  14.0% 8.5% 

No, not bullied at school N/A  74.5% 84.4% 

*Denominator is number of bullied students, not total. 

 

Stratification by demographic groups is available through the SHS crosstabs function. However, 
this information was not able to be included in this report due to the complexity of this data and 
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the limited time  frame of this report. Responses were not adjusted to be mutually exclusive or to 
sum to 100%, meaning respondents could be included in multiple categories. This approach allows 
for more detailed data, making smaller groups more visible rather than combining them into larger 
categories. To see the percentage for each specific response, each response option must be 
examined individually. 

 

Results from the Student Educational Equity Development (SEED) Survey 

The SEED survey measures inclusion and safety in school through a measure called Sense of 
Belonging, which refers to how students feel accepted, respected and cared for in their school 
environment. The SEED Survey breaks this concept down into two areas: 1) Social Identity, which 
focuses on how studentsŻ communities are represented in school materials, and 2) Comfortable at 
School, which evaluates studentsŻ emotional and social connections with their school, including 
relationships with peers and staff.172 

The 2023-2024 SEED Survey found that for the Social Identity measure, 79% of students reported 
some level of representation, shown in Figure 4.4. For the Comfortable at School measure, 91% of 
students reported feeling cared for by adults, and 83% reported feeling welcome (Figure 4.5). 
However, positive perceptions of school climate decline during middle school.172 In the Alt -SEED 
survey, which measures Sense of Belonging differently, 63% of students reported opportunities to 
connect with peers and staff out side of class time, as depicted in Figure 4.6. 

 

Figure 4.4. 2023-2024 SEED Survey Sense of Belonging and Social Identity (Grades 3-11), from the 
Student Education Equity Development Survey Results172 
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Figure 4.5. 2023-2024 SEED Comfortable at School (Grades 3-11), from the Student Education Equity 
Development Survey Results172 

 
ƒ Ÿ?º³­«zӁÉ T ´Jz³XXŹ J«T Ÿ& ´Jz³XXŹ ÇX³X N­ªM «XT J«T ӁJMXӁXT J´Ÿ& ´Jz³XXŵ Ÿ?º³­«zӁÉ Jz³XXŹ J«T Ÿ z³XXŹ ÇX³X N­ªM «XT J«T ӁJMXӁXT J´ Ÿ z³XX.Ź 

 

Figure 4.6. 2023-2024 Alt-SEED Sense of Belonging (Grades 3-8 and 11), adapted from the Student 
Education Equity Development Survey Results172 

 

Note: This data includes connection between students, peers and staff both virtually and in  person. 
* ź$­«´ ´ºX«ºӃÉŻ J«T ź8ZºX«Ż ÇX³X N­ӃӃJ°´XT º­zXº|X³. 

 

While the SEED survey collects information on the demographics of participating youth, the team 
was unable to locate data specific to the variables associated with the Sense of Belonging in the 
time frame of this report.  
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What is the role of education stress and how does it contribute to chronic stress/risk for 
mental health challenges? Are there groups that are disproportionately at risk of education 
stress? 

 

Academic pressure and high expectations can cause significant stress for students, leading to 
performance anxiety, fear of failure and a constant urge to succeed. This stress can negatively 
affect self-esteem and contribute to mental health struggles, such as anxiety, depression and self-
harm.174 The American Psychological Association (APA) outlines the different ways stress 
presents across age groups174: 

¶ Pre-K and kindergarten students may experience physical symptoms such as stomach 

aches or incontinence or start habits like thumb sucking. 
¶ Elementary students may cry frequently, visit the nurse often or display irritability and 

disruptive behavior.  
¶ Middle school students might feel anxious, worried or isolated, with some showing anger 

or excessive laughter.  
¶ High school students may withdraw, give up easily or exhibit strong emotional reactions 

like anger.  

The DAETA team was unable to locate data referring to groups in Oregon that experience 
education stress disproportionately.  
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This chapter looks at physical health care for youth in the primary care setting, 
lending insights into the prevalence of health screening, early identification and 
treatment.  It also looks at maternal health care during pregnancy and 
postpartum as an  ª°­³ºJ«º  «T NJº­³ ­Z J ª­º|X³Ż´ ªX«ºJӃŵ °|É´ NJӃ J«T ­ÆX³JӃӃ
well -being, which all benefit the child.    

Integrated health care is a central emphasis in Oregon and is reflected in the 
coordinated care o³zJ« ÊJº ­« Ǝ$$8Ə ª­TXӃŸ 8³Xz­«Ż´ Æ ´ ­« Z­³ MXººX³ |XJӃº|ŵ
better care and lowered costs for all also gave rise to the Patient-Centered 
Primary Care Homes (PCPCH) program in 2009, with every CCO being required 
to include PCPCHs in their care networks. PCPCH standards for care delivery 
were most recently revised in 2025 .175 There are more than 600 primary care 
practices recognized by this program in 35 counties across the state, accepting 
both public and private insurance. 93.8% of CCO members (not delineated by 
age) received their primary care at a PCPCH clinic in 2023.175 PCPCH are 
important  because they prioritize high-quality, patient-centered care by 
building strong relationships with patients and their families. This model 
improves care, reduces costs and focuses on prevention, early problem 
detection and managing chronic conditions.176 

 
K E Y  T A K E A W A Y S  

 In Oregon, most pregnant mothers receive prenatal and postpartum care. 
However, disparities exist among women who are Native Hawaiian / Pacific 
Islander, Black / African American, Middle Eastern /  North African and some 
women who have certain disabilities.  

 While screening and treatment for postpartum depression and anxiety are 
highly recommended, not all Oregon mothers are being screened or treated. 
Barriers include insurance gaps and coverage limitations, and providers report 
staffing or time constraints, language and cultural differences and limited 
knowledge of or access to referral services. 

 Youth with two or more disabilities are the most likely to have a primary care 
physician and attend well-child visits among all youth in Oregon. 

 Most screening for youth social determinants of health, social-emotional 
health and risk for suicide happens through the Oregon Student Health Survey 
administered through public schools.  

 Most telehealth primary care service data found was for school-based health 
centers (SBHCs). Primary care telehealth visits at SBHCs were highest at the 
peak of the COVID-19 pandemic (2020-2021).  
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How many mothers are accessing prenatal and postpartum care? Are there groups that are 
disproportionately not accessing/receiving care?  

 

Prenatal Care 

Prenatal care takes place during pregnancy and plays a crucial role in minimizing health risks for 
the mother and fetus. Monitoring the well -being of both the mother and fetus through physical 
exams, weight checks, urine and blood tests, and imaging procedures like ultrasounds helps 
ensure a healthy pregnancy.177  

Nationally, in 2022, 74.9% of mothers received adequate prenatal care, defined as live births in 
which the mother received prenatal care beginning in the first four months of pregnancy with 
the appropriate number of visits for the infant Żs gestational age. In the same year, Oregon ranked 
24th at 77.8%.178 For members of coordinated care organizations (CCOs), the percentage of 
women who received timely prenatal care in 2022 was 79.9%, slightly higher than the state 
average. Table 5.1 shows a breakdown of prenatal care visits by CCO from 2020-2023. In this 
time period, the CCO statewide average of timely prenatal care remained relatively consistent.179 

 

Table 5.1. Percentage of pregnant women who received a prenatal care visit within the first trimester 
or within 42 days of enrollment in Medicaid by CCO, 2020-2023 179 

 2020  2021  2022  2023  

Coordinated Care Organization % % % % 

Statewide 80.7% 80.0% 79.9% 80.5% 

Advanced Health 80.8% 82.0% 88.1% 87.3% 

AllCare CCO 90.7% 87.3% 85.2% 87.3% 
Cascade Health Alliance 91.7% 92.0% 94.2% 93.2% 

Columbia Pacific 86.8% 88.0% 85.9% 77.1% 
Eastern Oregon CCO 89.4% 86.5% 86.8% 75.7% 

Health Share of Oregon 85.4% 79.5% 83.1% 84.1% 
InterCommunity Health Network  89.3% 88.8% 87.3% 88.7% 

Jackson Care Connect 87.7% 85.5% 83.9% 78.8% 
PacificSource Central 73.4% 77.1% 76.2% 77.9% 
PacificSource Gorge 76.5% 89.3% 78.9% 89.7% 

PacificSource Lane 84.2% 79.3% 75.1% 84.8% 
PacificSource Marion Polk 68.1% 67.7% 67.2% 77.3% 

Trillium North  N/A  69.4% 70.7% 62.3% 
Trillium South 81.8% 77.9% 78.2% 80.1% 

Umpqua Health Alliance 59.1% 55.1% 50.3% 56.4% 
Yamhill Community Care 66.1% 74.0% 87.2% 91.0% 
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Postpartum Care  

The postpartum period lasts six to eight weeks after delivery of an infant. Access to adequate 
°­´º°J³ºÄª NJ³X  ´  ª°­³ºJ«º Z­³ J ª­º|X³Ż´ ªX«ºJӃŵ °|É´ NJӃ J«T ­ÆX³JӃӃ ÇXӃӃ-being and is also 
MX«XZ N JӃ º­ º|X  «ZJ«ºŻ´ ÇXӃӃ-being and health.180 Most postpartum physician visits occur about 
four to six  weeks after delivery.  

According to Oregon PRAMS, in 2020, 91.9% of mothers reported having a postpartum 
checkup.182 This percentage slightly decreased to 90.8% in 2021. Statewide, postpartum care 
services for members of coordinated care organizations (CCOs) have increased from 40% in 2011 
to 83.6% in 2023.183 In 2022, 12 out of 16 CCOs showed improvement in postpartum care rates. 
By 2023, 14 CCOs met incentive benchmarks, which are quality measures that CCOs must meet 
to receive bonus money.183-184 Table 5.2 illustrates the percentage of women who received 
postpartum care through a CCO from 2020 to 202 3. 

 

Table 5.2. Percentage of women who received postpartum care by CCO, 2020-2023179  

 2020  2021  2022  2023 

Coordinated Care Organization % received 
care 

% received 
care 

% received 
care 

% received 
care 

Statewide 73.7% 77.8% 80.8% 83.6% 

Advanced Health 84.2% 76.1% 82.3% 91.4% 

AllCare CCO 71.5% 71.8% 76.9% 81.5% 

Cascade Health Alliance 91.7% 87.6% 84.3% 86.3% 

Columbia Pacific 88.4% 81.0% 84.6% 86.9% 

Eastern Oregon CCO 76.4% 70.4% 72.4% 75.7% 

Health Share of Oregon 80.4% 82.2% 81.6% 86.2% 

InterCommunity Health Network  75.3% 82.7% 85.9% 85.1% 

Jackson Care Connect 78.9% 81.4% 85.8% 83.7% 

PacificSource Central 74.1% 85.4% 86.1% 85.7% 

PacificSource Gorge 71.1% 91.1% 84.0% 87.0% 

PacificSource Lane 66.8% 85.4% 81.5% 82.2% 

PacificSource Marion Polk 68.1% 71.1% 76.0% 82.6% 

Trillium North  N/A  63.9% 69.3% 73.5% 

Trillium South 76.1% 73.2% 79.6% 82.9% 

Umpqua Health Alliance 65.8% 73.7% 79.1% 82.9% 

Yamhill Community Care 41.1% 62.0% 79.2% 84.5% 

 

Disparities in Prenatal and Postpartum Care 

The Oregon CCO metrics dashboard and the CCO metrics annual report collect information on 
race/ethnicity, disability status and language for both prenatal and postpartum care. The report 
shows that in 2023, there were racial disparities in accessing care (Table 5.3): Native Hawaiian / 
Pacific Islander women had the lowest prenatal and postpartum care access rates.179 Black /  
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African American women also had low rates of timely prenatal care. In comparison, 
Hispanic/Latino  women had some of the highest prenatal and postpartum access rates. American 
Indian / Alaska Native women had the highest percentage of prenatal care. The prenatal and 
postpartum rates for White women were 80.6% and 82.7% respectively.179 

 

Table 5.3. CCO prenatal and postpartum care rates by race/ethnicity, 2023179 
 

Prenatal Care Postpartum Care 

Race/Ethnicity % received care % received care 

American Indian /  Alaska Native 82.3% 83.8% 

Asian 79.2% 83.3% 

Black /  African American 77.4% 80.1% 

Hispanic/ Latino 81.1% 86.9% 

Middle Eastern /  North African  72.5% 85.0% 

Native Hawaiian /  Pacific Islanders 58.7% 64.0% 

White  80.6% 82.7% 

 

Regardless of race/ethnicity, women who had two or more disabilities (82.8%) and women with 
cognitive / mental health disabilities (82.9%) had the highest rate of timely prenatal care.179 For 
non-disabled women, the timely prenatal care rate was 80.6%.179 Women who had disabilities 
that impacted their ability to live independently or complete self-care activities had the lowest 
rate of timely prenatal care (79.4%).179 

Women with cognitive or mental health disabilities had the highest postpartum care access rate 
at 84.9%.179 Women with limitations in independent living or self -care received the least 
postpartum care, at 80.6%.179 For women without disabilities, the postpartum care access rate 
was 84.1%.179 

 

What screening is occurring for and what is the prevalence of postpartum depression and 

anxiety? Are there groups that are disproportionately not getting screened?  

 

Perinatal mood and anxiety disorders (PMAD) affect 1 in 7 mothers nationwide, making it 
the most common complication of pregnancy and childbirth.185 A reported half of all perinatal  
women nationally with a diagnosis of depression do not get the treatment they need. Untreated 
PMADs are not only costly, but also have multigenerational consequences.186 Treatment and 
screening for PMADs are crucial for the well-being of mothers and the health and development 
of their children. Research indicates that children of mothers with depression are at an increased 
risk of experiencing health problems, as well as having complex developmental, behavioral and 
cognitive needs Ɗ that can persist long into the future. 187 
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 NN­³T «z º­ º|X 8³Xz­« ,XJӃº|  Äº|­³ ºÉŵ żprenatal and postpartum depression screening in 
Oregon is being carried out in a wide variety of settings, including obstetric and primary care 
practices, as well as early childhood services, home visiting programs and other settings that serve 
pregnant women and young families.Ž188 

An estimated 12.5% of women in Oregon suffered from postpartum depression (PPD) in 2021.181 
A cross-sectional study of health care providers in Oregon revealed that 29% screened for PPD 
Jº º|X  «ZJ«ºŻ´ ÇXӃӃ-child visits; 64% screened at least once in the postpartum year; and 31% did 
not meet any screening guidelines.189 According to Oregon PRAMS, about 5% of women 
reported that they had not received any postpartum screening after giving birth. 181 

Providers in Oregon struggle to deliver postpartum screening and treatment of PMAD due to 
staffing or time constraints, language and cultural differences, and limited knowledge or access 
to referral services.189 Training, screening tools and resources are available for Oregon providers, 
as well as parent education materials; however, there does not seem to be available data to 
indicate what is occurring in practice.190 

 

How many youth  have primary care physicians and are attending well-child visits? Are there 
groups of youth that do not have a primary care physician?  

 

Having a primary care physician is important for preventing, detecting and treating medical, 
developmental and behavioral health problems in youth, as well as for overall well-being of youth 
and families. The CCO Performance Metric Dashboard keeps a record of the number of youth 
ages 12 months to 19 years who have had well-child visits with a primary care provider. Table 
5.4 depicts this metric from 2020 -2022 per coordinated care organization (CCO) and statewide 
percentage.179 Overall, most youth are having well-child visits with their PCP. This metric is 
relatively stable over time. All CCOs have over 80% compliance on this metric except for the 
Trillium CCOs.  

Table 5.5 shows this metric by race/ethnicity. 179 On average, from 2020-2022, Multiracial/Other 
race or ethnicity had the highest percentage of youth attending well -care visits with a physician 
(89.23%), followed by Whites (85.23%).179 Other races and ethnicities had similar percentages 
for this metric. Table 5.6 shows this metric broken down by disability experience.179 Youth with 
two or more disability limitations had the highest percentage of visits with a primary care provider 
(92.83%).179 Those who identified as non-disabled had the lowest percentage of visits with a 
primary care provider (85.53%).179 As noted earlier, this data does not include non-CCO members. 
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Table 5.4. Percentage of youth (ages 12 months to 19 years) who had a visit with a PCP by CCO, 
2020-2022 179 

 2020  2021  2022  

Coordinated Care Organization % received care  % received care % received care 

 CCO Statewide 86.7% 84.6% 85.4% 

 Advanced Health 88.0% 84.3% 85.6% 

 AllCare CCO 84.2% 80.3% 81.6% 

 Cascade Health Alliance 86.4% 80.7% 81.0% 

 Columbia Pacific 85.5% 81.0% 83.1% 

 Eastern Oregon CCO 86.6% 85.2% 86.4% 

 Health Share of Oregon 87.0% 84.0% 84.9% 

 InterCommunity Health Network  85.4% 83.6% 85.3% 

 Jackson Care Connect 87.5% 86.5% 87.2% 

 PacificSource Central 89.4% 87.7% 88.3% 

 PacificSource Gorge 89.6% 87.3% 88.2% 

 PacificSource Lane 85.0% 86.5% 87.5% 

 PacificSource Marion Polk 84.4% 87.0% 87.0% 

 Trillium North  N/A  65.3% 68.0% 

 Trillium South 81.4% 76.9% 76.8% 

 Umpqua Health Alliance 88.5% 85.1% 86.7% 

 Yamhill Community Care 87.4% 82.9% 84.2% 

 

Table 5.5. Percentage of youth (ages 12 months to 19 years) that had a visit with a PCP by 
race/ethnicity, 2020-2022179 

  2020  2021  2022  Average 

Race/Ethnicity % received care % received care % received care % received care 

Hispanic or Latino 85.9% 82.9% 83.5% 84.1% 

American Indian /  Alaska 
Native 

86.6% 83.1% 83.1% 84.3% 

Asian 86.5% 83.3% 83.6% 84.4% 

Black /  African American 86.0% 82.9% 83.6% 84.2% 

Native Hawaiian /  Pacific 
Islander 

86.0% 83.0% 83.5% 84.2% 

White  87.1% 84.2% 84.4% 85.2% 

Other or multiracial 90.2% 88.3% 89.3% 89.2% 
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Table 5.6. Percentage of youth (ages 12 months to 19 years) that had a visit with a PCP by disability, 
2020-2022 179 

 2020  2021  2022  Average 

Disability % received care % received care % received care % received care 

2+ limitations 93.1% 92.6% 92.8% 92.8% 

Blind/ low vision 90.5% 88.7% 88.2% 89.1% 

Cognitive/ mental health 93.6% 92.0% 91.3% 92.3% 

Communication 85.5% 88.9% 92.6% 89.0% 

Deaf/ hard of hearing 92.4% 89.4% 92.5% 91.4% 

Mobility/ physical 94.2% 95.6% 92.7% 94.2% 

Non-disabled 86.2% 84.7% 85.7% 85.5% 

Other severe disability 92.4% 90.4% 90.6% 91.1% 

 

 

What Early and Periodic Screening, Diagnostic, and Treatment services are youth requesting 
and receiving? How many denials are occurring and for what services and why? How have 
services requested, received and denied changed over time? 

 

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) is comprehensive health care 
coverage (including medical, vision, dental and behavioral health) for youth with OHP under 21 
years of age or up to 26 if they also have special health care needs.191 Prior to 2023, coverage 
was limited to placement on the prioritized list of health services. Updated rules effective January 
2023 expanded this coverage to include services regardless of placement.191 

NOTE: Data throughout this report highlights the medical and behavioral health services youth 
are accessing in Oregon; while data is not specific to EPSDT, many of the services described are 
part of this program. 

OHA reports that the EPSDT program is still in its early development in terms of quality assurance 
and data monitoring. Authorization and claims data contain errors and need to be interpreted 
with caution. OHA was only able to provide data on service denials for 2023 (Table 5.7). There 
were 293,616 total denials that occurred in 2023; it is unknown what the denominator of total 
requests for service was. As OHA continues to hire and train data analysts and quality assurance 
staff, the agency states that it plans to develop more robust monitoring and data sharing 
mechanisms. 

  



   

 

DATA REPORT ON THE OREGON SYSTEM OF CARE FOR YOUTH | PAGE 77 

Table 5.7. Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) prior authorization and 
claim denial rates, 2023192 

Denial Reason % of 
Total Denials 

Total EPSDT Denials 293,616 

The denial, in whole or in part, of payment for a service 88.9% 

The denial or limited authorization of a requested service, including determinations 
based on the type or level of service, requirements for medical necessity, 
appropriateness, setting or effectiveness of a covered benefit 

10.6% 

The failure of a managed care entity/ coordinated care organization to act within the 
identified time  frames regarding the standard resolution of grievances and appeals 

< 1% 

The reduction, suspension or termination of a previously authorized service < 1% 

The failure to provide services in a timely manner, as defined by the state < 1% 

Denial of a memberŻs request to obtain services outside the managed care entity 
panel. Use this category when the MCE/ CCO is denying a memberŻs request to 
exercise his or her right to obtain services outside the network.  

< 1% 

Unknown reason < 1% 

 

 

What type of health screening and treatment is occurring in primary care settings, including 
screening for social determinants of health, early social-emotional health screening? Are there 
groups that are disproportionately receiving screening or treatment?  

 

Screening in primary care settings can enable early identification of behavioral health needs and 
facilitate supports and services before needs become more severe. This section discusses 
different types of screening that occur in Oregon. Individual -level data that would identify which 
z³­Ä°´ J³X ³XNX Æ «z º³XJºªX«º ÇJ´ «­º JMӃX º­ MX ­MºJ «XT Ç º| « º| ´ °³­¤XNºŻ´ º ªX frame.  

 

Developmental Screening 

&XÆXӃ­°ªX«ºJӃ ´N³XX« «z´ J´´X´´ Z­³ º|X N| ӃTŻ´ ³ ´¦ Z­³ TXÆXӃ­° «z żTXÆXӃ­°ªX«ºJӃŵ MX|JÆ ­³JӃ
J«T ´­N JӃ TXӃJÉ´ŽŸ179 These screenings typically occur in the first few years of life. The NSCH 
reports that Oregon youth ages 9 to 35 months receive a developmental screening more often 
(49.1%) than youth nationally (33.7%).18 The CCO Metrics dashboard reports a higher rate (65.9% 
in 2023) among youth with OHP. 179 

 

Social Determinants of Health (SDOH) 

Primary care providers are encouraged to use a SDOH ´N³XX« «z º­­Ӄ º­ J´´X´´ º|X ³ °Jº X«º´Ż
food, transportation and housing needs; OHA publishes a comprehensive list of screening tools 
that providers can use.193 SDOH screening is a recently implemented quality incentive metric for 
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CCOs.179 In its first year of implementation (2023), all but one CCO (InterCommunity Health 
Network) met benchmarks in developing processes related to screening, referral and data 
collection.183 Specific data about the number of youth receiving SDOH screening is not yet 
available.  

 

Social-Emotional Health Screening 

OHA has also partnered with the Oregon Pediatric Improvement Partnership195 and the 
$| ӃT³X«Ż´ .«´º ºÄºX196 to implement social-emotional health screening for young children ages 0 
to 5.193 This is part of a statewide effort to measure readiness for kindergarten.197  

CCOs use screening tools and OHA data reports to improve social-emotional health. They submit 
asset maps detailing local services and track intervention rates, including counseling, therapy, 
parent education and skills training.198 While there have been slight but steady increases in the 
number of young children screened and treated for social-emotional health concerns, overall 
statewide rates remain low (Table 5.8).198 

 

Table 5.8. Number and percentage of young children aged 1-5 who were screened and/or received 
issue-focused interventions for social-emotional health198 

  2020-2021  
N = 98,467 

2021-2022  
N = 101,088 

2022-2023  
N = 100,894 

Coordinated Care Organization % screened % t reated % screened % t reated % screened % t reated 

Statewide 3.9% 2.9% 4.3% 3.0% 5.3% 3.7% 

Advanced Health 2.0% 3.2% 4.1% 3.4% 5.3% 5.4% 

AllCare CCO 3.0% 2.2% 3.5% 2.6% 3.5% 2.7% 

Cascade Health Alliance 6.6% 2.6% 6.0% 2.4% 6.1% 2.5% 

Columbia Pacific 3.6% 2.9% 3.3% 2.9% 6.3% 2.7% 

Eastern Oregon CCO 8.3% 2.3% 7.0% 2.5% 6.5% 2.5% 

Health Share of Oregon 3.8% 2.9% 4.8% 3.1% 7.0% 3.9% 

InterCommunity Health Network  2.4% 2.5% 2.6% 2.2% 3.2% 3.1% 

Jackson Care Connect 3.4% 3.4% 3.7% 2.9% 6.1% 4.0% 

PacificSource Central 6.5% 3.3% 6.4% 3.6% 6.4% 4.8% 

PacificSource Gorge 4.1% 2.8% 2.9% 3.2% 2.2% 3.2% 

PacificSource Lane 3.2% 3.5% 3.5% 4.0% 4.0% 5.6% 

PacificSource Marion Polk 2.2% 3.1% 2.7% 2.7% 2.4% 3.3% 

Trillium North  1.7% 0.6% 3.4% 1.0% 4.0% 2.4% 

Trillium South 1.9% 2.0% 2.7% 2.4% 2.6% 2.8% 

Umpqua Health Alliance 1.9% 2.6% 2.4% 2.9% 2.4% 3.9% 

Yamhill Community Care 5.7% 3.4% 6.4% 3.0% 9.0% 3.8% 
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Screening for Depression 

Mental health screenings are essential for youth, as an estimated 50% of mental health conditions 
develop by age 14, and 75% by age 24.200 Table 5.9 shows the percentage of OHP members aged 
12+ who were reported by CCOs to have been screened for depression from 2020-2022 in 
Oregon (youth-specific data is unavailable as data is not collected by age). Overall, less than two-
thirds of individuals are appropriately screened for depression; rates in two CCOs are below 50% 
(Cascade Health Alliance and InterCommunity Health Network in 2023).  

 

Table 5.9. Percentage of patients (ages 12 and older) who had appropriate screening and follow-up 
planning for depression179 

  2020  2021  2022  2023  

Coordinated Care Organization % screened % screened % screened % screened 

Statewide 52.0% 52.0% 58.3% 64.9% 

Advanced Health 48.9% 42.8% 19.8% 49.0% 

AllCare CCO 41.4% 45.6% 49.8% 63.6% 

Cascade Health Alliance 47.1% 32.8% 35.5% 37.3% 

Columbia Pacific 59.5% 55.1% 64.5% 69.5% 

Eastern Oregon CCO 72.9% 58.1% 65.8% 74.6% 

Health Share of Oregon 47.1% 58.0% 61.9% 67.6% 

InterCommunity Health Network  51.0% 28.1% 42.6% 44.9% 

Jackson Care Connect 52.0% 59.6% 70.6% 72.9% 

PacificSource Central 74.5% 78.9% 78.8% 75.7% 

PacificSource Gorge 35.1% 42.7% 56.9% 67.6% 

PacificSource Lane 55.1% 59.7% 55.4% 67.2% 

PacificSource Marion Polk 49.8% 51.7% 52.2% 55.4% 

Trillium North  N/A  38.5% 63.4% 69.9% 

Trillium South 49.5% 42.2% 60.6% 68.2% 

Umpqua Health Alliance 51.0% 25.3% 47.1% 58.7% 

Yamhill Community Care 55.5% 62.3% 65.0% 71.0% 

 

Substance Use Screening and Treatment 

Screening Brief Intervention and Referral to Treatment (SBIRT) rates measure the number of 
individuals ages 12 and up who receive screening and brief intervention/referral if needed 
(youth-specific data is not published).201 In 2023, three CCOs were below the benchmarks for 
both screening and treatment/referral (Eastern Oregon CCO, Health Share of Oregon and 
InterCommunity Health Network) (Table 5.10).179 

 



   

 

DATA REPORT ON THE OREGON SYSTEM OF CARE FOR YOUTH | PAGE 80 

Table 5.10. Screening Brief Intervention and Referral to Treatment (SBIRT) rates179 

 2020  
N = 273,574 

2021  
N = 305,105 

2022  
N = 329,006 

2023  
N = 363,281 

Coordinated Care Organization % screened % treated % screened % treated % screened % treated % screened % treated 

Statewide 50.2% 29.2% 55.2% 28.2% 53.9% 37.0% 60.2% 38.9% 

Advanced Health 50.6% 2.6% 43.5% 3.0% 57.8% 22.1% 73.0% 13.2% 

AllCare CCO 42.0% 69.9% 50.3% 78.9% 52.4% 72.0% 57.6% 47.5% 

Cascade Health Alliance 23.8% 47.7% 57.3% 19.7% 49.0% 64.3% 56.0% 46.5% 

Columbia Pacific 59.2% 23.2% 61.3% 15.4% 64.8% 15.4% 67.5% 20.0% 

Eastern Oregon CCO 68.7% 70.2% 58.8% 27.0% 51.4% 28.8% 55.2% 26.2% 

Health Share of Oregon 41.9% 18.1% 49.9% 17.4% 54.1% 23.5% 59.1% 24.1% 

InterCommunity Health Network  61.7% 19.6% 51.6% 0% 17.0% 20.4% 18.9% 18.9% 

Jackson Care Connect 48.0% 29.4% 51.8% 17.0% 58.3% 16.8% 70.1% 30.8% 

PacificSource Central 68.9% 21.7% 78.6% 33.7% 80.2% 55.8% 81.2% 53.3% 

PacificSource Gorge 39.0% 10.1% 43.4% 25.2% 52.4% 17.7% 60.1% 34.9% 

PacificSource Lane 47.2% 32.0% 53.8% 21.2% 38.9% 39.1% 53.9% 48.2% 

PacificSource Marion Polk 51.4% 25.6% 66.2% 47.7% 64.1% 44.0% 67.2% 46.4% 

Trillium North  N/A  N/A  68.2% 21.8% 73.1% 32.7% 71.6% 29.3% 

Trillium South 59.9% 53.9% 68.2% 56.0% 66.1% 54.6% 77.7% 62.4% 

Umpqua Health Alliance 60.6% 82.0% 36.8% 22.2% 47.2% 41.4% 58.7% 61.9% 

Yamhill Community Care 57.9% 13.8% 74.2% 10.3% 69.4% 36.4% 77.0% 30.3% 

 

 

What support do primary care providers have in working with system -involved youth?  

 

A key component to improving care for system-involved youth is coordination between primary care and other youth-serving 
systems. Historically, it has been a challenge for community mental health programs, intellectual and developmental disability 
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services, the education system and primary care services to engage with each other. Although 
specific provider data could not be found to reflect this , it is reflected in surveys from youth and 
families, mentioned later in this report.  

System-involved youth often present with complex medical and social needs. Co-located 
behavioral health providers in primary care clinics is an expanding practice to address these needs. 
This practice often focuses on short-term mental health and refers out for longer -term and more 
complex needs.  

Some resources to support primary care providers in coordinating with agencies and other 
providers or accessing specialized support through consultation with specialists include:   

Oregon Psychiatric Access Line (OPAL)202 

OPAL is a program funded by OHA that provides free psychiatric phone consultations to primary 
care providers and developmental-behavioral pediatricians (DBP) in Oregon. OPAL also supports 
primary care providers through medical practitioner education services and by connecting 
providers with other mental health professionals in Oregon. From 2020-2023, OPAL Ɖ about 
Kids (OPAL-K) received 4,495 consult calls. The volume of calls OPAL-K received has increased 
per year from 2020 to 2023  (Figure 5.1).203 In a post-service survey, a large majority of providers 
who used OPAL-K strongly agreed that the consult was useful and that their patient was able to 
get mental health assistance more quickly due to this program.203  

 

Figure 5.1. Number of OPAL-K consultations from 2020-2023, from the Oregon Psychiatric Access 
Line203 

 

 

  

https://www.ohsu.edu/school-of-medicine/child-and-adolescent-psychiatry/oregon-psychiatric-access-line-opal
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Collaborative Problem Solving (CPS)204 

OHA supports training in the CPS model for providers, equipping them with tools to address 
challenges and develop necessary skills to support youth with complex needs. The model helps 
providers guide their patients in becoming more flexible and adaptable.  

The Oregon Pediatric Improvement Partnership (OPIP)195 

OPIP is a four-year cooperative agreement between various organizations, including the Health 
Resources and Services Administration (HRSA) and the Maternal Child Health Bureau (MCHB). 
The program hosts learning collaboratives and provides consulting and training for a variety of 
topics. Focus areas include Children with Special Health Care Needs, Developmental Screening, 
Engaging Health Complexity and more. From 2020 to 2023, OPIP trained 100 providers in 
behavioral health-related topics205:  

¶ From Screening to Services project: Developmental screening, brief interventions and 
referral pathways from primary care to behavioral health providers (34 attendees). 

¶ Health Share of Oregon project: Social-emotional development, behavioral health care in 

primary care settings, interventions and referral to external providers (60 attendees). 
¶ Transforming Pediatrics for Early Childhood project: Social-emotional assessment, 

strategies for treating young children (six attendees). 

  

 

How many primary care visits occur via telehealth? Are there some groups of people who do 

not have access to primary care visits via telehealth? 

 

For many youth and families, telehealth may increase access to health care. This is particularly 
true for families in rural areas, with limited access to transportation, mobility barriers or unmet 
childcare needs. According to the Center for Connected Health Policy, OHA authorizes coverage 
for telehealth and telemedicine services, defined as video conferencing, store-and-forward 
imaging, streaming media including services with information transmitted via landlines, and 
wireless communications.206 

Additional research is needed to comprehensively answer how many telehealth visits are 
occurring in the primary care setting for different groups of youth. While individual -level 
Äº Ӄ ÊJº ­« TJºJ N­ÄӃT«Żº MX ­MºJ «XT z ÆX« º|X º ªX frame of the report, data on overall use of 
telehealth by individuals with OHP (for all ages) and use for behavioral health services within 
primary care (ages 0 to 26) is presented. 

A state workforce report found that the overall use of telehealth has increased since the COVID-
19 pandemic began in 2020 (Figure 5.2).207 .« Z ´NJӃ ÉXJ³ ǏǍǏǏŵ żӄǏӆ ­Z 8,; ºXӃX|XJӃº| NӃJ ª´
were for behavioral health and 25% for primary care,Ž Ç| N| ³XZӃXNºXT «Jº ­«JӃ º³X«T´Ÿ .«T Æ TÄJӃ´
living in urban areas were most likely to be accessing telehealth (Figure 5.3).208 

https://thinkkids.org/parent-classes/
https://oregon-pip.org/
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OHA reports that for behavioral health -related visits to primary care (for youth up to age 26), an 
average of 13.5% of visits occur via telehealth; this has slightly decreased over time (Table 
5.11).28-29 

Figure 5.2. Percentage of OHP claims that are telehealth over time, from the 8³Xz­«Ź´ ,XJӁº| $J³X
Workforce Needs Assessment 2023 Report207 

 

 

Figure 5.3. Percentage of OHP ambulatory claims that are telehealth, by rurality of residence, fiscal 
year 2023, from the 8³Xz­«Ź´ ,XJӁº| $J³X F­³¦Z­³NX 6XXT´  ´´X´´ªX«º 2025 Report208 

 

 

Table 5.11. Percentage of behavioral health-related primary care visits for youth up to 26 years of age 
that occurred via telehealth, 2020-2023 28-29 

 2020  2021  2022  2023  

 % % % % 

 % of behavioral health-related primary 
care visits that occurred via telehealth 

14.3% 14.7% 12.9% 12.4% 
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Gaps in Access to Telehealth  

A report by the Pew Charitable Trust indicates that while Americans with lower incomes have 
made gains in availability and access to modern technology (such as broadband internet and 
smartphone ownership), this group still experiences significant differences in the way they access 
and utilize technology compared to individuals with higher income levels. For example, in 2021, 
those with lower incomes were more likely to own a smartphone compared to previous years 
and this technology is also often their only available access to internet, which may impact their 
ability to utilize telehealth software. 209  

8,?CŻ´ 8³Xz­« 8ZZ NX ­Z >Ä³JӃ ,XJӃº| °ÄMӃ ´|XT J«  «ºX³JNº ÆX ´º­³É ªJ° ­Z 8³Xz­«Ż´ ZXTX³JӃӃÉ
designated Rural Health Clinics (RHCs) that offer telehealth, including primary care 210, as shown 
in Figure 5.4. This map indicates counties not offering telehealth services at a RHC at the 
beginning of 2021: Jackson, Klamath, Deschutes, Wheeler, Polk, Yamhill, Benton and Multnomah. 
A closer look at this map provides more details on specific RHCs and which telehealth services 
are provided. 

 

Figure 5.4. Oregon Rural Health Clinic map of clinics that offer telehealth, 2020, from the Oregon 
Office of Rural Health210 
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Telehealth in School-Based Health Centers 

School-based health centers (SBHCs) provide their services both in person and virtually during 
the school year. Table 5.12 shows the percentage of telehealth visits per school year for primary 
and behavioral health visits provided by an SBHC. At the peak of the COVID-19 pandemic (2020-
2021), primary care telehealth visits at SBHCs were highest at 33%.164 

 

Table 5.12. Oregon school-based health centers visits (all ages), FY 2020-2023 164 

  2019-2020   2020-2021   2021-2022   2022-2023  
Primary Care and Behavioral Health 
Visits Combined 

    

Total number of visits*  121,144  91,058  126,673  129,181  
% Provided via telehealth  7%  33%  16%  9%  

Primary care visits     
Number of visits*  76,886  58,250  84,209  81,951  

% Provided via telehealth  N/A  33%  12%  8%  
Behavioral health visits     

Number of visits  44,258  32,808  42,464  47,229  
% Provided via telehealth  N/A  54%  26%  12% 

*This includes dental/oral health visits. 
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I N T R O D U C T I O N  

This chapter provides information on youth 
served by the behavioral health system. The 
continuum of behavioral health care in Oregon 
ranges from promotion, prevention and early 
treatment to inpatient levels of care (Figure 
6.1).232 Information on the various components 
of the continuum is presented throughout this 
chapter. 

 

Figure 6.1. Behavioral health continuum of care in Oregon, from OHA232 

 

 

Oregon administers Medicaid behavioral health care through Community 
Mental Health Programs (CMHPs), which are by rule żresponsible for the 
planning and delivery of safety net services for persons with mental or 
emotional disturbances, drug abuse problems and alcoholism and alcohol abuse 
in a specific geographic area of the state under a contract with the Division or 
a local mental health authorityŸŽ212 Many of the services provided by CMHPs 

Behavioral health is 

the term used to refer 

to mental health and 

substance use 

conditions and 

treatment. 211 
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are directed to Oregon Health Plan (Medicaid) members, but the CMHPs are 
also responsible for providing certain services, such as mobile crisis services, to 
all Oregonians regardless of insurance.  

Youth also access services through large health care systems (like OHSU or 
Providence), Certified Community Behavioral Health Clinics (CCBHCs)213, 
private community -based agencies and individuals in private practice who bill a 
variety of insurance providers, including OHP and private insurance.  

 

 
K E Y  T A K E A W A Y S  

 Oregon youth face more difficulties in obtaining mental health care compared 
to levels observed at the national level. 

 OHA has developed several community-based intensive care and crisis care 
options for youth with public and private insurance, which have potential to  
reach a large number of youth throughout the state  once fully implemented. 

 There are currently four facilities offering residential treatment for youth with 
SUD, eight partial hospitalization programs for youth under 18 and eight for 
transitional age youth, and 10 facilities offering psychiatric inpatient care for 
youth. Oregon is below its 2019 goal to increase statewide youth psychiatric 
bed capacity. A state partnership between the Governor and CCOs has 
pledged an additional $25 million to expand residential beds. 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

8³Xz­«Ż´ ³X°ÄºJº ­« J´ º|X Ç­³´º  « º|X «Jº ­« Z­³
mental health services for children and teens is not just 
a statistic  Ɗ  ºŻ´ J ³XJӃ ºÉ º|Jº ZJª Ӄ X´ Ӄ ¦X ­Ä³´ X«TÄ³X
XÆX³É TJÉŸ .ºŻ´ º ªX Z­³ 8³Xz­«Ż´ ӃXJTX³´ º­Źtake 

concrete steps toward a mental health  care system that 
genuinely supports and protects the most vulnerable 
among us. We are exhausted from fighting alone, and 
we urge those in power to take responsibility and make 
º|X N|J«zX´ 8³Xz­«Ż´ N| ӃT³X« ´­ TX´°X³JºXӃÉ «XXTŸ 

Ƈ Parent describing their experience with the  
youth behavioral health system5 

https://www.oregon.gov/oha/hsd/bhp/pages/community-bh-clinics.aspx
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How does access to youth behavioral health services in Oregon compare nationally? Are 

there gaps in access to youth behavioral health services for various groups or regions? 

 

Ensuring that youth and families can obtain the behavioral health services they need is a critical 
part of preventing and treating behavioral health needs, as well as maintaining overall well-being. 
Oregon ranks 49th ­Äº ­Z ǒǎ ­« 5X«ºJӃ ,XJӃº|  ªX³ NJŻ´ ǏǍǏǑ ­ÆX³JӃӃ ´ºJºX É­Äº| ³J«¦ «zŵ Ç| N|
relies on national survey data to compare state mental health indicators (Figure 6.2). Based on 
this data, Oregon has reported higher rates of mental illness prevalence and lower rates of access 
to care than most other states.21 A|X ǏǍǏǐ 6Jº ­«JӃ ?Ä³ÆXÉ ­Z $| ӃT³X«Ż´ ,XJӃº| Z­Ä«T º|Jº ǓǏŸǔӆ
of Oregon youth faced difficulties in obtaining mental health care, compared to 56.7% nationally 
(Figure 6.3).18 The Substance Abuse and Mental Health Services Administration (SAMHSA) also 
reports that youth have less access to care in Oregon (73.4%) than the national average 
(87.5%).214  
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Figure 6.2. Overall ranking for youth 
prevalence of mental illness and access to 
care, from Mental Health America21 

 

Figure 6.3. Children who faced difficulty obtaining 
mental health care, from the Kaiser Family 
Foundation18 

 

 
 

 

 

 

 

The 2022 Oregon Student Health Survey (SHS) reported that 16% of eighth graders and 23% of 
11th graders have unmet emotional or mental health care needs. American Indian/Native 
American students and students who identify as LGBTQ+ were most likely to have unmet 
needs.22  

The Mental Health Statistics Improvement Program (MHSIP) conducts annual surveys that assess 
youth and family experience of behavioral health services.215 Among their measures is a series of 
questions related to access to mental health care, which is defined as being able to obtain services 
at a time and location convenient to the family. Caregiver reports on this measure indicate that 
on average, around three-quarters of caregivers are satisfied with their access to care. Jackson 
Care Connect and Pacific Source Community Solutions: Columbia Gorge Region consistently 
have high rates of satisfaction among their members; on the other hand, Advanced Health, 
Trillium and Umpqua Health Alliance have the lowest satisfaction rates in the state (Table 6.1).  
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Table 6.1. Percentage ­Z NJ³Xz ÆX³´ Ç|­ ÇX³X ´Jº ´Z XT Ç º| º|X ³ N| ӁTŹ´ JNNX´´ º­ ªX«ºJӁ |XJӁº| NJ³X
on the Youth Services Survey for Families, by coordinated care215 

 2020 2021 2022 

Coordinated Care Organization % satisfied % satisfied % satisfied 

Statewide 75% 75% 72% 

Advanced Health 65% 67% 70% 

AllCare 74% 71% 77% 

Cascade Health Alliance 66% 79% 66% 

Columbia Pacific CCO 76% 66% 63% 

Eastern Oregon CCO 69% 77% 66% 

Health Share 76% 75% 71% 

InterCommunity Health Network  78% 76% 75% 

Jackson Care Connect 83% 77% 81% 

PCS: Central 78% 79% 74% 

PCS: Gorge 83% 85% 81% 

PCS: Lane 82% 80% 73% 

PCS Marion/Polk 70% 73% 68% 

Trillium 71% 65% 70% 

Umpqua Health Alliance 64% 65% 65% 

Yamhill Community Care Organization 82% 80% 73% 

 

 

What early intervention services and supports are available in Oregon? What is the 
utilization rate for the different services?  

 

Early intervention services and supports for behavioral health needs may help prevent more 
serious needs in the future. The CDC outlines several reasons for promoting early intervention, 
´ºJº «z º|Jº ż «ºX³ÆX«º ­«  ´ Ӄ ¦XӃÉ º­ MX ª­³X XZZXNº ÆX Ç|X«  º  ´provided earlier in life rather 
than later.Ž216 In Oregon, there are a variety of these available to youth.  

 

Early Childhood Interventions 

OHA supports a number of early childhood mental health programs and resources. 217 Clinicians 
can be trained in these interventions; insurance coverage varies by program. 

Child-Parent Psychotherapy (CPP)217 

OHA partners with Greater Oregon Behavioral Health, Inc., to provide CPP training across the 
state. CPP treatment is for children ages 0 to 5 who have experienced trauma and their parent 

https://www.oregon.gov/oha/HSD/BH-Child-Family/Pages/Early-Childhood.aspx
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or other caregiver. Over more than 10 years, OHA and GOBHI (Greater Oregon Behavioral 
Health Inc.) have funded CPP training for 31 agencies statewide.  

Generation Parent Management Training, Oregon Model (PMTO)217 

Generation PMTO is an evidence-based program for youth ages 2 to 17 years old. The program 
promotes positive parenting and helps prevent and treat conduct-related behaviors in youth.  

Parent-Child Interaction Therapy (PCIT)217 

PCIT is an intervention for youth ages 2 to 7. The program helps build parenting skills and 
improve youth social-emotional and behavior challenges. 

Incredible Years218 

Evidence-based early intervention programs utilized by some primary care clinics and focused 
on youth ages 0-12 years old. A set of curricula designed for families, educators and children 
promote social-emotional learning, academic skills and positive behavioral outcomes.  

Oregon Parenting Education Collaborative (OPEC) Hubs219 

Statewide parenting education network that provides infrastructure and community 
partnerships, promoting and fostering positive and reliable parenting practices.  

 

Early Intervention 

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT)191 

EPSDT is comprehensive health care coverage (including medical, vision, dental and behavioral 
health) for youth with OHP under 21 years of age or up to 26 if they also have Youth with Special 
Health Care Needs benefits. Please see the Physical Health Care System chapter for additional 
information on this service.  

Early Assessment and Support Alliance (EASA)220 

EASA is a statewide network of programs that provides early intervention for youth and young 
adults ages 12-27 who are at risk for developing psychosis (often called psychosis risk syndrome) 
and those experiencing early symptoms of psychosis (often called first episode psychosis).  

Program referral rates and the percentage of individuals screened in/out of the program have 
been consistent from 2020 to 2023  (Table 6.2). If an individual is screened in, that means that 
they were deemed eligible for the program; if they were screened out, the individual did not have 
a qualifying diagnosis or alternative services were deemed a better fit.  

Wait times for EASA vary across the state. In half of the programs, the median wait time from 
referral to admission is three weeks or less. For others, the median wait times extend past two 
months, although it is important to note that this may include reasons such as patient 
hospitalization or juvenile justice/legal involvement that  may delay admission to the program. On 
average, individuals are enrolled in the program for 5.2-5.9 quarters (estimated 16 months).221     

 

  

https://www.oregon.gov/oha/HSD/BH-Child-Family/Pages/Early-Childhood.aspx
https://www.oregon.gov/oha/HSD/BH-Child-Family/Pages/Early-Childhood.aspx
https://www.incredibleyears.com/
https://health.oregonstate.edu/opec/hubs
https://www.oregon.gov/oha/hsd/ohp/pages/epsdt.aspx
https://easacommunity.org/
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Table 6.2. Total number of referrals and percentage of individuals screened in/out of the Early 

Assessment and Support Alliance program221 

 2020  
N = 842 

2021  
N = 894 

2022  
N = 889 

2023  
N = 896 

 n % n % n % n % 
Screened into the program 336 40.0% 342 38.3% 340 38.2% 345 38.2% 

Screened out of the program 506 60.0% 552 61.7% 549 61.8% 551 61.8% 

 

A higher proportion of Black/African American youth are served by EASA compared to state 

demographics (Table 6.3). A lower proportion of Asian, Hispanic/Latino, and White youth are 

served.221   

 

Table 6.3. Race and ethnicity of individuals served by the Early Assessment and Support Alliance221 

 2020  
N = 787 

2021  
N = 793 

2022  
N = 801 

2023  
N = 785 

Race/Ethnicity n % n % n % n % 
American Indian / Alaska Native 9 1.1% 12 1.5% 9 1.1% 10 1.3% 

Asian 19 2.4% 18 2.3% 14 1.7% 20 2.5% 
Black / African American 49 6.2% 54 6.8% 49 6.1% 55 7.0% 

Hispanic/ Latino 155 19.7% 150 18.9% 150 18.7% 125 15.9% 
Native Hawaiian / Pacific Islander 6 <1% <5 <1% 6 0.7% 4 0.5% 

White  434 55.1% 446 56.2% 483 60.3% 458 58.3% 
Multiracial  53 6.7% 48 6.1% 46 5.7% 52 6.6% 
Unavailable 62 7.9% 62 7.8% 44 5.5% 61 7.8% 

 

School-Based Mental Health Services222 

 « X´´X«º JӃ N­ª°­«X«º ­Z 8³Xz­«Ż´ XTÄNJº ­« ´É´ºXªŵ º|X´X ´X³Æ NX´ |XӃ°  « J³XJ´ ­Z º³JÄªJŵ
stress and conflict, which can interfere with almost every aspect of a childŻs learning. Access to 
these services improves studentsŻ physical and psychological safety and reduces negative 
outcomes, such as chronic absenteeism, disciplinary incidents, dropout, suicidal thoughts and 
more. For utilization rates, please reference the Education System and Physical Health Care 
System chapters.  

Suicide Prevention223 

Throughout the state, there are many resources to support suicide prevention and early 
intervention for youth. These include programs for schools and a variety of trainings designed for 
school staff, community-based providers, pediatric health professionals and the general public. 
?Ä°°­³º Z­³ 8, Ż´ ż# z > ÆX³Ž ´Ä N TX °³XÆX«º ­« J«T  «ºX³ÆX«º ­« XZZ­³º´ |J´  «N³XJ´XT ´ «NX
2019, which is reflected in the increased number of active trainings in most programs from 2021 

https://www.oregon.gov/oha/hsd/bh-child-family/pages/schools.aspx#:~:text=Overview,with%20the%20criminal%20justice%20system
https://www.oregon.gov/oha/hsd/bh-child-family/pages/youth-suicide-prevention.aspx
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through 2024 (Table 6.4).224 The number of individuals trained in each program has more 
variation across the same period, although totals show an overall increase (Table 6.5).224 

Table 6.4. Number of active trainers statewide in the Big River suicide prevention, intervention and 
treatment programs224 

 2021 2022 2023 2024 

Program # of active trainers 

Sources of Strength: Elementary grades K-6 83 312 269 327 

Sources of Strength: Middle school, high school and college 115 73 114 154 

MHFA (Mental Health First Aid ) 100 106 112 283 

QPR (Question, Persuade, Refer) 775 781 891 985 

ASIST (Applied Suicide Intervention Skills Training) 109 139 185 108 

Youth SAVE (Suicide Assessment in Various Environments) 38 31 31 34 

Oregon CALM (Counseling on Access to Lethal Means) N/A  13 10 27 

Total 1,220 1,455 1,612 1,918 

  

 Table 6.5. Statewide number of individuals trained in/ number of schools implementing the Big River 
suicide prevention, intervention and treatment program224 

 2021 2022 2023 2024 

Program # of implementing schools 

Sources of Strength: Elementary grades K-6 49 185 226 236 

 # of individuals trained 

Sources of Strength: Middle school, high school and college N/A  2,186 1,636 1,684 

MHFA (Mental Health First Aid ) 1,693 3,680 1,876 4,226 

QPR (Question, Persuade, Refer) 1,285 600 600 518 

ASIST (Applied Suicide Intervention Skills Training) N/A  N/A  2,416 2,563 

Youth SAVE (Suicide Assessment in Various Environments) 612 362 N/A  195 

Oregon CALM (Counseling on Access to Lethal Means) N/A  N/A  371 292 

Advanced Skills (includes CAMS, DBT, AMSR, CBT) * 544 379 250 400 

Total 4,134 7,317 7,249 9,951 

*CAMS (Collaborative Assessment and Management of Suicidality), DBT (Dialectical Behavioral Therapy), AMSR (Assessment and Management of Suicide 
Risk), CBT (Cognitive Behavioral Therapy). 

Note: The cumulative total of students associated with fully implementing the Sources of Strength Elementary programming is 84,924 (as of Dec, 2024). 

 

What types of early intervention services and supports are not available in Oregon that 

youth, families or providers have expressed a need for? 

 

Family representatives of the Oregon ChildrenŻ´ System Advisory Council (CSAC) expressed the 
«XXT Z­³ ´XÆX³JӃ XJ³ӃÉ  «ºX³ÆX«º ­« J«T ´Ä°°­³º ´X³Æ NX´ º|Jº X º|X³ T­«Żº XÈ ´ºŵ J³X º­­ T ZZ NÄӃº
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to access or are not widely available. The CSAC Family Representative Recommendations225  
ÇX³X N­ª° ӃXT Z­³ Ä´X  « º|X  ª°ӃXªX«ºJº ­« ­Z º|X 8, Ż´ $| ӃT J«T *Jª ӃÉ #X|JÆ ­³JӃ ,XJӃº|
;³­z³JªŻ´Policy Vision226 and workplan for 2021 -2025. The recommendations describe the 
need for more peer-delivered services, agency-neutral care coordinators, parenting training and 
information campaigns to help families know what resources exist and how to access them.  

 

What types of crisis services are available, and for each, what is the eligibility, regional 
availability, capacity/waitlist, population served, cross -system involvement, services 
provided, utilization rate and outcomes?  

 

Nationwide, the number of youth  
experiencing mental health crises has 
steadily increased for over a decade. In 
Oregon, the number of individuals 0 to 26 
years old with OHP accessing crisis 
psychotherapy has steadily increased from 
2020 to 2023 (Figure 6.4). Crisis 
°´ÉN|­º|X³J°É ´X³Æ NX´ ż|XӃ° ³XTÄNX J
°Jº X«ºŻ´ ªX«ºJӃ |XJӃº| N³ ´ ´ º|³­Äz| J«
urgent assessment and history of a crisis 
state, a mental status exam, and a 
disposition.Ž227 These Medicaid codes can 
be used in a facility (hospitals, medical  
clinic, outpatient mental health clinics, etc.) 
and non-facility locations (schools, mobile 
response, homes, etc.).228 

Figure 6.4. Number of individuals ages 0-26 with 
OHP who received crisis psychotherapy by year28-29 

 

The Statewide Crisis Continuum of Care 

In addition, there are several crisis programs offered to youth in Oregon. These three programs 
serve individuals regardless of insurance and are not fully captured in the data above, because 
the data above only includes individuals with Medicaid and the programs below are funded 
separately by OHA. 

988 Suicide & Crisis Lifeline 

988 is the national Suicide & Crisis Lifeline; in Oregon, it is operated by Lines for Life and 
Northwest Human Services. This service is available free of charge. 988 is available 24/7; if 
Oregon operators are not available, the call is routed to partner agencies in other states. 
Operators are trained to provide emotional support and crisis de-escalation with the caller. 
? «NX  º ӃJÄ«N|XT  « 0ÄӃÉ ǏǍǏǏŵ 8³Xz­«Ż´ ǔӅӅ |J´ N­ª°ӃXºXT ­ÆX³ ǎǑ º|­Ä´J«T NJӃӃ´ Ç º| É­Äº|
ages 20 and under.229 Almost 97% of all 988 calls in Oregon are resolved over the phone (OHA); 
however, if an in-person response is needed, Mobile Crisis Intervention Teams are requested 
to respond.230 

https://www.oregon.gov/oha/hsd/amh/pages/988.aspx
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Mobile Crisis Intervention Teams (MCIT) 

MCITs are mental health teams that respond to crises in the community and other settings. 
Teams are operated by CMHPs and funded by OHA (this program is also referred to as Mobile 
Crisis Intervention Services, or MCIS). MCITs are available in every county in Oregon; most 
have 24-hour coverage. Mobile dispatches are available for free to all individuals who need in-
person crisis intervention. Requests for dispatches can come from 988 or 911 operators, law 
enforcement, emergency medical services personnel, schools or from the youth or family. 
Statewide data collection for this program began in early 2023; from April to December 2023, 
MCIT was dispatched 4,553 times for individuals under 26 years old (2,541 times for youth 
ages 0 to 17; 787 times for ages 18 to 20; 1,223 times for ages 21 to 24).231 MCITs are most 
likely to respond to private residences (39%), followed by community/public settings (22%) and 
emergency departments (19%).231 A majority of youth remain in the community (63%) after the 
encounter, whi le a smaller number are routed to an emergency department (17%) or other 
setting, such as respite (2%), arrest/jail (2%), sobering/detox facility (1%) or crisis center (1%).231 
If a youth needs short-term stabilization services and support, they can be connected to Mobile 
Response and Stabilization Services, if available.  

 

Figure 6.5. Map of Mobile Crisis Intervention Team dispatch locations in 2023231 

 
Zip Code Geographic Designation: Urban  Rural  Frontier  (white = no dispatches) 

 

Mobile Response and Stabilization Services (MRSS) 

MRSS is an extension of the mobile crisis service for individuals ages 0 to 20 (see above for the 
number of MCIS dispatches for youth in this age group). The program provides intensive care 
coordination, mental health treatment, skills training, crisis response and peer support for up to 
eight weeks. While MRSS is required in statute to be available in every county, only 15 counties 
are reporting data at the time of this report: Baker, Benton, Clackamas, Coos, Curry, Deschutes, 
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Douglas, Harney, Josephine, Lane, Linn, Malheur, Marion, Multnomah and Washington. Data 
collection for this program began in early 2023. From April to December 2023, there were 209 
youth enrolled in MRSS programs across the state.37 Most referrals came from MCITs (45%), 
EDs/hospitals (30%) and crisis centers/walk-in clinics (22%).37 Some programs have a discrete 
number of program slots that limit referrals into the program; data on referrals made to the 
program is not available, only data on enrolled youth is collected.  

The average age of youth enrolled was 15 years old, with most being between 11 and 19 years 
old. The program served more female (48%) and male (44%) youth and fewer nonbinary or 
transgender (6%) youth.37 Most youth identified as White (64%), Hispanic or Latino (11%) or 
American Indian/Alaska Native (8%).37 The most common presenting issues were suicidality 
(56%), mental health concerns (46%) and/or needing connection to resources, services and 
supports (32%). More than half (62%) of youth enrolled had a trauma history.37 

At the end of MRSS, most youth are connected to longer-term support (66%) or are discharged 
from the program because the family is stable and no longer in need of services (16%), stops 
engaging in services (10%) or moves out of the service area (8%).37 

 

 

What community -based behavioral health programs and treatments are available, and for 

each, what is the eligibility, regional availability, capacity/waitlist, population served, cross -
system involvement, services provided, utilization rate and program outcomes?  

 

OHA outlines a variety of home- and community-based behavioral health programs and 
treatments that are available throughout Oregon, including outpatient treatment, intensive 
services and multilevel care management.232 Data on specific program eligibility, regional 
availability, capacity/waitlist, population served, cross-system involvement, services provided, 
utilization rate and program outcomes is available to varying degrees; available data is presented 
below.  

 

Outpatient  

Outpatient therapy  

Outpatient therapy can be accessed through a variety of settings, which makes it difficult to 
assess capacity and access across the state. Many youth access services through their regional 
CMHP, large health care systems (like OHSU or Providence), Certified Community Behavioral 
Health Clinics (CCBCHs), private community-based agencies (like Catholic Community Services 
or Youth Villages) or individuals in private practice. The SOC dashboard estimates that the 
number of youth receiving outpatient mental health care has increased over time (Table 6.6). 
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Table 6.6. Individuals with the Oregon Health Plan receiving mental health outpatient care6 

 2020 2021  2022  2023  

Individuals Receiving Mental Health 
Outpatient Care 

n n n n 

Ages 0 to 17 48,338 49,400 52,124 54,574 

Ages 18 to 25 22,311 26,202 27,802 29,203 

 

Outpatient substance use disorder services 

Outpatient SUD treatment is the most common SUD treatment accessed by youth.233 The 
number of youth  receiving SUD outpatient treatment is presented in Table 6.7.  

 

Table 6.7. Individuals with the Oregon Health Plan receiving substance use disorder outpatient care6 

 2020 2021  2022  2023  

Individuals Receiving Substance Use 
Disorder Outpatient Care 

n n n n 

Ages 0 to 17 738 432 467 507 

Ages 18 to 25 1,603 1,445 1,262 1,168 

 

The CCO Quality Metrics Dashboard reports rates of SUD treatment initiation and engagement 
for youth ages 13 to 17 with a newly diagnosed SUD (Table 6.8).179 Statewide, rates are low; 
Advanced Health, Eastern Oregon CCO, Jackson Care Connect and Trillium South have the 
lowest rates. 

Recovery high schools are state-funded schools that provide additional community -based 
education and support to youth in recovery from SUD and with other co -occurring disorders. 
There are currently (as of January 2025) two recovery high schools in Oregon: Harmony Academy 
in Lake Oswego and Rivercrest Academy in Portland. One additional school, the Discovery 
Academy in Salem, is on track to open in mid-2025. The Oregonian reports that these schools 
enroll between 30 and 50 students each with flexible, fluctu ating enrollment.234 Recovery high 
schools offer substance use education, behavioral health treatment and coping skill development; 
additionally, they foster a sense of community among peers.  
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Table 6.8. Substance use disorder treatment initiation and engagement for youth ages 13 to 17179 

 2021 2022  2023  

Coordinated Care 
Organization % Initiation*  

% 

Engagement
** 

% Initiation*  

% 

Engagement
** 

% Initiation*  

% 

Engagement
**  

Statewide 30.5% 15.8% 36.7% 20.3% 38.5% 22.3% 

Advanced Health 30.8% 0.0% 17.6% 5.9% 20.0% 10.9% 

AllCare CCO 26.3% 15.8% 35.5% 21.1% 41.8% 15.2% 
Cascade Health Alliance 35.7% 17.9% 34.0% 28.3% 44.1% 42.4% 

Columbia Pacific 17.9% 0.0% 52.8% 33.3% 36.5% 15.4% 
Eastern Oregon CCO 25.4% 15.9% 29.9% 11.1% 39.4% 15.7% 

Health Share of Oregon 30.6% 15.1% 38.9% 19.5% 35.4% 21.4% 
InterCommunity  
Health Network  

26.9% 19.2% 29.9% 20.1% 39.1% 23.7% 

Jackson Care Connect 36.2% 12.8% 26.7% 16.0% 25.0% 13.5% 
PacificSource Central 25.3% 11.5% 36.5% 20.3% 43.6% 26.2% 

PacificSource Gorge 12.5% 0.0% 46.2% 30.8% 22.2% 16.7% 
PacificSource Lane 32.1% 8.9% 44.1% 17.6% 41.4% 22.1% 

PacificSource Marion Polk 36.7% 22.9% 35.1% 22.2% 44.6% 31.3% 
Trillium North    30.0% 30.0% 45.8% 33.3% 

Trillium South 44.0% 32.0% 29.5% 15.9% 44.1% 11.8% 
Umpqua Health Alliance 33.3% 26.2% 51.3% 33.8% 41.8% 20.9% 

Yamhill Community Care 
Organization 

33.3% 20.8% 35.5% 23.7% 46.6% 23.9% 

*Initiation is the percentage of new SUD diagnoses that received follow-up treatment within 14 days of initial diagnosis. 
**Engagement is the percentage of new SUD diagnoses followed up with at least two engagement visits or medication treatments within 34 days of initial 
treatment. 

 

Integrated treatment for co -occurring disorders 

Co-occurring disorders (COD) is defined as having more than one mental health, I/DD, SUD 
and/or  problem gambling diagnosis. OHA has several initiatives aimed at improving treatment for 
youth with COD. First, it reimburses COD treatment at an enhanced rate based on the complexity 
­Z º|X É­Äº|Ż´ °³X´X«ºJº ­« J«T º|X XTÄNJº ­« ӃXÆXӃ ­Z º|X °³­Æ TX³Ÿ  TT º ­«JӃӃÉŵ 8, °³­Æ TX´
start-up funding for integrated co-occurring disorder (ICD) programs to incentivize agencies to 
­ZZX³ º|X´X ´X³Æ NX´Ÿ  ´ ­Z 0J«ÄJ³É ǏǍǏǒŵ ǏӅ ­Äº ­Z 8³Xz­«Ż´ ǐӄ N­Ä«º X´ |JT Jº ӃXJ´º ­«X .$&
program (counties without programs include Clatsop, Columbia, Hood River, Lake, Polk, Sherman, 
Tillamook and Wallowa counties).235 The Health Policy and Analytics Division at OHA reports 
that they are still developing mechanisms to pull utilization data on these programs.  
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Intensive Services 

Intensive In-Home Behavioral Health Treatment (IIBHT) 

IIBHT is an intensive level of care for those with Medicaid that offers home -based mental health 
therapy, peer support, skills training and psychiatric care to youth with complex mental health 
needs. The program is meant to be accessible to youth with co-occurring disorders and/or have 
cross-system involvement. IIBHT services can be provided wherever the youth is living, which 
may be at home with parents or in a foster home, group home, shelter care or behavioral 
rehabilitation services placement.  

IIBHT was launched in 2021 and served a total of 446 youth in the first three years of 
implementation (Table 6.9).36 In 2023, the average age of youth served was 13 years old, with 
most being between 9 and 15 years old. 36 At intake, a striking percentage of youth in IIBHT had 
a trauma history (87%) and/or a history of suicidality (76%); many had an attention disorder (52%), 
trauma and stressor-related disorder (48%), depressive disorder (36%) and/or anxiety disorder 
(34%).36 

The program is mandated in rule and every CCO is required to offer this service; as of December 
2024, IIBHT was available in every county except for Curry, Gilliam, Sherman and Wheeler 
counties. In the counties where it is available, there are often waitlists for accessing the program. 
The average wait from referral to program intake was 19 days in 2021, 56 days in 2022 and 49 
days in 2023.36 

 

Table 6.9. Number of youth enrolled in Intensive In-Home Behavioral Health Treatment (IIBHT), data 
from OHSU REDCap36 

 2021  2022  2023  

Number of youth enrolled in IIBHT 63 160 223 

 

The 2023 IIBHT Annual Report highlights several key program outcomes: 

¶ Youth show statistically significant improvement on standardized assessment measures 
over the course of the program, specifically in hopefulness, problem severity, functioning 
and treatment satisfaction.236 

¶ Around half (47-54%) discharge from the program because they are ready to transition to 

a lower level of care; some youth need to transition to a higher level of care (9-19%) and 
others stop engaging in services for a variety of reasons (19-23%).236 

¶ Approximately  a quarter (24%) of youth go to an ED or are admitted to a psychiatric 
inpatient level of care during the program; however, recidivism after IIBHT discharge is 
lower, with 7% of youth going to an ED or inpatient unit in the month following 
discharge.236 

Intensive Outpatient Services and Supports (IOSS) and Intensive Outpatient Services (IOS) 

In addition to IIBHT, several organizations offer IOSS, which provide crisis and safety planning, 
skill development, professional and natural supports237, or IOS. There is no centralized list of 



   

 

DATA REPORT ON THE OREGON SYSTEM OF CARE FOR YOUTH | PAGE 100 

organizations offering these services; however they vary in regional availability, services provided, 
range of intensity and insurance accepted. More specific information on statewide intensive 
outpatient services would require a specific Medicaid analysis.  

Charlie Health is a virtual care provider that offers intensive outpatient services to youth in 
Oregon.238 Services include virtual individual, family and group therapy in addition to psychiatry. 
Charlie Health accepts most major commercial carriers and Medicaid.  

Psychiatric day treatment 

Partial hospitalization programs, also known as day treatment programs, provide intensive care 
to youth with behavioral health challenges. These programs are essential in providing care to 
É­Äº| Ç|­ «XXT ª­³X º|J« º³JT º ­«JӃ ­Äº°Jº X«º ´X³Æ NX´ŵ MÄº T­«Żº need or are not able to be 
admitted to an inpatient level of care. Additionally, education services are often offered in 
tandem with mental health treatment, allowing youth to receive services while remaining in 
school. The rate of individuals receiving partial hospitalization services statewide increased from 
2020 to 2023 (Figure 6.6).  

In Oregon, there are eight partial hospitalization programs for youth under 18 and eight for 
transition-age youth (Table 6.10). Most programs require a psychiatric diagnosis and significant 
impact on daily functioning to be considered for admission (additional population eligibility 
criteria is presented in Table 6.10). Referrals for partial hospitalization come from both hospital 
and community levels of care (although some programs only accept referrals from hospitals). 
Capacity, waitlist and program outcome data are not collected by OHA.  

 

Table 6.6. Number of individuals ages 0 to 26 receiving partial hospitalization services and utilization 
rate per 1,000 member months 28-29 

 
Partial hospitalization is defined as procedure codes G0410, G0411, H0035, H2001, H2012, S0201, S9480, S9484 and S9485 or revenue code 0905, 
0907, 0912 and 0913 or procedure code in HEDIS Visit Setting Unspecified Value Set combined with place of service code 52. 
Utilization is calculated by dividing the number of members receiving services by the total number of member months for individuals 0-26, then 
multiplying by 1,000. 



   

 

DATA REPORT ON THE OREGON SYSTEM OF CARE FOR YOUTH | PAGE 101 

Table 6.10. Partial hospitalization/day treatment programs in Oregon 

Program Location  Population Served 

Serving Children and Adolescents   

Discovery Mood and Anxiety  239 Portland Ages 11 to 17, commercial 
insurance only 

Kartini Clinic 240 Portland Ages 18 and under with eating 
disorders 

Lifeworks NW  241 Portland Ages 5 to 18 

Providence St. Vincent 242 Portland Adolescents 

Providence Adolescent Eating 
Disorders 

Portland Adolescents ages 13-18 with 
eating disorders 

Providence Willamette Falls 243 Oregon City Adolescents 

Rainrock Treatment Center (Monte 
Nido) 244 

Springfield Adolescents and adults with 
eating disorders 

Riverview Center for Growth  245 Springfield K-12 age students 

Trillium Family Services 246 Bend, Corvallis, 
Keizer, Portland, The Dalles 

Ages 5 to 17 

Serving Transition -Age Youth    

Good Samaritan Hospital 247 Corvallis Adults 

Madrone Mental Health Services 248 Eugene Adults 

Odyssey Complete 249 Salem Adults 

PeaceHealth Sacred Health Medical 
Center 250 

Eugene Adults 

Rainrock Treatment Center (Monte 
Nido) 244 

Springfield Adolescents and adults with 
eating disorders 

Salem Hospital 251 Salem Adults 

Sober Living Oregon Recovery 
Center 252 

Portland Adults 

Cedar Hills Hospital 253 Portland Adults 

 

Multilevel Care Management 

Fidelity Wraparound 

Wraparound is a team-based planning and care coordination approach that aims to support 
multisystem-involved youth. Programs are available in every county in Oregon. The Child and 
Adolescent Needs and Strengths (CANS) tool is used to measure progress over time. The 2023 
Wraparound Annual Report outlines trends for 1,839 youth with CANS data during 2022 and 
2023. The average length of services was 427 days.40 Youth show statistically significant 
improvement on both strength development and needs reduction from enrollment to discharge. 
The CANS strengths-based items with the greatest improvement from enrollment to discharge 
included Coping and Savoring Skills, Education Setting and Resilience. Needs-based items with the 
greatest improvement included Anger Control, Depression and Anxiety and Decision Making.40 

https://discoverymood.com/treatment-programs/partial-hospitalization/
https://kartiniclinic.com/eating-disorder-treatment/treatment-overview/partial-hospitalization/
https://www.lifeworksnw.org/child-family-services/
https://www.providence.org/locations/or/st-vincent-medical-center/pathway-program
https://www.providence.org/locations/or/willamette-falls-medical-center/pathway-program
https://www.montenido.com/programs/eating-disorder-day-treatment
https://www.montenido.com/programs/eating-disorder-day-treatment
https://www.riverviewgrowth.org/programs-services/day-treatment-classrooms/
https://www.trilliumfamily.org/feed/day-treatment
https://samhealth.org/health-services/all-services/mental-and-behavioral-health/partial-hospitalization/
https://www.madronementalhealth.com/adult-day-treatment-eating-disorder-program/
https://odysseyoutpatient.com/levels-of-care/partial-hospitalization-program-php/
https://www.peacehealth.org/locations/eugene/intensive-outpatient-and-partial-hospitalization-behavioral-health-peacehealth
https://www.peacehealth.org/locations/eugene/intensive-outpatient-and-partial-hospitalization-behavioral-health-peacehealth
https://www.montenido.com/programs/eating-disorder-day-treatment
https://www.montenido.com/programs/eating-disorder-day-treatment
https://www.salemregional.com/outpatient-care/mental-health#:~:text=There%20are%20two%20types%20of,9%20a.m.%20%2D%201%3A30%20p.m.&text=Partial%20Hospitalization%20%2D%20Clients%20attend%20five,program%20day%20lasting%205%20hours.&text=Intensive%20Outpatient%20%2D%20Clients%20attend%20up,day%20ranging%20from%203%20hours.
https://www.slorecoverycenter.com/mental-health/
https://www.slorecoverycenter.com/mental-health/
https://cedarhillshospital.com/blog/understanding-partial-hospitalization-programs/
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What types of community -based behavioral health programs and treatments are not 
available in Oregon that youth, families or providers have expressed a need for? 

 

Family representatives of the Oregon ChildrenŻ´ System Advisory Council (CSAC) expressed the 
need for several community-MJ´XT ´X³Æ NX´ º|Jº X º|X³ T­«Żº XÈ ´ºŵ J³X º­­ T ZZ NÄӃº º­ JNNX´´ ­³
are not widely available. The CSAC Family Representative Recommendations225 were compiled 
Z­³ Ä´X  « º|X  ª°ӃXªX«ºJº ­« ­Z º|X 8, Ż´ $| ӃT J«T *Jª ӃÉ #X|JÆ ­³JӃ ,XJӃº| ;³­z³JªŻ´Policy 
Vision226 and workplan for 2021 -2025. The recommendations include: 

¶ More respite services 

¶ More family support before, during and after behavioral health treatment  
¶ More community - and home-based alternatives to hospital-based services 
¶ Expanded clinical and peer services to reduce system gaps 

¶ Shortened wait times for services 
¶ More coordinated service plans across systems 
¶ More family - and youth-driven treatment plans 

 

 

It has been challenging to 
find the right level of care, 

and to get services in a 
timely manner.  

Ƈ Parent describing their experience  

seeking behavioral health services5 

 

Mental health services need to be 
available more for children. It should not 
be so hard to get a counselor for a child 

who needs it.  

Ƈ Parent describing their experience  

seeking behavioral health services5 

 

 

 

It was appreciated when the traditional system was able to be flexible 
º­ JNN­ªª­TJºX ­Ä³ N| ӃTŻ´ «XXT´ ³XӃJºXT º­ |X³ T ´JM Ӄ ºÉŸ FXŻÆX |JT J 

wonderful experience with the Wrap [around]  program.  

Ƈ Parent describing their experience with the behavioral health system5 
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How many youth  are accessing emergency departments with behavioral health 
presentations and what systems are these youth involved with? What is the 
prevalence/length of stay of emergency department boarding and how does that differ 
across demographics, regions and hospitals? 

 

Youth who are experiencing a mental health crisis often rely on emergency departments (EDs) to 
access urgently needed care. Due to the large volume of youth needing services, boarding has 
become a widespread issue in the state. Boarding is defined as a youth staying in the ED longer 
than medically necessary while they wait for a psychiatric bed placement or other necessary 
aftercare. Boarding is not only potentially traumatizing and minimally therapeutic for youth and 
families, but it also places stress on the hospital system.  

In 2023, there were 10,380 statewide ED visits for behavioral health presentations for individuals 
ages 0 to 26 with OHP (Figure 6.7).28-29 Of those, 7,235 visits had a mental health diagnosis and 
3,228 had a substance use diagnosis (some were in both categories). A study completed by OHSU 
found that there are seasonal trends in behavioral health ED visit volume; higher volume is more 
common in January, April, May, October and November.254  

Data from the Hospital and Emergency Department Discharge dataset, which includes youth 
with all insurance (public and private), provides additional insight into ED utilization and boarding 
(complete data for 2023 was not available at the time of this report ) (Table 6.11).28-29  When 
stratifying the most recent data (2022) by several key factors, the following emerged:  

 

¶ County:  Individuals that resided in Douglas County were significantly more likely to 
experience boarding (38% of total presentations) than the statewide average (11%) 

¶ Race: Native Hawaiian / Pacific Islander (16%) and Black / African American (15%) 

individuals were more likely to board than the statewide average (11%). 
¶ Ethnicity: Hispanic/Latino individuals (9%) were less likely to board than non-

Hispanic/Latino  individuals (12%). 
¶ Facility: Unity Center for Behavioral Health (54%) and Mercy Medical Center (40%) 

experience the highest boarding rates. 
¶ Insurance: Individuals with Medicaid (12%) were more likely to board than individuals 

with commercial insurance (10%). 
¶ Sex: No significant differences observed. 

 

Figure 6.7. Number of emergency department visits for individuals ages 0 to 26 for primary 
behavioral health concerns and utilization rate per 1,000 member months28-29   
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Emergency department visits are defined as procedure codes 99281, 99282, 99283, 99284 and 99285 and place of service code 23 or revenue codes 
0450, 0451, 0452, 0459 and 0981. 
Utilization is calculated by dividing the number of members receiving services by the total number of member months for individuals 0-26, then 
multiplying by 1,000. 
Behavioral health (BH) is defined as combined mental health and SUD; all ICD-10 diagnosis codes starting with F but excluding codes starting with F17 
(nicotine). 
Mental health (MH) is defined as all ICD-10 diagnosis codes starting with F, but excluding codes starting with F1. 
Substance use disorder (SUD) is defined as all ICD-10 diagnosis codes starting with F1, but excluding codes starting with F17 (nicotine). 

 

Table 6.11. Discharges that resulted in boarding over 24 hours for individuals 0 to 26 years old28-29 

 Year Total Number 
of Discharges 

Number of 
Discharges 
Boarded 

% of Total 
Boarded 

Mean Length 
of Stay 
(hours) 

Median 
Length of 
Stay (hours) 

Behavioral 
health* 

2020 12,358 1,226 9.9% 62.4 45 

2021 12,432 1,375 11.1% 72.1 48 

2022 10,795 1,214 11.3% 66.9 46 

Mental 
health** 

2020 8,756 1,117 12.8% 64.3 46 

2021 8,899 1,243 14.0% 74.5 50 

2022 7,606 1,095 14.4% 69 47 

Substance 
use 
disorder***  

2020 3,602 109 3.0% 43.2 31 

2021 3,533 132 3.7% 49.5 35.5 

2022 3,189 119 3.7% 47.6 37 

*Behavioral health (BH) is defined as combined mental health and SUD; all ICD-10 diagnosis codes starting with F but excluding codes starting with F17 
(nicotine). 
**Mental health (MH) is defined as all ICD-10 diagnosis codes starting with F, but excluding codes starting with F1. 
***Substance use disorder (SUD) is defined as all ICD-10 diagnosis codes starting with F1, but excluding codes starting with F17 (nicotine). 
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How many psychiatric residential, subacute and acute inpatient beds are in Oregon? How 

does this compare to other states with similar population levels and geography? How does 
bed availability fluctuate over time? For the programs, what is the regional ava ilability, 
admission criteria, referral process, capacity, waitlist, utilization rate and program 
outcomes? 

 

When community -based services can no longer meet the needs of youth ages 0 to 17, higher 
levels of care may be pursued. Out-of-home psychiatric care is divided into three levels:  

¶ Psychiatric residential treatment facilities:  Non-hospital, 24-hour treatment facilities 
that provide intensive therapy and psychiatric care. 

¶ Subacute psychiatric inpatient:  Non-hospital, 24-hour treatment facilities that treat 
youth with more complex and intensive needs for a shorter duration than residential 
treatment; there is typically more access to child psychiatry and nursing. 

¶ Acute psychiatric inpatient:  Hospital-based, 24-hour psychiatric treatment that treat the 
highest acuity youth with the most complex or severe needs. 

 

A research study of 2017-2020 data found that Oregon had fewer pediatric psychiatric beds per 
capita than most other states (Figure 6.8); this trend was apparent throughout the West Coast.255 
At the time of this report, there are 12 facilities offering psychiatric inpatient care in Oregon 
(Table 6.12).255 There are only two  facilities that offer acute  psychiatric inpatient care.  

 

The ER doc said that our kid was too unpredictable to admit and needed 
acute care; when acute care turned [my child] down, the hospital told us 
ÇXŻT MX Z «X J«T  «´ ´ºXT ­« T ´N|J³z «z ³ z|º JÇJÉŸ A|XÉ ´XXªXT «­º º­

care at all when we said we definitely w ere not fine.  

Ƈ Parent describing their experience  

with the behavioral health system5 
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Figure 6.8. Pediatric inpatient psychiatric beds per 100,000 children in 2020, from the Journal of the 
American Medical Association255 

 

Table 6.12. Psychiatric inpatient facilities for youth up to age 18 in Oregon 

Program Location  Programs Offered and Population Served 

Albertina Kerr256 Portland Subacute; ages 5 to 17, all genders 

Clementine257 West Linn Residential; adolescent, females only, eating disorder 
diagnosis 

Embark258 Bend Residential; ages 10 to 14, all genders 

Jasper Mountain259 Jasper Residential; ages 4 to 13, all genders 

Looking Glass260 Eugene  
(2 facilities) 

Residential, Subacute; ages 12 to 18, all genders, 
only youth involved with ODHS  

Madrona Recovery261 Tigard Residential; dually licensed to provide psychiatric 
and SUD residential; ages 13 to 17, all genders 

Nexus Family Healing262 Portland Residential; youth with behavioral health needs and 
I/DD involved with the JJ system  

Providence Willamette Falls263 Oregon City Acute; ages up to 18, all genders 

Trillium Family Services264 Portland, 
Corvallis 

Residential, subacute; ages 5 to 17 (Portland) and 12 
to 17 (Corvallis), all genders 

Unity Center for Behavioral 
Health265 

Portland Acute; ages 9-17, all genders 

https://www.albertinakerr.org/childrens-mental-health/
https://clementineprograms.com/program-locations/clementine-west-linn/?utm_medium=cpc&utm_source=google&utm_campaign=PMax%20-%20OR&gclid=EAIaIQobChMIhN7rsI3jhgMVWMzCBB0e8Q-GEAAYASAAEgL80vD_BwE
https://www.embarkbh.com/location/embark-behavioral-health-in-bend-oregon/?utm_source=gmb&utm_medium=organic
https://jaspermountain.org/jasper-mountain/
https://www.lookingglass.us/regional-crisis-center
https://www.madronarecovery.com/copy-of-intensive-out-patient
https://www.nexusfamilyhealing.org/walden-crossing/walden
https://www.providence.org/locations/or/willamette-falls-medical-center/child-and-adolescent-psychiatry-inpatient-unit
https://www.trilliumfamily.org/feed/psychiatric-residential
https://unityhealthcenter.org/
https://unityhealthcenter.org/
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Data from OHA indicates that there were 147 residential and 38 acute inpatient beds operational 
at the end of 2023 (Figure 6.9). In 2019, OHA in partnership with ODHS set a goal to increase 
statewide youth psychiatric residential bed capacity to 286 beds; however, Oregon is still 
significantly below that capacity. 266 Operational beds reflect the functionally available beds that 
have adequate staffing and resources to be utilized, while maximum capacity is how many 
licensed beds there are in the state.266 Residential and subacute programs can be accessed from 
emergency departments and hospitals, or by outpatient clinicians and crisis response teams. 
Acute inpatient referrals can only come from emergency departments and hospitals. 

In January 2024, Governor Kotek announced a partnership with CCOs to invest an additional 
$25 million in expanding residential beds to Trillium Family Services, Adapt, Looking Glass and 
Community Counseling Solutions.  

 

Figure 6.9. Psychiatric residential & acute inpatient beds, December 2022 Ƈ November 2023, from 
the Oregon Health Authority267 

 
*The gray line on the chart represents the capacity goal set in 2019 by ODHS and OHA.  
*The red line shows the highest possible (functional) capacity, which refers to the number of available beds that month, given full staffing and without 
high acuity concerns among a given milieu in any facilities. 
*The columns represent the actual beds used or open for use (operational) each month.  

 

Data on individual program waitlists, utilization rates and outcomes is unable to be included in 
this report, as it was not tracked in a systematic way during the report time frame. However, 
OHA launched the Referral and Capacity Management (RCM) System in late 2024, which tracks 
statewide referrals, admission and outcomes data. RCM is still in its early stages and not all 
providers have been onboarded. The RCM team plans to coordinate with the OHSU Oregon 
Behavioral Health Coordination Center (OBCC), a program funded by the state legislature to 
coordinate adult and youth behavioral health referrals and beds, to more effectively track data 
on referrals, beds and waiting times.    
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The National Alliance on Mental Illness (NAMI) surveyed and interviewed youth who had 
received facility -based psychiatric treatment.268 While the sample size is small (25 
parent/caregiver responses and three youth responses), results highlighted important equity 
considerations. The three main themes that emerged from this report are that BIPOC youth and 
their families: 

¶ Feel like their voice is not considered in treatment, from intake to discharge 

¶ Experience forcefulness, coercion and insensitivity from staff that impacts the well -being 
of youth in their care  

¶ Feel frustrated that there are inadequate feedback mechanisms in place 

 

 

Adult facilities 

Individuals ages 18-25 are served by the adult system for facility-based psychiatric care. Oregon 
?ºJºX ,­´° ºJӃ  ´ 8³Xz­«Ż´ °ÄMӃ N ªX«ºJӃ |XJӃº|  «°Jº X«º ZJN Ӄ ºÉ Z­³adults who are committed to 
º|X ´ºJºXŻ´ NJ³XŸ  Tª ´´ ­« ³JºX´ J³X °³X´X«ºXT  « AJMӃX6.13. Data on other facilities, which OHA 
reports are usually not appropriate for transition -aged youth, are not included in this report.  

 

Table 6.13. Number of admissions for individuals ages 18 to 25 at the Oregon State Hospital269 

 2020 2021 2022 2023 

Number of individuals ages 18 to 25 admitted 113 130 122 176 

Percentage of total admissions 15% 14% 12% 14% 

 

  

.º  ´ Ç TXӃÉ JNNX°ºXT º|Jº XJN| ­Z 8³Xz­«Ż´ ³X´ TX«º JӃ ´X³Æ NX ­°º ­«´
|J´ Ӄ ª ºXT NJ°JN ºÉ º­ ªXXº º|X «XXT´ ­Z 8³Xz­«Ż´ É­Äº| ­ÆX³JӃӃŵ ӃXº

alone the culturally  ´°XN Z N «XXT´ ­Z 8³Xz­«Ż´ #.;8$ É­Äº|Ÿ 

Ƈ Parent describing their experience  
with residential treatment268 
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How many substance use disorder residential beds are available in Oregon? What are 
°³­z³Jª´Ż ³Xz ­«JӃ JÆJ ӃJM Ӄ ºÉŵ JTª ´´ ­«criteria, referral processes, capacities, waitlist s, 
utilization rate s and program outcomes? 

 

Residential SUD facilities offer 24-hour support for youth with substance use disorder and may 
be required when a youth needs more intensive SUD treatment than is available in the 
community. Treatment typically includes individual and group therapy, psychoeducation about 
the impacts of substance use and alternatives to substance use.233 

At the time of this report publication, there are four facilities offering residential treatment for 
youth with SUD (Table 6.14).  

 

Table 6.14. Substance use disorder residential treatment facilities 

Program Location  Population Served 

Adapt Deer Creek270 Roseburg 13 to 17 years old, SUD and co-occurring mental 
health, public and private insurance 

Madrona Recovery261 Tigard 13 to 17 years old, co-occurring SUD and mental 
health diagnosis, public and private insurance 

Native American Rehabilitation 
Association (NARA)271 

Gresham 12 to 17 years old, SUD, focus on Native American / 
Alaska Native youth, public and private insurance 

Rimrock Trails272 Prineville 12 to 17 years old, co-occurring SUD and mental 
health diagnosis, public and private insurance 

 

Data from OHA indicates that there were 42 operational SUD beds at the end of 2023, which 
indicates that Oregon is operating at 61% of maximum capacity (Figure 6.10). Operational beds 
reflect the functionally available beds that have adequate staffing and resources to be utilized, 
while maximum capacity is how many licensed beds there are in the state.266 Programs can be 
accessed from the community or from emergency departments and hospitals. Treatment 
utilization rates among individuals ages 0 to 26 peaked in 2020 and has since declined (Figure 
6.11) (OHA data tables). The Youth and Young Adult Substance Use Prevention, Treatment, and 
Recovery report (2023) states that in Oregon, more than 5% of youth ages 12-17 who needed 
facility -based SUD treatment do not receive it, compared to 4% nationally.233 

 

  

https://adaptoregon.org/services/addiction-services/youth-residential/
https://www.madronarecovery.com/
https://www.naranorthwest.org/projects/nara-youth-residential-treatment-center/
https://www.naranorthwest.org/projects/nara-youth-residential-treatment-center/
https://www.rimrocktrails.org/adolescent-rimrock-treatment
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Figure 6.10. Substance use disorder residential beds, maximum capacity compared to highest 
possible capacity, 2023, from Oregon Health Authority266 

 

 

Figure 6.11. Number of individuals ages 0 to 26 receiving substance use disorder residential 
treatment and utilization rate per 1,000 member months28-29 

 
1Substance use residential is defined as procedure codes H0018 and H0019. 
2Utilization is calculated by dividing the number of members receiving services by the total number of member months for individuals 0-26, then 
multiplying by 1,000. 

 

Figure 6.12 shows SUD diagnoses by age at admission; cannabis dependence and abuse are the 
most common diagnoses for youth ages 10 to 17 and opioid and alcohol dependence are the 
most common diagnoses for adults 18 to 25.233 The average length of stay in 2022 ranged from 
50 days to 270 days.233 
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Figure 6.12. Top 6 SUD diagnoses of admitted youth for each age group for 2022, from the Youth and 
Young Adult Substance Use Prevention, Treatment, and Recovery Report233 

 

 

 

How many behavior rehabilitation services beds are in Oregon? How does this compare to 

other states with similar population levels and geography? How does bed availability 
fluctuate over time? What are the regional availability, admission criteria, referral process, 
capacity, waitlist, utilization rate  and program outcomes? 

 

Behavior residential services (BRS) provide behavioral intervention, counseling and skills training 
to youth in the child welfare and juvenile justice systems. OHA, Oregon Department of Human 
Services (ODHS) and the Oregon Youth Authority (OYA) partner with BRS providers for a range 
­Z ´X³Æ NX´  « ÆJ³ ­Ä´ ´Xºº «z´ŵ  «NӃÄT «z ZJª ӃÉ ż°³­Nº­³ŵŽ ³X´ TX«º JӃ J«T ²ÄJӃ Z XT ³X´ TX«º JӃ
treatment programs (QRTPs). Referrals can occur from ODHS Child Welfare, OYA or county 
probation officers . Table 6.15 outlines the availability of BRS programs through ODHS and OYA. 
At the time of this report, ODHS has a total of 207 beds and OYA has a total of 255 beds.273 
Admission criteria is outlined in Table 6.16. 

Figure 6.13 shows how ODHS bed capacity fluctuates over time. There has been a notable 
decrease in BRS facility bed capacity since 2020. ODHS currently has formal solicitations open 
to increase bed capacity across the state.274 From 2022 to 2025, 43% of referrals to BRS and 
other child-caring agencies contracted with ODHS (including community-based shelters, 
transitional living programs and psychiatric residential treatment facilities) were not accepted.273  
Denial reasons are outlined in Figure 6.14. The team was unable to locate data on BRS waitlists 
or program outcomes.  

Only two other states, Washington and Connecticut, have BRS beds. Between January 2021 and 
January 2023, Washington had between 256 and 338 beds.275 
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Table 6.15. Oregon behavior rehabilitation services programs273,276 

Provider  Location  Services  Beds  Ages  Gender  

Oregon Department of Human 
Services 

     

Boys and Girls Aid  Portland  BRS Proctor & Behavioral Health 
Treatment Foster Care  

14  5+  All  

Clarvida (formerly Maple Star) Portland BRS Proctor 7 6+ All 

Connections 365 Salem BRS Proctor & Behavioral Health 
Treatment Foster Care 

4 9+ All 

Family Solutions Cascade House  Medford  BRS Intensive Behavioral Support  9  12+  Female  

Greater Oregon Behavioral Health 
Inc. 

Various/  
Statewide 

BRS Proctor & Behavioral Health 
Treatment Foster Care 

45+ 4+ All 

Janus Youth Programs Ɖ Atlas  Portland  BRS Enhanced ILP  2  16+  Male  

Kairos Grants Pass BRS Proctor 3 4-18 All 

Klamath Basin Behavioral Health Ɖ 
Kane St.  

Klamath Falls  BRS Intensive Rehabilitation  6 10-14  All  

Morrison Counterpoint  Portland BRS Proctor Enhanced 2 12-18 Male 

Multnomah A&E  Portland  BRS Assessment & Evaluation  4  13+  All  

Next Door Inc. Hood River BRS Proctor Enhanced 5 6-18 All 

Oregon Community Programs Eugene BRS & Behavioral Health Treatment 
Foster Care 

26 4-17 All 

Rising Light  Roseburg  BRS Intensive Behavioral Support  8  13-17  Female 
identifying  

River Rock  Roseburg  BRS Intensive Behavioral Support  8  14-17  All  

St. MaryŻs Home for Boys Ɖ 
Tualatin  

Portland  BRS Intensive Residential  25  13-17  Male  

Turning Point  Grants Pass  BRS Basic Residential  1+  13-17  All  

A Village for One Ɖ  « ´JŻ´ ;ӃJNX Clackamas BRS Intensive Behavioral Support 6 12-17 Female 
identifying  

Youth Progress Portland BRS Proctor Enhanced & 
Behavioral Health Treatment  
Foster Care 

13 13-17 All 

Youth Unlimited  Portland BRS Proctor & Behavioral Health 
Treatment Foster Care 

15 5-18 All 
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Oregon Youth Authority       

Connections365  Salem Proctor Care 2 12-18 All 

Connections365 Salem Short-term Stabilization 5 12-18 Male 

Connections365 Salem Intensive Behavioral Support 4 14-19 Male 

Homestead Pendleton Basic Residential 15 14-17 Male 

Homestead Pendleton Enhanced Structure ILP 5 17.5+ Male 

J Bar J Ɖ Ranch Bend Basic Residential 25 13-19 Male 

J Bar J Ɖ J5 Bend Short-term Stabilization 20 13-24 Male 

J Bar J Ɖ Loft  Bend ILP 3 17.5+ Female 

J Bar J Ɖ GrandmaŻs House Bend ILP 1 12 - 20 All 

J Bar J Ɖ Apartment  Bend ILP 3 17.5+ Male 

Janus Ɖ Atlas Portland Enhanced Structure ILP 6 16 - 21 Male 

Janus Ɖ Cordero Tigard Basic Residential 13 14-19 Male 

Janus Ɖ Buckman  Portland ILP 4 17-24 Male 

Janus - Buckman Portland Enhanced Structure ILP 12 17-24 Male 

Josephine Ɖ Turning Point Grants Pass Basic Residential 5 13-17 All 

Klamath Ɖ Crimson Rose Klamath Falls Short-term Stabilization 9 13-20 Female 

Morrison  Portland Proctor Enhanced Services 13 13-18 Male 

Multnomah A &E Portland Assessment and Evaluation 2 13-18 All 

Northwest Youth Discovery Bend Basic Residential 10 13-17 Female 

Oregon Community Programs Euguene Proctor Care & Behavioral Health 
Treatment Foster Care 

10 12-18 All 

Parrott Creek Oregon City Basic Residential 17 14-18 Male 

Polk  Dallas Proctor Care 10 12-18 Male 

St. MaryŻs  Beaverton Intensive Residential 30 13-17 Male 

The Next Door The Dalles Basic Residential 10 13-17 Male 

The Next Door Hood River Proctor Enhanced Services 5 13-17 Male 

Youth Progress Association College 
and Career Attainment Program 

Portland ILP 4 17.5+ Male 

Youth Progress Association College 
and Career Attainment Program 

Portland Proctor Enhanced Services 8 17.5+ Male 

Youth Unlimited, Inc. Gresham Proctor Care & Behavioral Health 
Treatment Foster Care 

4 12-20 All 
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Table 6.16. Behavior rehabilitation services (BRS) admission criteria277 

BRS Admission Criteria from the Oregon Administrative Rules 277 

Has a primary mental, emotional or behavioral disorder or developmental disability that prevents the individual from functioning at a 
TXÆXӃ­°ªX«ºJӃӃÉ J°°³­°³ JºX ӃXÆXӃ  « º|X  «T Æ TÄJӃŻ´ |­ªXŵ ´N|­­Ӄ ­³ N­ªªÄ« ºÉ. Requires out-of-home behavioral rehabilitation 
º³XJºªX«º º­ ³X´º­³X ­³ TXÆXӃ­° º|X  «T Æ TÄJӃŻ´ J°°³­°³ JºX ZÄ«Nº ­« «z Jº J TXÆXӃ­°ªX«ºJӃӃÉ J°°³­°³ JºX ӃXÆXӃ  « º|X  «T Æ TÄJӃŻ´

home, school or community. 

Demonstrates severe emotional, social and behavioral problems, including but not limited to drug and alcohol abuse; antisocial 
behaviors requiring close supervision, intervention and structure; sexual behavioral problems; or behavioral disturbances 

Requires out-of-|­ªX MX|JÆ ­³JӃ ³X|JM Ӄ ºJº ­« º³XJºªX«º º­ ³X´º­³X ­³ TXÆXӃ­° º|X  «T Æ TÄJӃŻ´ J°°³­°³ JºX ZÄ«Nº ­« «z Jº J
TXÆXӃ­°ªX«ºJӃӃÉ J°°³­°³ JºX ӃXÆXӃ  « º|X  «T Æ TÄJӃŻ´ |­ªXŵ ´N|­­Ӄ ­³ N­ªªÄ« ºÉ 

Is able to benefit from the BRS program at a developmentally appropriate level 

Does not have active suicidal, homicidal or serious aggressive behaviors 

Does not have active psychosis or psychiatric instability 
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Figure 6.13. Oregon Department of Human Services Child Welfare treatment services placements 
over time, from Child Welfare273 

 

 

 

Figure 6.14. Number of referrals by denial reason for child-caring agencies contracted with Oregon 
Department of Human Services Child Welfare, from Child Welfare45 
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What barriers do families face when moving through levels of care?  

This question will be addressed in the Care Pathways Analysis, which is scheduled to be 
completed in 2025. This analysis could not be completed in the time frame of this report due to 
issues outlined in the Limitations section.  

 

 

What are some barriers to treatment for youth with medical comorbidities/complex medical 
issues? 

 

OHA has been gathering community feedback on this topic and plans to release a report in Q2 
2025.  
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 C H A P T E R  I N T R O D U C T I O N  

This chapter focuses on services and supports provided by the Office  of 
Developmental Disability Services (ODDS). ODDS is a division of the Oregon 
Department of Human Services (ODHS) and serves youth diagnosed with 
intellectual and developmental disabilities (I/DD). Intellectual disability is 
characterized by an IQ of 70 or lower and significant difficulties with adaptive 
behavior, such as challenges in communication and self-care, that emerge 
before age 18. Individuals with an IQ between 71 and 75 may also be diagnosed 
with intellectual disability if they exhibit substantial impairment in adaptive 
behavior.278 Developmental disability refers to severe mental or physical 
impairments, or a combination of both, that begin before the age of 22, affect 
the brain and are expected to be lifelong. It affects essential daily living skills, 
including communication, self-care, safety and social interaction. I/DD is a 
combined term which stands for intellectual and developmental disabilities. 
ODDS services and supports include service coordination, family support, in-
home supports, host homes and residential care.278 A|X $| ӃT³X«Ż´ .«ºX«´ ÆX .«-
,­ªX ?X³Æ NX´ Ǝ$..?Ə °³­z³Jª´ J«T $| ӃT³X«Ż´ (Èº³J­³T «J³É 6XXT´ Ǝ$(6Ə 
programs also provide specialized care to youth with I/DD and medical needs. 
These programs were not identified as specific research topics by SOCAC; 
however, utilization data is captured in the overall utilization rates presented in 
the chapter. Because these two programs are important to youth involved in 
the SOC, more focused evaluation of these programs should be included in 
future efforts.  

 K E Y  T A K E A W A Y S  

 Oregon youth receive more I/DD in -home support than other states and less 
early intervention support.  

 Half of families feel that I/DD workers are available when needed to help 

´Ä°°­³º º|X ³ N| ӃTŻ´ «XXT´ŵ Ç| N|  ´ Ӄ­ÇX³ º|J« º|X «Jº ­«JӃ JÆX³JzXŸ 

  Ӄº|­Äz| º|X ZJª ӃÉ  ´  «Æ­ӃÆXT  « TXÆXӃ­° «z º|X ³ É­Äº|Ż´ .«T Æ TÄJӃ ?Ä°°­³º
Plan (ISP) at a higher rate than in the rest of the U.S., less than 1% of youth 
ages 0 to 25 receive the full hours of support listed on their ISP. 

 Through the National Core Indicators (NCI) survey for youth with I/DD, 

approximately one-third of families report that their youth receive behavioral  
health supports when needed. Over three-fourths of families report that their 
°³­Æ TX³´ JӃÇJÉ´ ­³ Ä´ÄJӃӃÉ Ä«TX³´ºJ«T º|X ³ É­Äº|Ż´ «XXT´ ³XӃJºXT º­ º|X ³
disability. 
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How many youth  are eligible for intellectual and developmental disability services and how 
many are receiving services? Are there groups that are disproportionately represented in 
either category? 

 

In Oregon, Community Developmental Disabilities Programs (CDDPs) determine eligibility for 
I/DD services through ODDS. CDDP staff help families obtain necessary forms and assist with 
the eligibility process. Eligibility requirements for qualifying disabilities are outlined in the Oregon 
Administrative Rules. 279 The specific services that a youth is eligible for are determined via their 
Oregon Needs Assessment (ONA) and subsequent service group determination. Additional 
information on the ONA and service levels is presented in the following question.   

Table 7.1 shows the number of youth eligible for I/DD services and those receiving services. The 
number of youth who are authorized and receiving services from ODDS has increased each year 
since 2020. Table 7.2 shows a breakdown of this data stratified by demographic groups from 
2020 to 2023.  

 

Table 7.1. Oregon Department of Disability Services eligibility, authorization and service utilization 
rates, 2020-2023 28, 30 

 2020 2021 2022 2023 

 n % of 
eligible 

n % of 
eligible 

n % of 
eligible 

n % of 
eligible 

Eligible to receive 
services  

18,131 N/A 19,093 N/A 19,531 N/A 20,875 N/A 

Authorized to receive 
services 

17,448  96.2% 18,361  96.2% 18,770  96.1% 20,160  96.6% 

Received services* 11,936  65.8% 11,506  60.3% 12,171  62.3% 13,911 66.6% 

 

Individual service-type data was not provided by ODDS; however, the National Core Indicators 
Ɖ Intellectual and Developmental Disabilities (NCI-IDD) Child Family Survey collects service 
information from families of youth (up to age 22) with I/DD. Nine states completed the survey in 
2022; national data comparisons present a weighted average of these states. The survey found 
that Oregon youth receive much more in-home support than other states and less early 
intervention support (Table 7.3).280 
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Table 7.2. Service eligibility, authorization and utilization among youth with IDD stratified by race/ethnicity, 2020-2023 28, 30 

 

  2020  2021   
Eligible  
N = 18,131 

Authorized 
N = 17,448  

Received 
Services 
N =11,936  

Eligible  
N = 19,093 

Authorized 
N = 18,361 

Received 
Services 
N = 11,506 

Race/Ethnicity n % n % n % n % n % n % 

American Indian/ 
Alaska Native 

353  1.9 % 341  2.0%  245  2.1%  387  2.0%  373  2.0%  241  2.1%  

Asian 442  2.4%  446  2.6%  305  2.6%  491  2.6%  491  2.7%  310  2.7%  
Black 640  3.5%  629  3.6%  461  3.9%  685  3.6%  669  3.6%   442  3.8%  

Hispanic or Latino/a/x/e  1,389  7.7%  1,367  7.8%  884  7.4%  1,523  8.0%  1,501  8.2%   834  7.2%  
Native Hawaiian /  
Pacific Islander 

88  0.5%  85  0.5%  52  0.4%  95  0.5%  91  0.5%  52  0.5%  

Other race or ethnicity  44  0.2%  47  0.3%  30  0.3%  59  0.3%  62  0.3%  32  0.3%  

Two+ race/ethnicities  377  2.1%  367  2.1%  238  2.0%  430  2.3%  417  2.3%  247  2.1%  
Unknown 6,486  35.8%  5,981  34.3%  3,749  31.4%  6,792  35.6%  6,257  34.1%  3,534  30.7%  
White  8,312  45.8%  8,185  46.9%  5,972  50.0%  8,631  45.2%  8,500  46.3%  5,814  50.5%  

  2022  2023   
Eligible  
N = 19,532 

Authorized 
N = 18,770 

Received 
Services 
N = 12,171 

Eligible  
N = 20,876 

Authorized 
N = 20,160 

Received 
Services 
N = 13,911 

Race/Ethnicity n % n % n % n % n % n % 

American Indian /  
Alaska Native 

414  2.1%  399  2.1% 260  2.1%  445  2.1%  427  2.1%  300  2.2% 

Asian 519  2.7% 520  2.8%  355  2.9%  574  2.7%  575  2.9%  411  3.0% 
Black 736  3.8%  723  3.9%  481  4.0%  824  3.9%  811  4.0%  573  4.1% 

Hispanic or Latino/a/x/e  1,621  8.3%  1,599  8.5%  931  7.6%  1,867  8.9%  1,851  9.2%  1,177  8.5% 
Native Hawaiian /  
Pacific Islander 

107  0.5%  104  0.6%  56  0.5%  136  0.7%  135  0.7%  71  0.5% 

Other race or ethnicity  63  0.3%  63  0.3% 40  0.3%  63  0.3%  64  0.3%  46  0.3% 
Two+ races/ethnicities  501  2.6%  492  2.6%  298  2.4%  628  3.0%  622  3.1%  405  2.9% 

Unknown 6,697  34.3%  6,110  32.6%  3,587  29.5%  6,766  32.4%  6,214  30.8%  3,923  28.2% 
White  8,874  45.4%  8,760  46.7%  6,163  50.6%  9,573  45.9%  9,461  46.9%  7,005  50.4% 
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Table 7.3. Services and supports received from the state, 2022-2023 280 

 Oregon United States 

Services and Supports % received % received 

Financial support 17% 20% 

In-home support 76% 48% 

Out-of-home respite care 33% 25% 

Early intervention  9% 17% 

Transportation 23% 15% 

Mental or behavioral health care or other treatments or therapies 74% 77% 

Self-direction or fiscal intermediary services 67% 48% 

 

What is the distribution of needs assessment levels and how does this relate to services 

received? Are there groups that are disproportionately represented in any needs 
assessment level? Is there equity between needs assessment level and services received? 

 

The Oregon Needs Assessment (ONA) evaluates the functional needs of individuals with I/DD to 
ensure they receive appropriate services. The type and intensity of service provided to individuals 
is dependent on their needs assessment level determined through the ONA. This assessment 
helps the agency create service groups, develop Individual Support Plans (ISPs) and determine 
eligibility for things like the Intermediate Care Facility for Individuals with Intellectual Disabilities 
(ICF-IDD) level of care or an Enhanced status for those supported by in-home care workers.281  

Youth are categorized by their age and needs assessment level; ODDS refers to this 
categorization as service groups. The number of service groups varies based on age. As shown in 
Figure 7.1, youth 0 to 3 years of age only have one service group, children ages 4 to 11 have 
three service groups and youth aged 12 to 17 and 18 to 25 each have five.282  

 

Figure 7.1. Oregon Department of Disability Services needs assessment levels by age, from the Office 
of Developmental Disability Services282 
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Service Group Determination 

ODDS publishes service group handbooks for each age range that describe what a service group 
is, how it is determined and what parents ´|­ÄӃT T­  Z º|XÉ T ´Jz³XX Ç º| º|X ³ N| ӃTŻ´ ´X³Æ NX
group designation. These service group handbooks are publicly available and can be found on the 
ODDS website.283  

ODDS creates service groups based on responses to the Oregon Needs Assessment which are 
grouped into seven categories282:  

¶ General support need (GSN) score  

¶ Medical support need (MSN) score 
¶ Support person performs score (this means the support person performs the task for the 

person with I/DD)  
¶ Behavior support need (BSN) score  

¶ Behavior intervention/management frequency score  
¶ Positive behavior support plan (PBSP) score  
¶ Emergency/crisis services score 

Each category is assigned a numerical value, and the scores are summed to determine a total. 
This total score then corresponds to a specific needs assessment level, which is based on the 
youthŻs age.282 

Table 7.4 shows the distribution of service level groups for all individuals 25 and under served by 
ODDS.28, 30 Table 7.5 shows the breakdown of service group by age. More 0- to 3-year-olds were 
 « º|X ´Ä°°­³º´ ´X³Æ NX z³­Ä° º|J«  « º|X ż«­ J´´X´´ªX«ºŽ z³­Ä°Ÿ  ª­«z N| ӃT³X« Ǒ º­ ǎǎ ÉXJ³´
of age, most were in the moderate service group, followed by the group with high to very high 
support needed. This trend was similar for youth 12 to 17 and 18 to 25 years of age.  

ODDS collects data on service groups for youth stratified by race/ethnicity. The moderate -needs 
service group was the most common among White, Black and American Indian /  Alaska Native 
youth. The high-needs service group was most common among Asian, Hispanic/Latino and 
multiracial youth. For Native Hawaiian /  Pacific Islander youth, the high- and very-high-needs 
service groups were the most prevalent. 

 

Table 7.4. Service-level groups identified for all individuals 25 and under authorized for Oregon 
Department of Disability Services28, 30 

Service Group 2020  
N = 17,448 

2021  
N = 18,361 

2022 
N = 18,770 

2023  
N = 20,160 

 n % n % n % n % 

No Assessment Yet 2,976  17.1% 2,745  15.0% 2,430  12.9% 2,557  12.7% 

Very Low 483  2.8% 397  2.2% 328  1.7% 283  1.4% 

Low 1,971  24.8% 1,946  10.6% 1,828  9.7% 1,744  8.7% 

Moderate 4,325  2.4% 4,889  26.6% 5,232  27.9% 5,784  28.7% 

High to Very High  4,286  24.6% 4,760  25.9% 5,028  26.8% 5,477  27.2% 

Very High 3,407  19.5% 3,624  19.7% 3,924  20.9% 4,315  21.4% 
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Table 7.5. Service level groups identified for individuals 25 and under authorized for Oregon 
Department of Disability Services, by age28, 30 

Service Group  2020   2021   2022   2023   

 n % of age 
group 

n % of age 
group 

n % of age 
group 

n % of age 
group 

0-3 Years old*  N = 560 N = 463 N = 491 N = 599 

No Assessment Yet  220  39.2% 180  38.9% 170  34.6% 191  31.9% 

Infant/Toddler Supports  340  60.7% 283  61.1% 321  65.4% 408  68.1% 

4 to 11 years old  N = 4,759 N = 4,958 N = 4,961 N = 5,303 

No Assessment Yet  970  20.4% 896  18.1% 728  14.7% 807  15.2% 

Very Low to Low  268  5.6% 233  4.7% 201  4.1% 205  3.9% 

Moderate  2,453  51.5% 2,672  53.9% 2,859  57.6% 2,985  56.3% 

High to Very High  1,068  22.4% 1,157  23.3% 1,173  23.6% 1,306  24.6% 

12 to 17 years old  N = 4,356  N = 4,498 N = 4,610 N = 4,862 

No Assessment Yet  834  19.1% 698  15.5% 586  12.7% 574  11.8% 

Very Low  31  0.7% 15  0.3% 8  0.2% 5  0.1% 

Low  314  7.2% 230  5.1% 180  3.9% 142  2.9% 

Moderate  1,593  36.6% 1,755  39.0% 1,867  40.5% 2,022  41.6% 

High to Very High  766  17.6% 875  19.5% 989  21.5% 1,114  22.9% 

Very High  818  18.8% 925  20.6% 980  21.3% 1,005  20.7% 

18 to 25 years old  N = 6,284 N = 6,544 N = 6,690 N = 6,979 

No Assessment Yet  847  13.5% 786  12.0% 686  10.3% 635  9.1% 

Very Low  383  6.1% 332  5.1% 245  3.7% 220  3.2% 

Low  1,447  23.0% 1,493  22.8% 1,389  20.8% 1,319  18.9% 

Moderate  2,023  32.2% 2,264  34.6% 2,575  38.5% 2,839  40.7% 

High to Very High  654  10.4% 709  10.8% 772  11.5% 826  11.8% 

Very High  930  14.8% 960  14.7% 1,023  15.3% 1,140  16.3% 

 

 

How many youth  are accessing the full hours of support services per their Individualized 
Support Plan? Are there certain groups accessing more services through their Individual 
Service Plan? 

 

 « .«T Æ TÄJӃ ?Ä°°­³º ;ӃJ« Ǝ.?;Ə  ´ J T­NÄªX«º Z­³  «T Æ TÄJӃ´ Ç º| .Ƅ&& º|Jº ­ÄºӃ «X´ º|X °X³´­«Ż´
needs and goals, and the services and support they need to achieve them.284 ISPs should be 
guided by the youth and family and what is important to them. Data from ODDS indicates that 
on average, less than 1% of youth ages 0 to 25 receive the full hours of support listed on their 
ISP (Table 7.6). Note: In-home services are the only services included in this calculation, as they 
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are the only services that use service hours as a measure. Additionally, ODDS provided aggregate 
numbers and the team could not assess for disparities.  

 

Table 7.6. In-home services* utilization and service hours on the Individual Support Plan, data from 
ODHS28,30 

 2020 2021 2022 2023 

Number of individuals eligible to receive services 12,827 12,882 13,503 14,597 

Number of individuals receiving services 8,662 8,958 9,477 10,577 

Average number of service hours authorized on ISP 
(annual)  

1,781 1,883 1,929 1,940 

Average number of service hours received on ISP 
(annual) 

1,359 1,452 1,472 1,445 

Percentage of individuals receiving full hours 
authorized on ISP 

0.6% 1.1% 0.8% 0.7% 

*In-|­ªX ´X³Æ NX´  «NӁÄTX º|X $| ӁT³X«Ź´ .«ºX«´ ÆX .«-,­ªX ?X³Æ NX´ ƌ$..?ƍ J«T º|X $| ӁT³X«Ź´ (Èº³J­³T «J³É 6XXT´ ƌ$(6ƍ °³­z³ams 

 

The 2022-2023 NCI-IDD Core Indicators report highlights better rates of engagement in ISP 
development in Oregon than other comparison states (Table 7.7). The rate of youth receiving all 
the services outlined on their ISP is lower in Oregon than the national average. 

 

 Table 7.7. Family-reported development and utilization of service plans, 2022-2023 280 

 Oregon United States 

 % % 

Child has a service plan 83% 71% 

Service plan includes all the services and supports needed 84% 84% 

Someone in the family (aside from identified youth) helped make 
the service plan 

93% 88% 

Child helped make the service plan 25% 19% 

Family feels they had enough input in making the service plan 92% 91% 

Child gets all the services listed in the ISP 77% 82% 

 

How many youth /families have personal support workers and/or direct support 
professionals? Do certain families lack access to these professionals in their communities? 

 

Some individuals with I/DD utilize direct support professionals (DSPs) and personal support 

workers (PSWs) for daily support in areas such as independent living, health and social 

involvement. PSWs provide support for activities of daily living, such as personal hygiene, meal 

preparation and housekeeping. They NJ« MX J«  «T Æ TÄJӃ ­Z º|X É­Äº| J«T ZJª ӃÉŻ´ N|­ NX, are 
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hired directly by the family  and can be parents or caregivers.285 DSPs are employed by certified 
agency providers contracted with ODHS. They must complete certification training through the 
agency where they are employed.286 More detailed information about this workforce can be 
found in the System Workforce  chapter of this report.  

ODDS collects information on the number of youth receiving in-home services by a PSW or a 
DSP, as shown in Table 7.8. This number has increased from 7,610 youth served in 2020 to 9 ,157 
youth served in 2023.28, 30 

 

Table 7.8. Youth who have received in-home services by a PSW or DSP, from ODDS28, 30 

 2020  2021  2022  2023  

Number of youth 7,610 7,882 8,182 9,157 

 

Barriers to Accessing PSWs and DSPs  

Key takeaways from 8³Xz­«Ż´ ³X´ÄӃº´ ­«the NCI-IDD survey include287: 

¶ 36% of families report that there is too much turnover of support workers working with 
their child, which is comparable to the national average (37%). 

¶ 52% said there is always a staff person available to provide support when needed, which 

is less than the national average (72%) (Figure 7.2). 
¶ 79% said that support workers always or usually have the right information and skills to 
ªXXº º|X ³ ZJª ӃÉŻ´ «XXT´ŵ Ç| N| J³X N­ª°J³JMӃXŵ º|­Äz| ´Ӄ z|ºӃÉ Ӄ­ÇX³ŵ º|J« «Jº ­«JӃ
averages (83%). 

¶ 78% of families with a child who does not communicate verbally reported that there 
were always or usually support workers who could communicate with their child, which 
is better than national averages (54%) (Figure 7.3).  

 

Figure 7.2. Percentage of families that feel that 

´ºJZZ J³X JÆJ ӁJMӁX º­ ªXXº º|X ³ N| ӁTŹ´ «XXT´, 
from 2021-22 OR Child Family Survey State 
Report280 

Figure 7.3. Percentage of families that feel that 

staff can communicate with their nonverbal child, 
from 2021-22 OR Child Family Survey State 
Report280 
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What behavioral health services are provided to youth with intellectual and developmental 

disabilities? Are there groups that have more/less access to these supports? 

  

Behavioral health services, which include mental health and/or substance use treatment, are not 
provided to youth through ODDS. ODDS case managers help families and guardians navigate the 
behavioral health system by informing them about local mental health resources and helping 
individuals with their intake paperwork. For youth in out -of-home placements, their residential 
providers can enroll them in mental health services, such as counseling, within their local 
communities.286 

The NCI-IDD indicates that Oregon youth with I/DD have less access to mental health treatment 
and providers who adequately understand their unique needs related to their disability (Table 
7.9).280 

  

Table 7.9. Services and supports received from the state, 2022-2023 280 

 Oregon United States 

 % % 

Child gets mental or behavioral health supports (like a therapist 
or group counseling) when needed 

33% 44% 

5X«ºJӃ |XJӃº| °³­Æ TX³´ JӃÇJÉ´ ­³ Ä´ÄJӃӃÉ Ä«TX³´ºJ«T N| ӃTŻ´
needs related to their disability 

79% 84% 

 

ODDS does not collect data on gaps in behavioral health services provided to youth with I/DD. 
OHA does collect data on this, although it was not able to be obtained within the time  frame of 
this report. However, data specific to I/DD youth who have accessed services through 
community-based behavioral health programs provide some information about services received. 
These community-based programs are In-Home Intensive Behavioral Health Treatment (IIBHT), 
Mobile Crisis Intervention Services (MCIS) and Mobile Response and Stabilization Services 
(MRSS) for youth up to age 25.  

Youth insurance influences the BH services they can access. For example, Oregon Health Plan 
(OHP) members can access behavioral health services as a co-occurring need with I/DD through 
IIBHT. Individuals can access MCIS for crisis intervention and MRSS for crisis and stabilization 
services regardless of insurance, although MRSS is not available in all counties currently, and 
some counties have a limited number of spots.   

 

Intensive Behavioral Health Treatment (IIBHT) 

IIBHT is an intensive behavioral health program that provides in-home therapy, skills training, 
peer support and crisis support to youth with OHP (for more information on this program, see 
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the Behavioral Health Care System chapter). From 2021 to 2023, IIBHT served 455 youth, 36 of 
whom (7.9%) had an I/DD.36 Race/ethnicity and gender data reflected the I/DD population 
demographics in Oregon. Of the 36 youth  with I/DD served through IIBHT, the majority were 
White youth, followed by Hispanic/Latino youth. Asian and American Indian/Alaskan Native 
youth were the least represented. Males made up the largest gender group.36 Of these youth, 
56% identified as straight, while 25% identified as LGBTQ+.36 Most of the I/DD youth served by 
IIBHT lived in private residences, though a significant portion were currently or formerly in foster 
care, with about 28% having been adopted.36 

 

Mobile Crisis Intervention Services (MCIS) 

MCIS is the statewide mobile crisis response system that serves individuals of all ages regardless 
of insurance (for more information, see the Behavioral Health Care System chapter). In 2023, 
MCIS served a total of 3,330 youth ages 0 -20 years; 243 (about 7%) of those served were youth 
with I/DD. 231 A higher proportion of youth with I/DD aged 18 or older were served compared to 
those aged 0 to 17.231 White youth with I/DD were the most represented in MCIS, while Asian 
youth were the least. Additionally, more males than females were served, which aligns with the 
general trend of a higher prevalence of I/DD in males.231 

 

Mobile Response and Stabilization Services (MRSS) 

MRSS is an extension of the MCIS program. It offers short-term stabilization services, like mental 
health assessment and treatment, after an initial crisis encounter with MCIS (for more information 
about MRSS, see the Behavioral Health Care System chapter). In 2023, MRSS served 21 youth 
with I/DD, representing 10% of the total youth served. 37 Similar to MCIS, MRSS also served more 
White youth with I/DD than other races/ethnicities, and more males than females, as is 
representative of the I/DD population in Oregon. 37 However, in contrast to MCIS, most youth 
served through MRSS were 12 years of age or younger.37 

 

 

Are behavioral health services for youth with intellectual and developmental disabilities 

restricted or limited due to office policy, insurance, lack of provider ability or willingness to 
accept and treat youth with intellectual and developmental disabilities? Are there any 
disparities in who experiences this? 

 

While youth with I/DD have higher rates of mental health needs compared to non -I/DD youth, 
they also face many challenges in accessing this care.288 In Oregon, legislation passed in 2024 (SB 
1557) mandates that no community mental health program, licensed medical provider or other 
certified or licensed practitioner, education provider or coordinated care organization may deny 
any individual under the age of 21 years access to mental health assessment, treatment or 
services on the basis that the individual also has an I/DD.289 
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ODDS does not collect information on restrictions and limitations in accessing mental health 
services. This data is mostly available through qualitative feedback received from families. In 
2023, OHA identified several key barriers to accessing behavioral health care in Oregon for 
individuals with I/DD, including 290:  

¶ A lack of knowledge and communication about available services 

¶ Workforce challenges 
¶ Issues with case management, service coordination and care coordination  
¶ Difficulties in addressing the needs of people with complex conditions and integrating 

health services 
¶ Limited access to and availability of necessary services  
¶ Ambiguities around roles, referrals and responsibilities for providing services 
¶ Inequities in service delivery and the need for culturally and linguistically appropriate 

services 
¶ Insufficient provider capacity  

¶ Provider reluctance 
¶ Discriminatory practices 
¶ Lack of accommodations 

 

We are very grateful for the ODDS 
program and recognize the progress 
ªJTX Ç º| 1;ӃJ«Ÿ ,­ÇXÆX³ŵ  ºŻ´ NӃXJ³
that ODDS is presenting an image of 

support for disabled children in 
8³Xz­« º|Jº T­X´«Żº ZÄӃӃÉ ªJºN| º|X

reality. Caregivers are reaching a 
breaking point  Ɗ working tirelessly, 
grappling with rising inflation and 
often unable to return to work  Ɗ 

while ODDS has yet to provide a plan 
that enables families to achieve a 

sustainable living situation, beyond 
merely scraping by. 

Having caregivers who are stressed, 
financially strained and unsupported is 
ultimately detrimental to the children 
in Oregon who deserve so much more.  

Ƈ Parent describing their experience with the 

Oregon Department of Disability Services5 

 

Our experiences reflect the larger, 
systemic issues in Oregon, where families 

like ours are forced to confront these 
unnecessary barriers in the mental health 

and developmental service fields. 
Outdated diagnostic approaches and a 

lack of comprehensive supp ort for 
children with complex needs only add to 

the trauma and hardshipŹ 

.º  ´ X´´X«º JӃ Z­³ 8³Xz­«Ż´mental health 
and developmental services to adopt 

modern, inclusive approaches that can 
support children with autism, trauma  and 

other co -occurring conditions without 
making families choose between 

inadequate local resources and uprooting 
their lives to seek the right care 

elsewhere. 

Ƈ Parent describing their experience with the I/DD and 

behavioral health systems5 
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C H A P T E R  I N T R O D U C T I O N  

The Child Welfare division of the Oregon Department of Human Services 
Ǝ8&,?Ə ­ÆX³´XX´ º|X ´ºJºXŻ´  T­°º ­« J«T +ÄJ³T J«´| °ŵ $| ӃT ?JZXºÉŵ J«T
Foster Care programs.291 Sixteen regional Child Welfare districts operate 
independently while being united by the vision, goals, practice and data of the 
state-level division (Figure 8.1).292  

 

Figure 8.1. Child welfare districts in Oregon, from the Oregon Department of Human 
Services292 

 

  

 

 
K E Y  T A K E A W A Y S  

 Over 25,000 youth were served by Child Welfare from 2020 to 2023. Oregon 
has higher rates of referrals, investigations and founded abuse claims than 
rates across the United States as a whole; rates for entry into foster care are 
similar.  

 Native American / Alaska Native and Black / African American youth are 
disproportionately represented in the child welfare system. 

 8³Xz­«Ż´child welfare system has less placement stability than the national 
standard, which means that youth move placements more often than 
recommended while in Child Welfare custody.  

 8³Xz­«Ż´ $| ӃT FXӃZJ³X |J´ | z|X³ ³JºX´ ­Z É­Äº| Æ Nº ª ÊJº ­« Ç| ӃX  « Z­´ºX³
care than the national standard. 
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What are the different levels of involvement and their prevalence, including abuse calls, Child 
Protective Services contacts/screens/removal from home, In -Home Family Services, Foster 
Care and the Adoption & Guardianship Program? Are there groups that are 
disproportionately represented in the different levels of involvement? How does this 
compare to other states? 

 

When there are concerns about youth maltreatment, Child Welfare may become involved 
through different stages of investigations and determinations about the case. The following 
section describes the different ways CW may be involved.  

 

Child Protective Services Referrals, Investigations, Founded Claims and Removals 

The Oregon Child Abuse Hotline (ORCAH) receives and screens reports of child maltreatment.  
 « 8>$ , ´N³XX«X³ TXºX³ª «X´  Z J NJӃӃX³Ż´ JӃӃXzJº ­«´ ªXXº º|X TXZ « º ­« ­Z JMÄ´X ­³ «XzӃXNºŸ
If they do, the case is assigned to a caseworker in Child Protective Services (CPS), who 
 «ÆX´º zJºX´ º|X JӃӃXzJº ­«Ÿ  NJ´X  ´ N­«´ TX³XT żZ­Ä«TXTŽ  Z XÆ TX«NX ´Ä°°­³º´ º|X JӃӃXzJº ­«Ÿ
Resulting actions range from providing voluntary services to placement in foster care.  

Oregon has higher rates of referrals, investigations, and founded abuse claims than the United 
States as a whole; however, rates for entry into foster care are similar (Table 8.1).293 National 
TJºJ ´ÄzzX´º´ º|Jº ż³JN JӃ T ´°J³ º X´ ­NNÄ³ Jº «XJ³ӃÉ XÆX³É ªJ¤­³ TXN ´ ­«-making point along the 
N| ӃT ÇXӃZJ³X N­«º «ÄÄªŵŽ Ç º| 6Jº ÆX  ªX³ NJ« Ƅ  ӃJ´¦J 6Jº ÆX J«T #ӃJN¦ Ƅ  Z³ NJ«  ªX³ NJ«
youth often disproportionately overrepresented; this tr end is also evident in Oregon (Table 8.2).13 

Note: Child Welfare representatives report that Oregon has one of the lowest thresholds for 
substantiating abuse / neglect in the county, which may account for some of the differences 
presented in Table 8.2. 

Tables 8.3 and 8.4 show the annual number of referrals, investigations, and founded claims in 
Oregon.45 On average, around 57% of referrals are assigned for CPS investigation and 19.2% of 
the children who are named as alleged victims have founded abuse.  

 

Table 8.1. Oregon and United States rate per 1,000 youth of child abuse referrals, investigations, 
founded claims, and entry into foster care293 

 2020  2021  2022  

Rate per 1,000 Youth  OR U.S.  OR U.S. OR U.S. 

Child abuse/neglect referrals 81.9 45.0 78.2 44.4 86.6 48.6 

Investigations * * * * * * 

Maltreated children (founded) 13.1 8.3 12.2 8.1 12.3 7.6 

Entry into foster care 3.2 2.9 2.8 2.8 N/A  N/A  

*Data by year is not available; however, a 2019-2022 total is available: Oregon had an investigation rate of 54.4 per 1,000 children and the United 
States had a rate of 41.7 per 1,000 children. 
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Table 8.2. Race and ethnicity of victims of child abuse, adapted from the Child Welfare Data Book294 

 FFY 2021 FFY 2022 FFY 2023 

Race/Ethnicity % DI* % DI* %  DI* 

Black / African American 4.6% 1.2 4.7% 1.3 4.6% 1.2 

Asian / Pacific Islander 1.6% 0.3 1.6% 0.3 1.6% 0.3 

White  58.0% 0.9 58.3% 0.9 53.4% 0.8 

Hispanic (any race) 12.4% 0.5 13.1% 0.6 12.6% 0.6 

American Indian / Alaska Native 3.7% 2.6 3.9% 2.5 2.8% 1.9 

Unable to determine 19.7% N/A  18.4% N/A  24.9% N/A  

*Disproportionality index (DI) is calculated by taking the percentage by race of victims of child abuse and dividing it by the percentage by race in 
Oregon's child population. Values less than 1 mean underrepresentation. Values greater than 1 mean overrepresentation. 

 

Table 8.3. Child Protective Services referrals and investigations45 

 2020  2021  2022  2023  

Total child abuse/n eglect referrals 106,358 112,506 117,538 113,447 

Total referrals assigned for CPS 
investigation  

60,235 66,338 66,558 64,026 

Number of youth  named on 
investigations 

58,726 63,673 64,048 61,704 

 

Table 8.4. Type of abuse among Child Protective Services investigations and founded cases45 

 2020 2021 2022 2023 

 n %  n %  n %  n %  

Number of Youth 
Assigned for 
Investigation* 

N = 58,726 N = 63,673 N = 64,048 N = 61,704 

Physical abuse 10,778 18.4% 11,520 18.1% 12,990 20.3% 13,581 22.0% 

Sexual abuse 2,804 4.8% 5,079 8.0% 5,464 8.5% 6,006 9.7% 

Threat of harm 26,315 44.8% 31,031 48.7% 29,770 46.4% 29,611 48.0% 

Neglect 31,224 53.2% 29,470 46.3% 26,635 41.6% 20,597 33.4% 

Mental injury 1,404 2.4% 1,415 2.2% 2,110 3.3% 3,185 5.2% 

Number of Youth with 
Founded Abuse* 

N = 9,724 N = 12,272 N = 13,011 N = 12,702 

Physical abuse 1,920 19.7% 2,239 18.2% 2,422 18.8% 2,597 20.4% 

Sexual abuse 1,520 15.6% 2,162 17.6% 2,479 19.1% 2,527 19.9% 

Threat of harm 5,615 57.7% 7,382 60.2% 7,678 59.0% 7,820 61.6% 

Neglect 5,118 52.6% 5,607 45.7% 5,648 43.4% 4,785 37.7% 

Mental injury 1,152 11.8% 1,201 9.8% 1,278 9.8% 1,417 11.2% 

*Youth may fall into more than one category; totals will exceed 100%. 
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In-Home Family Services  

In-home family services may be provided to families when CPS has determined that a youth can 
safely remain in the home with support. This may include services through the In-Home Safety 
and Reunification Services (ISRS) or Strengthening, Preserving and Reunifying Families (SPRF) 
programs (as of 2022, the program is also referred to as the Family Preservation program). These 
programs connect families with community resources and provide stabilization and safety 
 «ºX³ÆX«º ­«´ º|Jº Z­NÄ´ ­« żªJ«Jz «z º|X ´JZXºÉ º|³XJº´ Ç º| « º|X ZJª ӃÉ º­ °³XÆX«º ³Xª­ÆJӃŽ
(ORRAI).295 The average number of youth receiving family services per month decreased from 
1,742 in 2020 to 1,288 in 2023  (Figure 8.2).45 Consistent with other areas of child welfare, Black 
/ African American youth and American Indian / Alaska Native youth are disproportionately 
represented in those receiving in-home family services (ORRAI).295 

 

Figure 8.2. Number of youth receiving in-home family services over time45 

 

 

 

 

 

 

 

 

 

 

 

 

Foster Care 

From 2020 to 2023, there were 15,850 
unique youth who spent at least one day 
in foster care.296 The annual number of 
youth in foster care has steadily been 
declining (Figure 8.3).296 Consistent with 
national trends, Oregon has 
disproportionate representation of 
American Indian / Alaska Native and 
Black / African American youth in foster 
care (Table 8.5); this trend has persisted 
for almost 20 years.13, 296-297   

9563
8389 7614 7220

2020 2021 2022 2023

Figure 8.3. The total number of youth who spent at 

least one day in foster care by year296 

https://www.oregon.gov/odhs/data/cwdata/cw-data-book-2022.pdf
https://www.oregon.gov/odhs/data/cwdata/cw-data-book-2022.pdf
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Table 8.5. Race and ethnicity of youth in foster care, adapted from the Child Welfare Data Book 294 

 FFY 2021 FFY 2022 FFY 2023 

Race/Ethnicity % DI* % DI* %  DI* 

Black / African American 7.1% 1.9 7.4% 2.0 7.6% 2.0 

Asian / Pacific Islander 1.5% 0.3 1.7% 0.3 1.7% 0.3 

White  65.4% 1.0 63.9% 1.0 64.1% 1.0 

Hispanic (any race) 18.6% 0.8 19.0% 0.8 18.0% 0.8 

American Indian / Alaska Native 4.7% 3.3 4.7% 3.2 4.6% 3.2 

Unable to determine 2.7% N/A  3.2% N/A  4.0% N/A  

*Disproportionality index (DI) is calculated by taking the percentage of race of victims of child abuse and dividing it by the percentage of race in 
8³Xz­«Ź´ N| ӁT °­°ÄӁJº ­«Ŷ EJӁÄX´ ӁX´´ º|J« ǌ ªXJ« Ä«TX³³X°³X´X«ºJº ­«ŵ ÆJӁÄX´ ­ÆX³ ǌ ªXJ« ­ÆX³³X°³X´X«ºJº ­«Ŷ 

 

Placement types 

In addition to foster homes, youth may also be placed in a variety of settings, including psychiatric 
hospitals, residential treatment homes and independent living (Table 8.6). 

 

Table 8.6. Average distribution of youth in Child Welfare placements45 

 2020 2021 2022 2023 

Child Welfare Placements % % % % 

Foster care (non-relative) 37% 36% 35% 35% 

Foster care (relative) 30% 32% 32% 33% 

Group home 1% 1% 1% 2% 

Hospitalization 1% 1% 1% <1% 

Incarceration <1% 1% <1% <1% 

Independent living 3% 3% 3% 2% 

Juvenile justice facility <1% <1% <1% 1% 

Left placement without permission 2% 2% 2% 3% 

Medical or rehabilitative facility <1% <1% <1% <1% 

Non-certified care <1% 1% 1% 1% 

Pre-adoptive home 9% 8% 8% 6% 

Psychiatric hospital <1% <1% <1% 1% 

Residential treatment facility  4% 3% 3% 2% 

Residential treatment home 2% 2% 2% 2% 

Trial Reunification 11% 11% 11% 11% 

 

One placement that is of concern to system consumers and advocates is temporary lodging 
(under the noncertified care category), which is the use of hotels or other emergency 
accommodations when a youth is experiencing a placement crisis and there is no other safe 
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placement available.298 Child Welfare aims to avoid the use of temporary lodging when 
possible.299 A 2023 assessment found that very few youth were placed in temporary lodging: at 
its peak in 2018, the percentage of youth in care who experienced temporary lodging was < 1% 
(Figure 8.4).299 From 2020 to 2022, the average number of youth in temporary lodging per month 
increased (12.7 in 2020, 14.3 in 2021, 20.9 in 2022).  

 

Figure 8.4. Number of children or young adults with at least one day in temporary lodging during the 
month, from Public Knowledge299 

 

 

Placement stability  

Placement stability (number 
of moves per 1,000 days in 
foster care) is consistently 
higher than the national 
standard, which indicates 
that Oregon youth have less 
placement stability than what 
is federally recommended 
(Figure 8.5).  

When looking at this data by 
county, only 10 out of 
8³Xz­«Ż´ ǐӄ N­Ä«º X´ ªXXº
the federal standard (Figure 
8.6). 

Figure 8.5. Child welfare placement stability (average moves 
per 1,000 days in care) in Oregon compared to the federal 
standard300 

Oregon      Federal Standard  
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Figure 8.6. Child Welfare placement stability (average moves / 1,000 days) in 2023300  

           

 

 

 

 

 

 

 

 

 

 

Of note, Child Welfare is piloting two initiatives aimed at improving placement stability: the 
Response and Support Network (RSN) and Child Specific Caregiver Supports (CSCS). RSN 
°³­Æ TX´ ż ªªXT JºX ³X´°­«´X J«T  «T Æ TÄJӃ ÊXT ´Ä°°­³º´ º­ ³X´­Ä³NX J«T °­´º-adoptive parents 
to help address challenges and connect them to longer term resourcesŸŽ301 The program is 
currently available in the tri -county area; ODHS is currently advocating for statewide expansion. 
CSCS is currently available in eight counties (Clackamas, Lane, Linn, Marion, Multnomah, Polk, 
Washington and Yamhill) and provides in-home and community-based care tailored to the 
É­Äº|Ż´ ´°XN Z N «XXT´Ÿ #­º| °³­z³Jª´ J³X J ªXT Jº ¦XX° «z É­Äº|  « º|X ³ NÄ³³X«º °ӃJNXªX«º´Ÿ 

 

Maltreatment in foster care 

Youth in foster care in Oregon 
experience higher rates of maltreatment 
while in foster care than the national 
standard (Figure 8.7). These elevated 
rates are observed across all racial 
groups. When looking at this data by 
county, only five ­Äº ­Z 8³Xz­«Ż´ ǐӄ
counties meet the federal standard 
(Figure 8.8). As stated previously, Oregon 
has one of the lowest thresholds for what 
constitutes maltreatment.  

*Rate = # of substantiated reports / # of days in care * 100,000 

  

Figure 8.7. Rate of maltreatment* during foster care 
in Oregon compared to the federal standard300  

Oregon      Federal Standard  
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Figure 8.8. Rate of maltreatment in foster care in Oregon in 2023 300 

         

 

 

 

 

 

 

 

 

*Rate = # of substantiated reports / # of days in care * 100,000 

 

Adoption and Guardianship Program  

F|X« 8&,? |J´ TXºX³ª «XT º|Jº  º  ´ «­ Ӄ­«zX³  « º|X N| ӃTŻ´ MX´º  «ºX³X´º º­ ³XºÄ³« º­ º|X NJ³X
of their parents, the ODHS Permanency Program works with local foster care branches to secure 
adoptions and guardianship for youth. Around one-third of youth achieve permanency within the 
first 12 months of entering foster care and around 60% achieve permanency within 24 months 
(Table 8.7).  

Adoption terminates parental rights and grants full custody of the youth to the adoptive 
parent(s).302 Guardianship does not terminate parental rights and instead provides the youth with 
a legal guardian while the parents may continue to be involved.302 Adoption and guardianship 
rates are presented in Table 8.8. One notable trend is that as age increases, youth are less likely 
to be adopted and more likely to be under guardianship. Additionally, American Indian / Alaska 
Native youth are more likely to be placed in guardianship, whereas White youth are more likely 
to be adopted.303 

 

Table 8.7. Youth who achieved permanency within 12 and 24 months of foster care entry303 

 2020*  2021*  2022*  2023*  

 n % n % n % n % 

Within 12 Months of Entry         

Entries to foster care 3,336 N/A  2,675 N/A  2,337 N/A  2,354 N/A  

Achieved permanency 1,139  34.1% 939  35.1% 754  32.3% 811  34.5% 

Within 24 Months of Entry         

Entries to foster care 3,486 N/A  3,336 N/A  2,675 N/A  2,337 N/A  

Achieved permanency 2,091  60.0% 2,033 60.9% 1,563  58.4% 1,397  59.8% 

*Review period for enrollment is 12 or 24 months prior to year presented. For example, the review period for the percentage of individuals who achieved 
permanency within 12 months for 2020 looks at youth who entered foster care in 2019. 
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Table 8.8. Number of youth discharged from foster care to adoption and guardianship45  

 2020 2021 2022 2023 

 Adoption  

N = 849 

Guardianship 

N = 373 

Adoption  

N = 572 
Guardianship 

N = 418 
Adoption  

N = 568 
Guardianship 

N = 404 
Adoption  

N = 530 
Guardianship 

N = 463 

 n % n % n % n % n % n % n % n % 

Age                 

2 and under 178  21% 25  7% 139 24% 24 6% 149 26% 42 10% 168 32% 50  11% 

3 to 5 261  31% 49 13% 180 31% 76 18% 169 30% 65 16% 160 30% 100  22% 

6 to 8 191  22% 47 13% 95 17% 66 16% 111 20% 74 18% 95 18% 93 20% 

9 to 11 117  14% 68 18% 76 13% 79 19% 69 12% 76 19% 44 8% 74 16% 

12 to 14  61 7% 94 25% 50 9% 90 22% 52 9% 74 18% 40 8%  64 14% 

15 + 41 5% 90 24% 32 6% 83 20% 18 3% 73 18%  23 4% 82 18% 

Sex                 

Female 410  48% 180 48% 285 50% 206 49% 269 47% 205 51% 258 49% 227 49% 

Male 439  52% 193 52% 287 50% 212 51% 299 53% 199 49% 272 51% 236 51% 

Race                 

American Indian / 
Alaskan Native 

20 2% 40 11% 13 2% 65 16% 12 2% 47 12% 19 4% 59 13% 

Asian 4 <1% 2 <1% 3 <1% 4 <1% 1 <1% 4 <1% 4 <1% 2 <1% 

Black or African 
American 

41 5% 19 5% 28 5% 18 4% 43 8% 12 3% 37 7% 21 5% 

Hispanic, any race 126  15% 77 21% 106 19% 76 18% 121 21% 90 22% 82 15% 77 17% 

Native Hawaiian / 
Pacific Islander 

1 <1% 6 2% 2 <1% 2 <1% 8 1% 8 2% 13 2% 0 0% 

Unable to 
determine 

6 2% 6 2% 6 1% 3 <1% 7 1% 3 <1% 2 <1% 8 2% 

White  651  77% 223 60% 414 72% 250 60% 376 66% 240 59% 373 70% 296 64% 
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What factors are associated with Child Welfare involvement? Are there groups 
disproportionately at risk of becoming involved with Child Welfare?  

 

In addition to the demographic factors outlined so far, there are several risk factors that are 
associated with child maltreatment and involvement with the Oregon child welfare system. 
Family stressors most commonly present for families in child welfare are parent/caregiver 
substance use and domestic violence (Table 8.9).48  

 

Table 8.9. Percentage of family stress factors present when abuse is founded, adapted from the 
2020-2023 Child Welfare Data Books48 

 FY 2020 FY 2021 FY 2022 FY 2023 

Stress Factor      

Parent/caregiver substance use 41.0% 42.3% 40.2% 40.7% 

Domestic violence 31.7% 32.5% 31.0% 31.3% 

Parent/caregiver involvement with law enforcement  20.1% 19.7% 17.5% 14.1% 

Parent/caregiver mental illness 13.7% 14.2% 12.7% 12.8% 

Child mental/physical/behavior disability  12.1% 12.6% 11.5% 4.2% 

Parent/caregiver history of abuse as a child 10.9% 11.2% 11.1% 14.1% 

Family financial distress 10.4% 8.2% 8.2% 9.5% 

New baby/pregnancy 5.7% 6.9% 6.2% 5.4% 

Inadequate housing 6.8% 6.1% 6.0% 6.4% 

Head of household unemployed 5.7% 5.1% 4.5% 4.5% 

Child developmental disability 2.5% 2.5% 2.7% 4.9% 

Social isolation 1.9% 2.3% 2.5% 2.3% 

Parent developmental disability 1.6% 1.7% 1.3% 1.9% 

Heavy childcare responsibility 1.5% 1.5% 1.3% 2.8% 

Note: Categories are not mutually exclusive, percentages will add up to over 100%. 

 

How many parents have had to relinquish rights in order for  their youth to receive services? 
How many parents have had their rights reinstated once services transitioned? What is the 
process to reinstate parental rights once services transition? Are parents engaged in the 
process of their youth receiving services even if they relinquished their rights?   

 

In some circumstances, parents may seek to relinquish their custodial rights to their children to 
ODHS in order to access services such as a higher level of behavioral health services.  

ODHS keeps limited data regarding these cases. It reports that from 2020 to 2023, a total of 161 
youth had a voluntary custody/placement .306 Table 8.10 shows which districts these placements 
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occurred in (see Figure 8.1 in chapter introduction). It is unknown how many of these cases 
occurred as a result of parents seeking services for their children, as this information is not 
tracked, and it is not known how many parents had rights reinstated after services transitioned. 
The average length of time for youth in these placements was 20.3 months.306  

In early 2025, ODHS is initiating a voluntary services case review, to examine qualitative data 
regarding the services and supports DHS was able to provide to a youth and family, and whether 
these services and supports were helpful to the youth and family. These reviews will provide 
additional information about the circumstances around voluntary relinquishment of rights and 
the outcomes of these relinquishments.  

 

Table 8.10. Number of youth with voluntary custody/placements in Child Welfare, 2020-2023 306 

District  # of Youth   District  # of Youth   District  # of Youth  

1 6  7 5  13 < 5 

2 19  8 15  14 < 5 

3 10  9 < 5  15 9 

4 34  10 < 5  16 7 

5 35  11 6    

6 9  12 < 5    
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C H A P T E R  I N T R O D U C T I O N  

The juvenile justice system is responsible for holding youth accountable for 
illegal actions and providing them with opportunities for reformation. 307 This 
chapter provides an overview of the ways youth become involved in the justice 
system and the factors that put certain youth at elevated risk of system 
involvement.  

The juvenile justice system is organized at the county and state level. County-
level juvenile departments provide sanctions and services to youth ages 12 to 
17. Youth are referred to county systems from law enforcement, schools, 
parents, the community and other government agencies.308 County juvenile 
departments conduct intake assessments and determine dispositions for cases 
referred.307 Dispositions range from informal diversion, adjudication through 
juvenile court or referral to adult court. 307   

When youth are unsuccessful at the county level, need more services than the 
county can provide, commit very serious offenses and/or are a serious risk to 
the community, the court can commit them to the custody of the Oregon Youth 
Authority. 309 OYA is the state-level agency responsible for these youth who are 
ages 12 to 24 who commit crimes prior to age 18.309 OYA provides youth with 
żº³XJºªX«ºŵ XTÄNJº ­«ŵ J«T ­º|X³ zÄ TJ«NX º­ |XӃ° º|Xª ºJ¦X ³X´°­«´ M Ӄ ºÉ Z­³
their behavior and learn how to act differently in the future. Ž309 As a subsection 
of the JJ system, OYA manages youth both in close custody (secure youth 
correctional facilities) and in the community (transition programs, foster care, 
residential treatment).307   

 

 

 
K E Y  T A K E A W A Y S  

 From 2020 to 2023, over 16 ,000 youth and young adults were served by 
county juvenile departments and the Oregon Youth Authority. The number of 
youth in county juvenile departments fluctuated over the time period while 
the number of youth under OYA commitment slightly declined.  

 Oregon ranks second in the nation for the number of committed youth.  

 American Indian / Alaska Native and Black / African American youth are 
overrepresented at almost every decision point in the JJ system, including at 
referral into the system, diversion, pretrial detention and placement in secure 
confinement at Oregon Youth Authority facilities.  

 Almost all youth in OYA custody have a trauma history and a large majority of 
youth have current or previous substance use. 

 



   

 

DATA REPORT ON THE OREGON SYSTEM OF CARE FOR YOUTH | PAGE 140 

How many youth  are involved in the juvenile justice system who are not committed to 
Oregon Youth Authority? Are there groups disproportionately represented?  

 

Of the 16,682 individuals up to age 24 
served by juvenile justice from January 
2020 to December 2023, 92% were 
supervised by county juvenile justice 
departments and 12.4% were supervised 
by OYA.6 Since some of these youth were 
served by both county juvenile justice 
departments and by OYA, the total 
percentage is greater than 100. The 
average number of youth per month who 
were served by county JJ departments is 
displayed in Table 9.1. There was a peak in 
the number served in 2020; numbers 
reduced in 2021 and steadily increased 
during 2022 and 2023 (Figure 9.1). For 
broad information about 
disproportionality, see the Population 
Description chapter. 

Figure 9.1. Number of youth served by county 
juvenile departments, from the System of Care 
Data Dashboard6 

 

 

Table 9.1. Average number of youth served by county juvenile departments per month (table adapted 

from the System of Care Dashboard6 

 2020  2021  2022  2023  Average 

Average number of youth * 3,289 2,337 2,471 2,791 2,722 

*Youth served by county juvenile departments for multiple years may have been counted twice. 

 

Compared to the general Oregon youth population (see Population Description chapter), 
dispositions for youth in the juvenile justice department show the following trends (Table 9.2):  

¶ Males are overrepresented throughout the system, but more so for cases that are 
adjudicated or transferred to adult court.  

¶ Younger youth are more likely to have cases reviewed and closed or receive diversion or 
other informal dispositions . 

¶ African American youth are overrepresented in general, but particularly for having cases 

dismissed or reviewed and closed. 
¶ White youth are overrepresented in plea bargains or alternative processes. 
¶ Native American youth are overrepresented in adjudication and diversion or other 

informal dispositions
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Table 9.2. County juvenile dispositions in 2023 by demographics310 

 Review & Close 
N = 3,625 

Diversion / 
Informal  
N = 2,588 

Dismissed 
N = 308 

Alternative  
N = 142 

Adjudicate  
N = 1,660 

Adult Court  
N = 27 

Demographic n % n % n % n % n % n % 

Gender             

Female 1,447 39.9% 939 36.3% 87 28.2% 38 26.8% 409 24.6% 4 14.8% 

Male 2,122 58.5% 1,629 62.9% 219 71.1% 102 71.8% 1,240 74.7% 23 85.2% 

Unknown 56 1.5% 20 0.8% 2 0.6% 2 1.4% 11 0.7% 0 0.0% 

Age             

12 and under 367 10.1% 203 7.8% 8 2.6% 4 2.8% 31 1.9% 0 0.0% 

13 to 15  1,669 46.0% 1,283 49.6% 112 36.4% 50 35.2% 713 43.0% 1  3.7% 

16 and older 1,589 43.8% 1,102 42.6% 188 61.0% 88 62.0% 916 55.2% 26 96.3% 

Race/Ethnicity             

African American 323 8.9% 141 5.4% 39 12.7% 6 4.2% 127 7.7% 1 3.7% 

Asian 65 1.8% 50 1.9% 4 1.3% 1 0.7% 25 1.5% 0 0.0% 

Hispanic 700 19.3% 603 23.3% 58 18.8% 26 18.3% 451 27.2% 8 29.6% 

Native American 70 1.9% 62 2.4% 4 1.3% 2 1.4% 62 3.7% 0 0.0% 

Other/Unknown  474 13.1% 291 11.2% 47 15.3% 19 13.4% 128 7.7% 5 18.5% 

White  1,993 55.0% 1,441 55.7% 156 50.6% 88 62.0% 867 52.2% 13 48.1% 

Review and Close: no jurisdiction, referred to another agency, case reviewed and closed, warning, diversion and close, intake contact and close, rejected by district attorney / juvenile department, 
alternative process. 
Diversion/Informal: diversion supervision, youth court or traffic/municipal court, informal sanctions/supervision, formal accountability agreement. 
Dismissed: case dismissed. 
Alternative process: plea bargain or alternative process. 
Adjudicated: formal sanction, probation, commit/custody to non-OYA agency, probation and commit/custody to non-OYA agency, probation and OYA commitment for community placement, 
OYA commitment for YFC. 
Adult Court: waived/transfer, adult sentence. 

 



   

 

DATA REPORT ON THE OREGON SYSTEM OF CARE FOR YOUTH | PAGE 142 

There were 2,582 detention admissions in 2023 (Table 9.3). For those discharged, the average 
length of stay was 13.8 days with a range of seven to 323 days. Similar to overall trends in justice 
system involvement, males, older adolescents, African American and Native American youth are 
overrepresented in detent ion admissions.  

 

Table 9.3. County detention admissions in 2023 by demographics311  

Demographic Number of County Admissions  
N = 2,582 

Demographic n % 

Gender   

Female 653  25% 

Male 1,910  74% 

Unknown 19  1% 

Age   

11 and under 5  <1% 

12 to 14  792  31% 

15 to 17  1,698  66% 

18 and over 87  3% 

Race/Ethnicity   

African American 258  10% 

Asian 31  1% 

Hispanic 643  25% 

Native American 104  4% 

Other/Unknown  204  8% 

White  1,342  52% 

 

 

How many youth  are committed and under the guardianship of the Oregon Youth 
Authority? How does this compare to other states? Are there groups that are 
disproportionately represented?  

 

In 2021, Oregon was ranked the second highest in the nation for number of committed youth 
(Figure 9.2).312 From 2020-2023, OYA served a total of 4,204 youth (Table 9.4): 

¶ 2,529 (60%) were served in the community , which includes parole and probation. 

¶ 1,675 (40%) youth were in close custody, which includes commitments for juveniles 
and 18-year-olds. 
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Figure 9.2. Number of committed youth in 2021, from the Office of Juvenile Justice and 
Delinquency Prevention312 

 

 

Table 9.4. Youth in the custody of the Oregon Youth Authority adapted from the Oregon Youth 
Authority313-316 

 2020  
N = 1,173 

2021  
N = 1,112 

2022  
N = 1,008 

2023  
N = 911 

 n % n % n % n % 

Community Total 684  58% 694  62% 608  60% 543  60% 

Youth on OYA parole 316  27% 326  29% 283  28% 261  27% 

Youth on OYA probation  368  31% 368  33% 325  32% 282  31% 

Close Custody Total 489  42% 418  38% 400  40% 368  40% 

Juvenile commitments 303  26% 267  24% 301  30% 321  35% 

Adult commitments 186  16% 151  14% 99  10% 47  5% 

 

The Oregon commitment and detention rates are 121 per 100,000 and 23 per 100,000 
respectively (Table 9.5); these are higher than U.S. averages. Committed youth includes those 
Ç|­ J³X żJÇJ º «z JT¤ÄT NJº ­«ŵ T ´°­´ º ­«ŵ ­³ °ӃJNXªX«º XӃ´XÇ|X³XŽŶ TXºJ «XT É­Äº|  «NӃÄTX´
º|­´X Ç|­ J³X ż|XӃT J´ °J³º ­Z J N­Ä³º ­³TX³XT T ´°­´ º ­«ŸŽ317 Native American / Alaska Native 
and Black / African American youth are disproportionately represented in placement in secure 
OYA custody.313-316  

 

Table 9.5. Commitment and detention rates per 100,000 youth in 2021, adapted from Office of 
Juvenile Justice and Delinquency Prevention317 

 Oregon United States  

Commitment rate per 100,000 youth  121 39 

Detention rate  per 100,000 youth  23 33 
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What risk factors are associated with delinquent behavior, charges, etc.? Are there groups 
disproportionately at risk?  

 

There are many risk factors associated with delinquent behaviors and subsequent charges. 
Having more than one risk factor can compound the risk of delinquent behaviors. The Office of 
Juvenile Justice and Delinquency Prevention (OJJDP) found that risk factors can be individual 
level, family level, peer-related, school-related and community level (Figure 9.3). 

An additional analysis by the Oregon Child Integrated Dataset identified two major risk factors 
for students who had contact with the juvenile justice system 318: 

¶ Male students who had contact with the juvenile justice department were more likely to 
have a disability (as measured by ever having an Individualized Education Plan, 41%) than 
male students without juvenile justice involvement (29%).  

¶ American Indian / Alaska Native youth living in rural areas (20%) and Black / African 

American youth living in urban areas (22%) had the highest rates of contact with the 
juvenile justice department. 

 

Figure 9.3. Risk factors for delinquency, adapted from the Office of Juvenile Justice and Delinquency 
Prevention319 

 

 

 

 

 

 

 

 

 

 

 

Individual -Level Risk Factors

ƌAntisocial behavior and 
alienation
ƌGun possession (illegal gun 

ownership or carrying a gun)
ƌFavorable attitudes toward 

drug use, early onset of 
substance use
ƌEarly onset of aggression or 

violence or other problem 
behaviors
ƌViolent victimization and 

children exposed to violence
ƌCognitive and neurological 

deficits, mental/behavioral 
health disorders

Family-Level Risk Factors

ƌFamily history of problem 
behavior / parent criminality
ƌFamily management problem / 

poor parental supervision and 
monitoring
ƌPoor family 

attachment/bonding, pattern 
of high family conflict and/or  

violence
ƌChild victimization and 

maltreatment
ƌParental use of physical 

punishment / harsh and erratic  
discipline practices
ƌLow parental education level

Community -Level Risk Factors

ƌAvailability of alcohol and 
other drugs
ƌAvailability of firearms
ƌCommunity crime / high crime 

neighborhood
ƌCommunity instability
ƌEconomic deprivation /   

poverty / residence in a 
disadvantaged neighborhood
ƌSocial and physical disorder / 

disorganized neighborhood / 
feeling unsafe in the 
neighborhood

Peer-Related Risk Factors

ƌGang involvement or gang membership
ƌPeer alcohol and drug use
ƌAssociation with delinquent or aggressive peers

School-Related Risk Factors

ƌLow academic achievement / academic failure
ƌNegative attitude toward school / low bonding,   

low school attachment and commitment
ƌInadequate school climate / poorly organized and  

functioning schools / negative labeling 
ƌSchool dropout
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How many youth  are receiving restorative services and what is the average length of time 
J«T ­ÄºN­ªX ­Z º|X´X ´X³Æ NX´ų  ³X º|X³X  «X²Ä º X´  « Ç|­  ´ TXºX³ª «XT º­ MX żZ º º­
°³­NXXTŽų ,­Ç ªJ«Éyouth  are under jurisdiction of the Psychiatric Services Review Board?  

 

Oregon Health Authority (OHA) offers restorative services to youth in the juvenile justice system 
who are involved with the court system. The goal of restorative services is to educate youth in 
N­Ä³º °³­NXXT «z´ º­ MXN­ªX żZ º º­ °³­NXXTŸŽ320 Case management, skills training and evaluation 
are offered in 90-day community-MJ´XT X° ´­TX´Ÿ 8, TXZ «X´ J É­Äº| J´ MX «z żZ º º­ °³­NXXTŽ
 Z º|XÉ NJ« żÄ«TX³´ºJ«T º|X «JºÄ³X ­Z º|X N­Ä³º °³­NXXT «z´ŵ J´´ ´º J«T N­­°X³JºX Ç º| Ɛº|X ³Ƒ
attorney, and participate in his or her own defense.Ž320  There are three outcomes that can occur 
after a youth receives restorative services (Table 9.6) 320:  

¶ Fit to proceed / adjudicative competency: The youth understands court proceedings and 

can move forward with their case in the juvenile justice system. 
¶ Unable to be restored / unlikely to become fit to proceed: The youth is unable to 

become competent in court proceedings and is referred to other programs to receive 
services they require. 

¶ Other: In this case, usually the court decides to dismiss the case. 

The team was unable to find demographic information regarding youth in restorative services. 

 

Table 9.6. Outcomes of youth in restorative services from 2020320 

 2020  
N = 30 

2021  
N = 23 

2022  
N = 36 

2023  
N = 38 

Outcome n % n % n % n % 

Fit to proceed 20  66.7% 14  60.9% 24  66.7% 24  63.2% 

Unable to be restored 8  26.7% 8  34.8% 12  33.3% 11  28.9% 

Other < 5 N/A < 5 N/A < 5 N/A < 5 N/A 

 

8³Xz­«Ż´ ;´ÉN| Jº³ N ?XNÄ³ ºÉ
Review Board (PSRB) oversees 
youth that are not criminally 
responsible for their actions due 
to a successful insanity plea 
known as Responsible Except for 
Insanity (REI).321 Since the 
juvenile PSRB program, which is 
called Responsible Except for 
Insanity (REI), was launched in 
2007, 32 youth have been 
served.322 As of December 2024, the 

Figure 9.4. Responsible Except for Insanity clients under the 
jurisdiction of the Psychiatric Security Review Board323 
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PSRB has five youth under its jurisdiction.323 Due to small sample sizes, demographic 
stratification  could not be completed. 

 

How many youth  are accessing behavioral health services through the juvenile justice 
system and what services are they accessing? Are there inequities in access to care? 

 

Many youth in the juvenile justice system have untreated behavioral health needs. Providing 
access to treatment can help prevent recidivism, improve rehabilitation outcomes and address 
the root causes of their actions rather than simply punishing them. Both county juvenile 
departments and OYA offer behavioral health programs and services to youth, including: 

¶ Mental health services: treatment for mental health diagnoses. 

¶ Substance abuse services: services that help prevent substance abuse in juveniles 
through education, interventions, support groups and outpatient treatment, while 
assisting youth in avoiding substance use. 

¶ Co-occurring diagnosis services: services for youth with dual diagnoses of mental health 
and substance use. 

¶ Family education and counseling: family & parent training and education services, family 

mental health programs and multidimensional family services like family counseling, 
multi systemic therapy & functional family therapy. 

Services may be accessed through internal department therapists, while others may be referred 
out and treated by community providers. This combination of service providers makes it difficult 
to track utilization. The Juvenile Justice Information System (JJIS) collects data on behavioral 
health programs and services offered to youth within both the Oregon Youth Authority (OYA) 
and county juvenile departments. While utilization and demographic data on these programs are 
publicly available,324 juvenile justice leadership has advised the OHSU team to not include the 
data due to reporting inaccuracies. 
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C H A P T E R  I N T R O D U C T I O N  

Oregon has a variety of individuals in the workforce who serve youth and 
families; these include behavioral health providers, intellectual / developmental 
disability providers, traditional health workers, primary care and other health 
care providers, educators and school staff, and juvenile justice and child welfare 
workers.  

The questions posed in this chapter of the report ask for information specifically 
about mental health professionals, traditional health workers (specifically family 
support specialists and youth peer support specialists), primary care providers 
and specialized intellectual and developmental workers. Information focused 
on these workers details the numbers, distribution and whether there are 
disparities in access. Additionally, it discusses statewide efforts related to 
workforce diversity, safety, recruitme nt and retention. Because there were no 
questions posed about education, juvenile justice or child welfare system 
workforces, these workforces are not included in this report and it is 
recommended that they be evaluated in future efforts.  

 
K E Y  T A K E A W A Y S  

 Oregon is facing a statewide behavioral health provider shortage. Providers 
are clustered around the Portland metro area and along the I-5 corridor; the 
eastern and coastal areas are severely understaffed. Statewide, the number of 
providers decreases with increasing education and training requirements. 

 Oregon has the third lowest provider-to -population ratio  nationally, indicating 
that there are more providers per capita in Oregon than most other states. 

 In 2021, most family and youth peer providers reported working for 
nonprofits in the Portland metro area and along the I-5 corridor with fewer 
working in the rural areas of the state.  

 In 2023, CCO reporting on Family and Youth PSS indicated that 64% were 
employed in the service areas of three CCOs (EOCCO, HealthShare and 
PacificSource Lane), while the remaining 36% were employed across the 
remaining 13 CCO regions.  

 The behavioral health workforce is less racially and ethnically diverse than the 
population in Oregon and the national behavioral health workforce.  

 Burnout, low wages / poor economic return, administrative burden, lack of 
mentorship / support and absence of career growth opportunities for non -
Ӄ NX«´XT °³­Æ TX³´ J³X JӃӃ N­«º³ MÄº «z º­ 8³Xz­«Ż´ N|JӃӃX«zX´ Ç º| TXÆXӃ­° «z
a culturally diverse and robustly staffed workforce.    
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How many behavioral health professionals does Oregon currently have who serve youth and 
families? What is the distribution of providers and where are they working? Are there any 
disparities related to  where providers are available?   

 

In this report, behavioral health providers include those who are licensed or credentialed to 
diagnose and/or treat mental health and/or substance use conditions. Education, experience, 
licensure and overseeing regulatory body vary by provider type: 

¶ Certified Alcohol and Drug Counselor (CADC) 325: Counselors who complete education 

and supervised experience hours, pass a national competency examination and specialize 
in providing substance use disorder treatment. 

¶ Child & Adolescent Psychiatrist (M .D. or D.O.) 326: Medical doctors with specialized 
training in evaluating, diagnosing and treating youth with psychiatric disorders. 

¶ Licensed Clinical Social Worker (LCSW) 327: CӃ « N J«´ Ç º| J ªJ´ºX³Ż´ TXz³XX  « ´­N JӃ
work and specialized experience in diagnosing and providing clinical care. 

¶ Licensed Professional Counselor (LPC) & Licensed Professional Marriage & Family 

Therapists (LMFT)328: MasterŻs-level clinicians who can diagnose and treat mental health 
conditions. 

¶ Psychiatric Nurse Practitioner (PNP) 329: Registered nurses with advanced training to 
diagnose and treat mental health conditions. 

¶ Psychologist (Ph.D. or Psy.D.): Doctorate-level clinicians who can evaluate, diagnose and 
treat mental and behavioral health conditions. 

¶ Qualified Mental Health Associate (QMHA)  325: BachelorŻs-level associates who 
complete 1,000 hours of supervised experience and pass a state competency exam; 
provide case management and treatment services under the supervision of a QMHP; 
many QMHA providers fill the role of skills trainer . 

¶ Qualified Mental Health Professional (QMHP)  325: MasterŻs-level professionals who 

complete 1,000 hours of supervised experience and pass a state competency exam; 
conduct mental status exams, mental health assessment, write and supervise treatment 
plan, provide mental health therapy.   

¶ Skills Trainer332: In Oregon, QMHAs provide skills training to youth, focusing on skill 
development strategies, often as part of a team. Individual agencies may provide specific 
staff training to provide skills training to youth.  

 
Additional bachelorŻs- and masterŻs-level professionals who complete agency-specific training 
and supervision may be certified with QMHA and QMHP through employers with a Certificate 
of Approval (COA) to provide Medicaid-funded services in Oregon, such as Youth Villages, 
Morrison Center, LifeWorks, Trillium and Options Counseling. COAs are issued by the Oregon 
Health Authority. These certifications are not portable. If the staff leave that employer, they are 
no longer certified and must either follow a similar process with another employer with a COA 
or get certified independently through state regulatory bodies. Employer-certified staff are not 
reflected in this report.  

 

https://mhacbo.org/en/
https://www.oregon.gov/omb/licensing/pages/default.aspx
https://www.oregon.gov/blsw/pages/licensedescriptions.aspx
https://www.oregon.gov/oblpct/pages/experience.aspx
https://www.oregon.gov/oblpct/pages/experience.aspx
https://www.oregon.gov/osbn/Pages/index.aspx
https://www.oregon.gov/psychology/Pages/index.aspx
https://mhacbo.org/en/
https://mhacbo.org/en/
https://www.optionsonline.org/skills-training-for-children-and-families
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Total Providers in Oregon 

An estimated 25,000 mental health providers serve Oregonians (Table 10.1); it is unknown 
what percentage serve youth and families (except for child & adolescent psychiatrists, who are 
specifically licensed to provide care to youth). The following are key points: 

¶ Some counties have extreme shortages of mental health providers. Wheeler County 
does not have any registered mental health providers. Sherman and Gilliam counties 
both have fewer than 10 total providers.  

¶ Statewide, the  number of providers decreases with increasing education and training 

requirements : CADCs and QMHAs are the most prevalent while PNPs and child & 
adolescent psychiatrists are the least prevalent.  

¶ There are more providers in the Portland Metro Area and along the I -5 corridor. This 
includes CADCs and QMHAs, who are heavily utilized by community mental health 
programs, and masterŻs- and doctorate-level professionals (QMHP, LCSW, LPC, LMFT, 
Ph.D, Psy.D), who work in a variety of settings, including hospitals, community mental 
health centers and private practice.  

¶ PNPs and child & adolescent psychiatrists  (CAPs) are not distributed evenly across the 
state. Multnomah County includes over half of statewide child and adolescent 
psychiatrists, while more than half of Oregon counties do not have a child & adolescent 
psychiatrist. Many of these providers work in hospital settings or private practice; they 
are often equipped to provide telehealth care or consultation.  

¶ Information about the settings where mental health providers work, such as community-
based, inpatient or residential centers could not be found. 

¶ Mental health services are also offe red in school-based settings. More information on 

School-Based Mental Health (SBMH) services can be found in the Education System 

Chapter of this report.  

 

Provider-to-Population Ratio  

To better allow comparison across counties with varying populations, the number of providers 
per 10,000 people in the population is also presented (Figure 10.1). Even when accounting for 
population differences, Sherman and Wheeler County remain severely understaffed, while 
Gilliam County is more aligned with the rest of the state. Surprisingly, some rural and frontier 
areas have the highest population-to -provider ratios (behind urban Multnomah County), 
including Baker, Harney, Klamath, Wallowa and Lane counties. 

When comparing to the rest of the United States, Oregon has the third lowest provider -to -
population ratio, indicating that there are more providers per capita in Oregon than most other 
states.335 

 Figure 10.1. Number of mental health providers per 10,000 people by county335 
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Demand for Mental Health Providers 

Health Professional Shortage Areas (HPSAs) are federally recognized regions with a shortage of 
health professionals. HPSA designations consider how demand is related to the number of 
providers available, using a complex scoring mechanism that includes population-to -provider 
ratio, poverty level, age of population, alcohol and substance abuse prevalence and travel time 
to nearest source of care.336 In Oregon, HPSAs are observed in almost every region for mental 
health professionals. 

In the Behavioral Health Care System chapter presented earlier in this report, data shows 
8³Xz­«Ż´ | z|X³ °³XÆJӃX«NX ­Z ªX«ºJӃ |XJӃº| T ´­³TX³´  ´ JNN­ª°J« XT MÉ Ӄ­ÇX³ ³JºX´ ­Z JNNX´´
to behavioral health services, with more youth struggling to access services than the national 
average. This may serve as one proxy for looking at the behavioral health shortage in the state.   
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Table 10.1. Number of mental health providers by profession and county325,337-339  

 CADC325 CAP337 LCSW325 LPC/LMFT
337 

PNP339 Ph.D. 
Psy.D.338 

QMHA 325 QMHP 325 Total  Total  

County # providers # providers # providers # providers # providers # providers # providers # providers # providers population 

Baker 62 0 18 14 3 2 37 9 145 16,860 

Benton 74 13 103 105 10 62 70 26 463 93,976 

Clackamas 428 14 392 433 86 187 333 161 2,034 425,316 

Clatsop 81 0 39 35 9 4 54 18 240 41,428 

Columbia 91 1 21 24 1 2 93 17 250 53,014 

Coos 62 0 31 44 10 2 87 38 274 65,154 

Crook 39 0 6 23 3 2 41 9 123 25,482 

Curry 16 0 5 9 2 7 34 11 84 23,662 

Deschutes 283 7 228 357 49 77 170 84 1,255 203,390 

Douglas 139 1 79 57 13 15 125 35 464 111,694 

Gilliam 3 0 0 0 0 0 0 6 9 2,039 

Grant 0 0 1 2 0 0 15 6 24 7,226 

Harney 21 0 4 6 1 0 29 3 64 7,537 

Hood River 19 0 34 20 4 10 32 20 139 23,888 

Jackson 286 1 201 271 32 69 341 108 1,309 223,827 

Jefferson 49 0 9 12 2 2 23 9 106 24,889 

Josephine 114 2 43 73 7 7 166 36 448 88,728 

Klamath 139 1 36 39 8 4 234 68 529 69,822 

Lake 15 0 3 5 2 1 19 2 47 8,177 

Lane 567 7 416 468 59 233 636 244 2,630 382,647 

Lincoln 62 0 34 54 11 9 54 22 246 50,903 

Linn 139 3 63 59 10 18 114 32 438 130,440 

Malheur 19 0 14 11 4 2 38 5 93 31,995 

Marion 390 4 294 366 63 152 275 100 1,644 347,182 

Morrow  11 0 8 2 0 0 30 13 64 12,635 

Multnomah 1,365 75 1,823 1,570 270 786 1,204 605 7,698 820,672 

Polk 91 0 27 44 18 15 85 31 311 88,916 

Sherman 0 0 0 1 0 0 0 2 3 1,908 
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 CADC325 CAP337 LCSW325 LPC/LMF
T337 

PNP339 Ph.D. 
Psy.D.338 

QMHA 325 QMHP 325 Total  Total  

County # providers # providers # providers # providers # providers # providers # providers # providers # providers Population 

Tillamook 27 1 26 18 0 1 8 6 87 27,628 

Umatilla 120 1 37 23 9 9 128 40 367 80,523 

Union 64 1 23 14 4 3 40 16 165 26,295 

Wallowa 10 0 4 5 2 2 22 10 55 7,433 

Wasco 22 0 26 18 4 4 56 12 142 26,581 

Washington 460 13 463 540 108 255 448 312 2,599 605,036 

Wheeler 0 0 0 0 0 0 0 0 0 1,456 

Yamhill 149 2 54 80 10 56 120 48 519 108,261 

Total  6,002 147 4,565 4,802 814 1,998 5,587 2,568 25,068 426,662 

 

 

Telehealth and Virtual Care Benefits 

Telehealth services were a necessity for providing services during the COVID-19 pandemic and many providers and insurers 
continue to make these available. As telehealth options expand, it is difficult to assess capacity. In many areas, CCOs contract 
with telehealth providers, such as Charlie Health, to fill gaps in local, in-person services, but there is no comprehensive data 
from CCOs reporting access to these services or which specific services are provided.  

According to an inquiry with OHA, they are aware of some contracts that CCOs have with virtual providers, but there is not a 
complete picture.340 Psychiatry, intensive outpatient therapy for eating disorders (through Monte Nido), outpatient mental  
health treatment (through Charlie Health) and peer support (through Flourish Labs) are examples of virtual services contracted 
by some CCOs. While these offerings may expand access to these services for those who have adequate internet access, they 
also change the landscape for tracking access. A survey of CCOs would be helpful in this effort.  
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How many traditional health workers does Oregon currently have who serve youth and 
families? What is the distribution of workers and where are they working? Where are there 
gaps in the availability of traditional health workers?   

Peer-delivered services are a foundational element in the system of care.  Unfortunately,  
programs report that the number of registered peers in Oregon is inadequate and many 
experience challenges in hiring for available positions.   

There are six main types of traditional health workers (THWs) in Oregon: peer support specialists 
(PSS), peer wellness specialists (PWS), community health workers (CHW), personal health 
navigators (NAV), birth doulas and tribal traditional health workers.341 8, Ż´ (²Ä ºÉ J«T .«NӃÄ´ ­«
Division is the regulatory oversight body for THWs. Youth and families in the system of care 
usually interact with sub-specialties of PSS Ɗ specifically family support specialists and youth 
peer support specialists. This section focuses on those THWs (Table 10.2).   

 

Table 10.2. Sub-types of peer support specialists and peer wellness specialists341 

Provider Type  Sub-Specialties 

Peer Support Specialists  Adult Addictions, Adult Mental Health, Family Support, Youth Support  

Peer Wellness Specialists Adult Addictions, Adult Mental Health, Adult Addictions & Mental 
Health, Family Support, Youth Support 

 

While the PWS designation of sub-specialties for family and youth peer support is included in 
the registry, there is only one state-approved training program for PWS and it does not specialize 
in the youth or family sub-specialties; this may indicate an inaccuracy in those sub-specialty 
designations. 

 

Peer Support Specialist (PSS) 

PSSs are required to complete an OHA-approved 40+ hour training program, an OHA-approved 
oral health training and an application through the state Traditional Health Workers Registry to 
be certified and accepted into the state registry.342 A PSS uses their lived/living experiences to 
provide guidance and support to a youth or family member with similar lived/living experiences. 
As of September 2024, there were 570 registered PSSs designated in sub-specialties serving 
youth and families (286 family peers, 284 youth peers).343  

As of January 2025, there are four state-approved training programs in the THW Training 
Programs directory for youth support specialists (Adulting IRL, Connected Lane County, Mental  
Health & Addiction Association of Oregon, Youth ERA) and two state-approved training 
programs for family support specialists (Oregon Family Support Network, Yellowhawk Tribal 
Health Center).  
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Peer Wellness Specialist (PWS) 

PWSs are required to complete an OHA-
approved 80-hour training program, an OHA-
approved oral health training and an 
application through the state Traditional 
Health Workers Registry to be certified and 
accepted into the state registry.342 The PWS 
role serves members of coordinated care 
organizations in the following ways: assessing 
mental health and substance use disorder 
service and support needs, assisting members 
with recovery and wellness, helping to access 
services and resources, and providing 
education and information.344 

While adult addictions and adult mental  
health are the only specialties indicated in the 
PWS description, the THW registry indicates 
five registered PWSs designated in sub-
specialties serving youth and families (four 
family support specialists, one youth support 
specialist) as of January 2025.343  

 

Distribution of Family and Youth Peers 

When individuals apply for THW registration, 
they indicate the counties where they are 
available to work. This self-reporting  shows 
that peers are spread throughout the state; 
the location individuals self-reported on their 
applications is presented in Table 10.3.  

Being certified as a traditional health worker 
(PSS or PWS) and included in the registry for 
any of the sub-specialties does not mean that 
the individual is actively employed in these 
roles or locations.  

Two data sources were identified that provide 
insight into where some youth and family 
PSSs are employed and working: a survey of 
the workforce and reports from CCOs.  

 

Table 10.3. Primary location of registered 
youth- and family-serving PSWs and PSSs in 
Oregon, adapted from THW Registry343  

Primary County 
of Service 

Number of Registered 
Youth and Family Peers 
N = 575 

 n % 

Baker 11  1.9% 

Benton 37  6.4% 

Clackamas 93  16.2% 

Clatsop 7  1.2% 

Columbia 13  2.3% 

Coos 22  3.8% 

Crook 16  2.8% 

Curry 4  0.7% 

Deschutes 9  1.6% 

Douglas 14  2.4% 

Gilliam 4  0.7% 

Grant 3  0.5% 

Harney 3  0.5% 

Hood River 11  1.9% 

Jackson 28  4.9% 

Jefferson 1  0.2% 

Klamath 17  3.0% 

Lake 4  0.7% 

Lane 74  12.9% 

Lincoln 6  1.0% 

Linn 4  0.7% 

Malheur 9  1.6% 

Marion 44  7.7% 

Morrow  6  1.0% 

Multnomah  22  3.8% 

Polk 1  0.2% 

Tillamook 3  0.5% 

Umatilla 21  3.7% 

Union 2  0.3% 

Wallowa 3  0.5% 

Washington 7  1.2% 

Yamhill 2  0.3% 

Statewide 55  9.6% 

Missing  19  3.3% 
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Workforce Survey 

The ǏǍǏǎ Ç­³¦Z­³NX ´Ä³ÆXÉ MÉ 8, Ż´ ,XJӃº| $J³X F­³¦Z­³NX >X°­³º «z ;³­z³Jª X´º ªJºXT º|X
geographical location, setting and employment status of registered peer providers.345 Sixty family 
and youth peer providers responded, with 87% reporting that they were actively working in 
Oregon at the time of the survey. Most reported their employers were nonprofit organizations 
(62%) or government agencies (15%).345 Most commonly, family and youth peer providers 
practice in the following settings: the home of the ind ividual/family (77%), in the community 
(58%) and at community-based organizations (39%).345 

Since 2021, there has been a shift in the workforce in which community mental health programs 
and other organizations that deliver intensive and crisis services have begun to hire peers directly, 
rather than subcontracting with nonprofits. More current d ata is not available to reflect this.  

 

CCO Reporting on FSS and YSS Employment  

THW integration and utilization data reported by CCOs shows that compared to adult -serving 
PSSs, there are fewer PSSs serving youth and families, as reported by CCOs and reflected in Table 
10.4 below.346 CCOs report on PSSs that are employed directly by the CCO, those employed by 
or within the CCO provider network and those employed in community -based or other settings 
through funding or payments provided by CCO (meaning not directly employed by CCO or by or 
within provider network). An estimated 64% of family and youth PSSs are employed in the service 
areas of three CCOs (Eastern Oregon CCO, HealthShare and PacificSource Lane), while the 
remaining 36% are employed across the remaining 13 CCO regions.  

 

Family Peer Support Workforce 

In recent years, rules mandating the inclusion of the FSS role into community -based services, 
namely Intensive In-Home Behavioral Health Treatment (IIBHT) and Mobile Response and 
Stabilization Services (MRSS), indicate this sub-specialty peer role is valued. However, the role of 
family peers and the needs of the family peer support workforce are not universally or sufficiently 
understood. Individuals serving in this role report a growing gap between the professional 
standards and competencies of family peer support specialists and the actual utilization of the 
role. Additionally, w hile mandates for this specialty peer role expand, resources allocated to 
support the statewide infrastructure  are not equitable.347 
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Table 10.4. Total number of peer support specialists by coordinated care organization, 2023 346 

Coordinated Care Organization  Adult Addiction  
N = 904 

Adult M H 
N = 507 

Family  
N = 102 

Youth  
N = 93 

Total PSS 
N = 1,606 

 n % n % n % n % n % 

Advanced Health 40 4.4% 10 2.0% 4 3.9% 2 2.2% 56 3.5% 
AllCare 56 6.2% 65 12.8% 2 2.0% 5 5.4% 128 8.0% 

Cascade Health Alliance 48 5.3% 21 4.1% 1 <1% 2 2.2% 72 4.5% 
Columbia Pacific CCO 25 2.8% 16 3.2% 3 2.9% 2 2.2% 46 2.9% 

Eastern Oregon CCO 41 4.5% 46 9.1% 13 12.7% 10 10.8% 110 6.8% 
Health Share 132 14.6% 55 10.8% 28 27.5% 31 33.3% 246 15.3% 
InterCommunity Health Network  73 8.1% 18 3.6% 4 3.9% 1 1.1% 96 6.0% 

Jackson Care Connect 65 7.2% 59 11.6% 2 2.0% 3 3.2% 129 8.0% 
PacificSource Central Oregon 65 7.2% 30 5.9% 2 2.0% 2 2.2% 99 6.2% 

PacificSource Columbia Gorge 11 1.2% 8 1.6% 4 3.9% 1 1.1% 24 1.5% 
PacificSource Lane 29 3.2% 29 5.7% 20 19.6% 22 23.7% 100 6.2% 

PacificSource Marion 42 4.6% 74 14.6% 2 2.0% 3 3.2% 121 7.5% 
Trillium Lane 40 4.4% 9 1.8% 6 5.9% 2 2.2% 57 3.5% 
Trillium Metro  152 16.8% 4 <1% 2 2.0% 2 2.2% 160 10.0% 

Umpqua Health Alliance 22 2.4% 10 2.0% 3 2.9% 1 1.1% 36 2.2% 
Yamhill Community Care 
Organization 

63 7.0% 53 10.5% 6 5.9% 4 4.3% 126 7.8% 

 

 



   

 

DATA REPORT ON THE OREGON SYSTEM OF CARE FOR YOUTH | PAGE 157 

How many primary care providers does Oregon have and where do they work? What 
behavioral health training and continuing education is required? What knowledge do they 
have of behavioral health resources?    

 

Primary care providers (PCPs) are 
physicians (M.D. or D.O.), nurse 
practitioners, physician assistants and 
naturopathic physicians who provide 
­«z­ «z ªJ«JzXªX«º ­Z J É­Äº|Ż´ |XJӃº|ŵ
including preventive, routine and chronic 
care. Primary care providers are important 
for screening, identifying and treating 
behavioral health needs among youth, and 
making referrals to specialists when 
needed. In 2020, there were an estimated 
3,733 PCPs actively serving youth, which is 
a statewide ratio of 3.4 PCPs per 1,000 
youth; ratios vary by county (Figure 
10.2)348: 

Figure 10.2. Primary care providers serving 
children 18 years of age and under, from the 
ǍǋǍǋ 8³Xz­«Ź´ 2 NX«´XT ,XJӁº| $J³X F­³¦Z­³NX
Supply Report348 

 

¶ The counties with the lowest ratio of providers to youth are Yamhill, Polk, and Umatilla.  
¶ Some of the Eastern and more rural counties (Wallowa, Grant, Harney, and Lake) have 

the highest provider-to -population ratios in the state, which is a departure from trends 
observed in other workforces.  
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Figure 10.3. Primary care capacity by service area, from the 2025 Health Care Workforce Needs 
Assessment 349 

 

Education and Training Requirements 

Medical schools include coursework and clinical rotations in psychiatry and behavioral health but 
do not require specific rotations in child psychiatry. Beginning on July 1, 2025, the Accreditation 
Council for Graduate Medical Education (ACGME)350 will require pediatric residents to complete 
four weeks of behavioral health / mental health training during their residency.  The bachelor of 
science in nursing (B.S.N.) degree requires coursework and clinical/simulation experience related 
to J NJºXz­³É NJӃӃXT żN­z« º ÆX-MX|JÆ ­³JӃ |XJӃº|Ž º­ ªXXº º|X ´ºJ«TJ³Tŵ J´ ÇXӃӃ J´ Noursework 
and clinical/simulation experience in community health, research and leadership.350 In graduate 
medical and nursing education, requirements are variable based on the individual specialty. Both 
pediatrics and family medicine have behavioral health requirements. Beginning in July 2025, 
pediatric residents will be required to complete four weeks of behavioral health training during 
their residency.351 Family medicine graduate education requires that behavioral health be a 
longitudinal part of the cur riculum.352 There are also initiatives, guidelines and opportunities for 
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continuing education in behavioral health. In Oregon, there is a dedicated focus on suicide-
related topics:  

¶ House Bill 2315 requires that mental -health-related professional licensing boards include 

mandatory continuing education related to suicide risk assessment, treatment and 
management. The Oregon Medical Board and Oregon State Board of Nursing are not 
part of this requirement; however, the statute recommends that these boards implement 
these guidelines as well.353 

¶ The Oregon Health Authority publishes a list of suggested courses related to suicide 
assessment, treatment and management to support workforce training 
recommendations and requirements.223  

¶ The Oregon Pediatric Society offers a variety of behavioral health webinars. The 
organization also offers Youth SAVE, a suicide screening, assessment, safety planning 
and intervention training program for pediatric providers. 354  

 

Resources for Primary Care Providers 

Each primary care specialty can participate in medical education through their specialtyŻ´ 
professional association. These groups offer continuing medical education opportunities through 
online training, in-person conferences and lectures. Examples of these opportunities include the 
Oregon Council Child and Adolescent Psychiatry (OCCAP) annual $| ӃT³X«Ż´ 5X«ºJӃ ,XJӃº|
Conference355ŵ 8,?C ?N|­­Ӄ ­Z 5XT N «XŻ´  ««ÄJӃ ;XT Jº³ N 5X«ºJӃ ,XJӃº| $­«ZX³X«NX356, and 
Oregon ECHO Network, an educational and community-building experience for health care 
workers.357   

Another resource is the Oregon Psychiatric Access Line (OPAL), which has several specialties, 
including OPAL-K (about kids) and OPAL-DBP (about developmental behavioral pediatrics). 
Provided are free, same-day psychiatric consultation to PCPs across Oregon.202 OPAL-K 
completed 4,496 consultations with Oregon pediatricians from 2020 -2023. Provider satisfaction 
surveys indicate that PCPs feel more equipped to provide mental health care due to OPAL-K.  

While the above resources note what is available for providers to pursue, there is no known 
´Ä³ÆXÉ ­³ ´ºÄTÉ ­Z Ç|Jº °³­Æ TX³´Ż ¦«­ÇӃXTzX  ´ JM­Äº MX|JÆ ­³JӃ |XJӃº| ³X´­Ä³NX´Ÿ 

 

How many specialized intellectual and developmental disabilities (I/DD) workers are serving 
youth and families and where are they working? Where are there gaps in availability?   

 

An array of specialized workers serves the I/DD population to meet clinical, therapeutic and 
personal support needs: 

¶ Medical: Pediatricians, specialty medical doctors, nurses who focus on medical needs 

(commonly include seizures, metabolic, swallowing and respiratory problems).  
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¶ Allied Health Professions:  Occupational therapists, speech-language pathologists, 
physical therapists, mental health therapists and other health care workers who provide 
treatment to individuals with I/DD . 

¶ Behavior Professionals: Board-certified behavior analysts (BCBA), assistant behavior 

analysts and behavior analyst interventionists deliver applied behavior analysis to youth 
with autism spectrum disorder358; other behavior professionals utilize the Oregon 
Intervention System359 to deliver positive behavior supports to youth with intellectual 
and developmental disabilities and provide consultation to families.360 

¶ In-Home Care Workers: Personal support workers (PSW) and direct support 
professionals (DSP) help youth and families with daily activities. Assistance may include 
personal care, meal preparation and light housekeeping. 

¶ Personal Agents: For individuals ages 18 and older with I/DD, assisting with a variety of 
needs to help individuals Ӄ ÆX  «TX°X«TX«ºӃÉ  « º|X ³ ­Ç« ­³ º|X ³ ZJª ӃÉŻ´ |­ªX  « º|X
community; provide high-level case management and support. Support services 
brokerages are private organizations and data on these services was not obtained.361 

While the team was unable to obtain data on I/DD specialization within the broader medical 
professions (medical doctors, nurses and allied health professions), 219 behavior professionals 
were registered in Oregon as of December 2024.360 Insurance coverage for these services varies 
by provider and the percentage of those who serve youth and families is not indicated.  

Around half of all youth and young adults served by ODDS have in-home care workers, and will 
often have multiple DSPs and/or PSWs working with them. Payment and hiring pathways for 
these roles differ. PSWs are hired directly by individuals and use the ODDS billing system; 
therefore, ODDS has more direct data available for this worker type. DSPs are employees of in-
home agencies, which are paid by ODDS to provide in-home services to individuals requesting 
them. It is the responsibility of the agencies to provide DSPs for individuals, bill for services 
rendered and handle all payments to the workers. Individuals and/or their guardian can decide 
whether they want a PSW or an agency to provide DSPs for their in-home care needs.   

The number of individuals ages 0 to 25 who received in-home services by a PSW and/or DSP is 

presented below (Table 10.5).  

 

Table 10.5. Number of individuals ages 0-25 who received in-home services by a personal support 
worker (PSW) or direct support professional28, 30 

 2020  2021  2022  2023  

Individuals who received DSP or PSW services 7,610 7,882 8,182 9,157 

% of total served by ODDS 48% 48% 49% 52% 

 

All PSWs must be credentialed before they can be authorized to provide services to any individual. 
The data in the following tables  indicates how many PSWs are actively credentialed, the number 
of authorizations for individuals to have a PSW and the ZIP codes of those individuals, which 
serves as proxy for where PSWs are working. 
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Table 10.6. Total number of personal support workers (PSW) with credentials and authorizations by 
year 28, 30 

 2020 2021 2022 2023 

PSWs with active credentials through ODHS to 
provide in-home care 

26,251 24,956 21,401 19,455 

PSWs with an authorization to provide services to a 
specific individual for in -home care 

11,238 9,778 8,339 6,757 

 

Table 10.7. Total number of personal support workers (PSW) with individual authorizations by age 
group* by year 28, 30 

 2020 2021 2022 2023 2024 
Age 0-17 6,140 5,104 4,224 3,257 2,531 

Age 18-25 5,798 5,236 4,646 3,878 3,165 
*Individuals aging from 17 to 18 years old are counted in both age categories. 

 

Table 10.8. Total number of personal support workers (PSW) working in each county, quarter 
10/01/2024  Ƈ12/31/2024  28, 30 

County PSWs  County PSWs  County PSWs  County PSWs 

Baker 7  Douglas 62  Lane 367  Sherman 2 

Benton 30  Grant 6  Lincoln 47  Tillamook 36 

Clackamas 437  Harney 15  Linn 118  Umatilla 136 

Clatsop 19  Hood River 26  Malheur 24  Union 38 

Columbia 39  Jackson 73  Marion 375  Wallowa 3 

Coos 72  Jefferson 22  Morrow  15  Wasco 37 

Crook 7  Josephine 32  Lake 8  Polk 128 

Curry 3  Klamath 96  Multnomah  799  Washington 377 

Deschutes 83  Lake 8  Polk 128  Yamhill 116 

 

ODDS reports that they are seeing an increase in individuals receiving in-home services, but a 
decrease in PSWs. They are also seeing an increase in the number of agencies with DSPs 
authorized to provide in-home care. This is believed to be related to PSWs moving into the role 
of DSPs, but there is not a way to track that change in roles.  

Overall, in-home care workers are often hindered by challenges such as low wages, limited 
benefits and high turnover, which affect the  consistency and quality of care, increase the 
workload for remaining staff and elevate the risk of  medication errors, injuries and abuse for 
people with I/DD. 362 
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What does cultural diversity look like in the system of care workforce? Is there an accurate 
representation of people of color and other minorities? Are there any underrepresented 
groups?   

 

Cultural diversity in the workforce is imperative to meeting the needs of those on the receiving 
end of services and supports. When the providers and staff at all levels of services are adequately 
trained, practice cultural humility and possess cultural similarities to those being served, it can 
positively impact the experiences of the youth and their families.   

A|X 8³Xz­« ,XJӃº| $J³X F­³¦Z­³NX 6XXT´  ´´X´´ªX«º ǏǍǏǒ ³X°­³º´ º|Jº 8³Xz­«Ż´ °³ ªJ³É NJ³X
workforce is less racially and ethnically diverse than the general population and indicates which 
populations are underrepresented (Figure 10.4).349 It reflects similarly in the substance use 
disorder and mental health workforces. 

 

Figure 10.4. Race and ethnicity of the behavioral health workforce in Oregon, from the 2025 Health 
Care Workforce Needs Assessment 349 

 

The Oregon Mental Health Regulatory Agency Diversity Study outlined several important 
findings related to diversity of the workforce, presented in Figure 10.5.363 Factors that limit 
diversity in the workforce are presented in Figure 10.6.  
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Figure 10.5. Key findings from the Oregon Mental Health Regulatory Agency Diversity Study363  

żMental health professionals in Oregon are less racially and ethnically diverse than the mental health 
professions in the nation.  About 79% of mental health professionals in the United States identify as 
white alone compared to 93% in Oregon. Proportionally, there are seven times as many Black mental 
health professionals nationally compared to in  8³Xz­«ŸŽ 

ż8³Xz­«Ż´ ªX«ºJӃ |XJӃº| °³­ZX´´ ­«JӃ´ J³X JӃ´­ ӃX´´ ³JN JӃӃÉ J«T Xº|« NJӃӃÉ T ÆX³´X º|J« º|X °­°ÄӃJº ­«
of Oregon.  M­Äº Ǔǒӆ ­Z 8³Xz­« ³X´ TX«º´  TX«º ZÉ J´ Ç| ºX N­ª°J³XT º­ ǔǐӆ ­Z 8³Xz­«Ż´ ªX«ºJӃ
health professionals. Every race and ethnicity group except white is underrepresented in the 
°³­ZX´´ ­«´ ³XӃJº ÆX º­ º|X ³ °³­°­³º ­«  « 8³Xz­«Ż´ °­°ÄӃJº ­«ŸŽ 

żMost mental health professionals in Oregon are women  (75%), which is similar to national patterns.  
 M­Äº |JӃZ ­Z 8³Xz­«Ż´ °­°ÄӃJº ­«  ´ ZXªJӃXŸŽ 

ż8³Xz­«Ż´ ªX«ºJӃ |XJӃº| °³­ZX´´ ­«JӃ´ J³X ӃX´´ T ÆX³´X  « ºX³ª´ ­Z ӃJ«zÄJzX´ ´°­¦X« Jº |­ªX º|J«
the population of Oregon . For example, 9% of Oregonians speak Spanish at home, but only 6% of 
8³Xz­«Ż´ ªX«ºJӃ |XJӃº| °³­ZX´´ ­«JӃ´ T­ŸŽ 

 

Figure 10.6. Factors that support or hinder diversity in the mental health professions, from the 
Oregon Mental Health Regulatory Agency Diversity Study363 

 
*Percentages represent the proportion of mental health professionals in Oregon that endorsed factors that either promote (support) or limit (hinder) 
diversity in the workforce. 
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Improving Cultural Aspects of Services for BIPOC Youth and Families 

A 2022 report released by the National Alliance on Mental Illness (NAMI) Multnomah chapter  
outlined recommendations that youth made to improve the diversity and cultural  
humility/competence of staff. 268 Recommendations included diversifying the workforce by 
advertising outside of White communities and spaces to meet the need for more providers of 
color and staff with more cultural responsiveness, including religious diversity. Youth stated a 
desire for Black advocates who understand BIPOC struggles and providers who have a better 
understanding of personal needs, such as hair and skin care, hygiene and food. Parent participants 
in the study expressed a desire for culturally specific peer support early in the treatment process, 
as well as culturally specific workers on site at every point of contact, starting with intake into 
services, and every level of the organization, including administration. 

The NAMI Multnomah report describes negative impacts of a non-diverse workforce, from not 
addressing racism toward BIPOC youth by other youth and staff, Black youth suffering more 
severe punishments for breaking rules, reduced communication and engagement from staff with 
youth or families whose primary language is not English, and misdiagnosis of neurodivergent 
BIPOC youth.268 An appropriately diverse workforce that represents the diversity of the 

individuals it serves would serve as an antidote to these and other reported harms.   

 

What are some regulations in place regarding workplace safety? What are some resources 

available for burnout and stress? Are some groups unable to access resources? Are there 
some workplaces without safety regulations?   

 

Federal Occupational Safety and Health Administration (OSHA) safety regulations apply to the 
workforce described in this report. 364 Employees of state and local governments are not covered 
Ä«TX³ º|X ZXTX³JӃ 8?, ³X²Ä ³XªX«º´ŵ MÄº 8³Xz­«Ż´ ´ºJºX °ӃJ« XÈºX«T´ N­ÆX³JzX º­ º|X´X
individuals.365 Individual employers may have workplace safety policies in addition to the state 
OSHA regulations; however,  TX«º ZÉ «z XJN| JzX«NÉŻ´ Ç­³¦°ӃJNX ´JZXºÉ ´ºJZZ J«T ­MºJ « «z
information from them was not feasible within the timeline of this report   

A|X $X«ºX³ Z­³ ,XJӃº| ?É´ºXª´ (ZZXNº ÆX«X´´Ż Ǝ$,?(Ə ³X°­³º ­« 8³Xz­«Ż´ ªX«ºJӃ |XJӃº|
Ç­³¦Z­³NX N³ ´ ´ Z­Ä«T º|Jº °³­Æ TX³´ ­ZºX« XÈ°X³ X«NX ż| z| NJ´X MÄ³TX« J«T JNÄ ºÉŵ  «ºX«´ ÆX
and inflexible schedules, frequent rotations on crisis calls, and insufficient supervisory 
support.Ž366 A|X ³X°­³º ZÄ³º|X³ ´ÄzzX´º´ º|Jº żº|X ӃXJ´º-resourced settings, such as community 
mental health programs, often treat inappropriately high-JNÄ ºÉ NӃ X«º´ŵŽ ӃXJT «z º­  «XÈ°X³ X«NXT
clinicians working with the most complex, high-need clients.366 

Provider-recommended strategies to help mitigate these challenges are presented in Figure 10.7. 
Implementation and utilization of these strategies statewide is not known.  
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Figure 10.7. Strategies to mitigate burnout and improve recruitment and retention, recreated from 
the Center for Health Systems Effectiveness Workforce Report366 

Financial incentives for recruitment and retention  

¶ Loan repayment options 

¶ Tax credit programs  

¶ Sign-on and retention bonuses 

¶ Benefits like health care, paid leave, childcare and housing support 

Education and training programs 

¶ Increasing training program slots 

¶ Increasing opportunities for culturally specific training  

¶ Changing hiring requirements 

¶ Education programs that are inclusive and culturally responsive 

¶ Funding for federally qualified health centers (FQHCs) and other under-resourced 
settings to support internships  

¶ Elevating the value of careers in substance use and mental health services 

Practice-oriented tactics  

¶ Supporting the telehealth infrastructure and reimbursement  

¶ Licensure, certification and scope of practice changes 

¶ Broadening potential for reimbursement across provider and payer types 

¶ Reducing administrative burdens and delays 

¶ Paperwork parity with primary care and other practice specialties and settings  

 

 

 

 

ż*³­ª Ç|Jº . «­º NXTŵ  º ´XXªXT ´ºJZZ J³X«Żº JMӃX º­ ´JÉ Ç|JºŻ´ «­º Ç­³¦ «z ­³ º­
J ³ J«É z³ XÆJ«NX´Ÿ . «­º NXT º|X³XŻ´ J |ÄzX Jª­Ä«º ­Z ºÄ³«­ÆX³Ÿ .º ´XXª´ XJ´ X³
¤Ä´º º­ ª­ÆX ZJN Ӄ º X´Ÿ 6­M­TÉ º³ XT º­  ª°³­ÆX ­³ Z È Ç|JºŻ´ «­º Ç­³¦ «zŸ A|XÉ

just move to  J«­º|X³ °ӃJNXŸŽ 

Ƈ Parent describing their experience  
with psychiatric residential treatment facilities268 
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How many providers have been charged with abuse or neglect due to an event that 
occurred in the workplace?  

 

Oregon providers may be charged with abuse or neglect due to an event occurring in the 
workplace, if an investigation finds it to be substantiated.  

Figure 10.8 displays the number of investigations and substantiated abuse claims reported by 
ODHS.367 Data is broken down by provider type. One important consideration when interpreting 
the chart is the passing of Senate Bill 710 in 2021, which modified the allowed and prohibited 
use of restraints by certain providers in certain non-familial settings.368   

 

Figure 10.8. Investigations and substantiated abuse claims reported by Oregon Department of 
Human Services367, 2020 to 2024  

 

CCA (child-caring agencies): private agencies/organizations licensed by ODHS to provide care and services to youth; this includes residential facilities, 
day treatment programs and youth shelters.   
Daycare: licensed daycare facilities. 
I/DD: includes 24-hour group homes and ODDS-licensed foster care homes. 



   

 

DATA REPORT ON THE OREGON SYSTEM OF CARE FOR YOUTH | PAGE 167 

How many coordinated care organizations and private carriers are meeting network 
adequacy standards for specialty behavioral health services for youth by service type? Are 
there any disparities regarding network adequacy standards for behavioral health services?   

 

Network adequacy standards aim to ensure that individuals can access the care they need within 
J ³XJ´­«JMӃX T ´ºJ«NX ­Z º|X ³ |­ªXŸ ż6XºÇ­³¦Ž ³XZX³´ º­ º|X z³­Ä° ­Z T­Nº­³´ J«T ­º|X³ °³­Æ TX³´
º|Jº J °ӃJ« Ç­³¦´ Ç º| J«T ż«XºÇ­³¦ JTX²ÄJNÉŽ ³XZX³´ º­ Ç|Xº|X³ that group is sufficient in 
«ÄªMX³´ J«T Ӄ­NJӃX º­ º|X °ӃJ«Ż´ ªXªMX³´Ÿ 

The determination of network adequacy depends on rurality, which is broken down into urban 
versus rural (as of 2024, there are four rurality designations).369 Prior to 2024, network adequacy 
ÇJ´ TXZ «XT J´ żǎǍǍ °X³NX«º ­Z ªXªMX³´ Ç º| « ǐǍ ª ӃX´ ­³ ǐǍ ª «ÄºX´ ­Z J °³­Æ TX³  « Ä³MJ«
settings, and 100 percent of members within 60 miles or 60 minutes of a provider in rural 
settings.Ž370 Table 10.9 shows the percentage of CCO members with adequate access to services 
by geographic designation; substantial noncompliance is considered 95% and below.  The DAETA 
team was unable to obtain this data from private commercial carriers due to report time 
constraints.  

 

Table 10.9. Percentage compliant with time and distance network adequacy standards, as of January 
2023 369 

 Pediatric Mental 
Health Provider  

Pediatric Substance 
Use Providers 

Urban Rural Urban Rural 

Coordinated Care Organization %  %  %  %  

Advanced Health N/A  100% N/A  92.2% 

AllCare CCO 100% 100% 0% 0% 

Cascade Health Alliance N/A  100% N/A  100% 

Columbia Pacific CCO 100% 100% 92.3% 100% 

Eastern Oregon CCO 0% 98.6% 0% 98.4% 

Health Share 100% 100% 100% 100% 

InterCommunity Health Network  100% 100% 100% 100% 

Jackson Care Connect 100% 100% 100% 100% 

PacificSource Community Solutions: Central Oregon 100% 100% 100% 100% 

PacificSource Community Solutions: Columbia Gorge N/A  100% N/A  100% 

PacificSource Community Solutions: Lane 100% 100% 100% 100% 

PacificSource Community Solutions: Marion Polk 100% 100% 100% 100% 

Trillium Community Health Plan: North  100% 100% 100% 100% 

Trillium Community Health Plan: South 100% 100% 100% 100% 

Umpqua Health Alliance N/A  100% N/A  99.9% 

Yamhill Community Care Organization 100% 100% 100% 100% 



   

 

DATA REPORT ON THE OREGON SYSTEM OF CARE FOR YOUTH | PAGE 168 

However, youth and family experiences do not always reflect what is reported by CCOs, and 
issues regarding access are persistent. The OHA Ombuds Program 2023 Year End Report 
described successes and concerns about network adequacy and OHP member access to 
behavioral health providers when they need them. The report praises increased financial  
investments and expanded home and community services (specifically Mobile Response and 
Stabilization Services and Intensive In-Home Behavioral Health Treatment) but points out that 
investments in youth mental health are far less than adult mental health investments and 
insufficiency in the reported network adequacy remains a problem.371 

Some concerns raised include provider directories being out of date, ³X´ÄӃº «z  « żz|­´º «XºÇ­³¦´,Ž
providers who may have accepted OHP at one time but no longer accept this insurance, and 
providers that may not still be open for business or taking new patients.371 

 

How do compensation packages for the mental health workforce compare to other states 

with similar geography and population? Are there any disparities regarding compensation 
packages?   

 

Oregon and national median wages for various behavioral health professions are presented in 
Table 10.10. A study by the Oregon Mental Health Regulatory Agency found that behavioral 
health counselors made higher wages in the more urban areas of the state, with the highest wages 
observed in Clackamas County and the Portland Tri-County Area. The areas with the lowest 
wages were in the South-Central area of the state. 

 

Table 10.10. Median hourly wage of the behavioral health workforce  

Occupation  Oregon  United States 

Behavioral health counselor $30 $26 

Behavioral health social worker $28 $27 

Clinical and counseling psychologist $61 $46 

Mental health peer $18 $23*  

Psychiatrist  $138 $124 

Qualified mental health associate (QMHA)  $21 N/A  

Qualified mental health professional (QMHP) $30 N/A  

Substance use disorder counselor (including CADC) $22 N/A  

Substance use disorder peer $18 $23*  

Sources: 2023 U.S. Bureau of Labor Statistics372 , 2021 Mental Health & Addiction Certification Board of Oregon Workforce Survey373 , Mental Health 
Regulatory Agency363 

* A|X CŶ?Ŷ #Ä³XJÄ ­Z 2JM­³ ?ºJº ´º N´ z³­Ä°´ °XX³´ Ç º| ­º|X³ °³­ZX´´ ­«´ Ä«TX³ źN­ªªÄ« ºÉ |XJӁº| Ç­³¦X³´ŴŻ Ç| N| |JT J ªXT J«hour wage of $23 in 
2023 374  
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The CHSC attributes variability in wages to366: 

¶ Education: individuals with higher education levels may earn higher wages 

¶ Years of experience: more experienced staff may earn higher wages 
¶ Type of agency: community-based and public workers may earn lower wages 
¶ Region: Portland area counselors/therapists have slightly higher wages than the state 

median 

Another concern that CHSE outlines is the discrepancy between Oregon employers and national 
companies in the private sector.366 Over the last few years, a significant increase in telehealth 
services that offer remote behavioral health jobs with larger private companies are attractive to 
workers seeking more competitive compensation packages, increased flexibility and lower acuity 
caseloads. The report makes substantive recommendations for achieving a living wage for all 
types of mental health workers and moving toward increased wage equitability among the 
physical health and mental health workforces.  

 

Cost of Living in Oregon 

Cost of living numbers can vary depending on locale, categories of expenses and the date when 
numbers are calculated. Oregon is consistently ranked as having a higher cost of living than the 
«Jº ­«JӃ JÆX³JzXŸ  NN­³T «z º­ >Jª´XÉ ?­ӃÄº ­«´ŵ J Z «J«N JӃ N­«´ÄªX³ XTÄNJº ­« z³­Ä°ŵ 8³Xz­«Ż´
2023 statewide cost of living was 16% higher than the national average, Portland was 22% higher 
and housing costs were 56% higher.375 

 

What student loan forgiveness options are available to the Oregon mental health workforce 
and what is the utilization/forgiveness rate? Are there some groups unable to access 
student loan forgiveness?    

 

A recent study found that loan repayment programs are an important and effective tool to 
address the behavioral health workforce shortage. A non-exhaustive list of loan forgiveness 
options for government workers and those working at a 501(c)(3) nonprofit organization is 
presented below. In addition to the national and state programs outlined, there are also many 
employer-specific loan forgiveness opportunities.  

Oregon Behavioral Health Loan Repayment Program (OBHLRP)376 

The OBHLRP is available to licensed behavioral health providers, certified behavioral health 
providers and traditional health workers in Oregon. The program awards funds to repay 
undergraduate and postgraduate loan debt in exchange for two years of service to underserved 
N­ªªÄ« º X´Ÿ A|X °³­z³Jª ÇJ´ ӃJÄ«N|XT J´ °J³º ­Z 8, Ż´ #X|JÆ ­³JӃ ,XJӃº| F­³¦Z­³NX
Incentives program.377 It received over 2,000 applications and awarded available funding to 281 
individuals, for a total of around 15 million dollars .378 

  

https://www.oregon.gov/oha/hsd/amh/pages/loan-repayment.aspx
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Public Service Loan Forgiveness (PSLF)379 

PSLF is available to individuals who work full-time in public service. After the individual makes 
120 qualifying payments on their loan (while working for the employer), the remaining balance is 
forgiven. As of June 2023, 11,420 Oregonians have received loan forgiveness through this 
program, for a total of $732.5 million dollars forgiven. 379 

National Health Service Corps (NHSC) Loan Repayment Programs380 

NHSC Loan Repayment programs are available to licensed health professionals who work at a 
qualifying site in a Health Professional Shortage Area (HPSA). There are more than 200 NHSC-
approved sites in Oregon (OHA). From 2011 to 2020, the NHSC awarded more than 48,000 loan 
repayment awards; data is unavailable by year and state.381 

Substance Use Disorder Treatment and Recovery Loan Repayment Program (STAR) 

The STAR loan repayment program offers loan forgiveness to SUD clinicians and community 
health workers (including peers and recovery specialists) working at an approved facility in an 
HPSA county with a drug overdose mortality rate greater than the national average. It offers up 
to $250,000 in exchange for a six-year service commitment.  

Pediatric Specialty Loan Forgiveness Program382 

The Pediatric Specialty Loan Forgiveness Program is available to child-serving behavioral health 
providers, including physicians, psychologists, social workers, therapists and counselors. Up to 
ƨǎǍǍŵǍǍǍ ­Z Ӄ­J« Z­³z ÆX«X´´  ´ °³­Æ TXT Z­³ º|³XX ÉXJ³´Ż Ç­³¦ in a facility in a HPSA, medically 
underserved area or for a medically underserved population.  

 

What academic programs are available in Oregon for behavioral health workforce capacity 

building? Where are these located and what types of programs are available? Where are 
there gaps in the availability of these programs?    

 

There are many different types of academic programs that can contribute to the education and 
training of the behavioral health workforce. This section discusses different types of programs 
throughout Oregon.  

Community colleges and universities are located throughout the state (Figure 10.9).384 Most 
programs are in the Portland Metro Area and the western half of the state. The southeast portion 
of the state has very few colleges and universities.  

Note: Oregon-based programs are included below. Information on certificates and degrees that 
can be obtained online is not presented.  

There are 17 community colleges in Oregon, which offer certificate programs and two -year 
degrees preparing individuals to enter the workforce or continue their studies. 385 One innovative 
program at Central Oregon Community College trains students to become certified peer support 
specialists.386 A|X °³­z³Jª  ´ Ӄ­Ç MJ³³ X³ J«T T­X´«Żº ³X²Ä ³X J | z| ´N|­­Ӄ T °Ӄ­ªJ ­³ J«É
academic prerequisites.   

https://studentaid.gov/manage-loans/forgiveness-cancellation/public-service
https://nhsc.hrsa.gov/loan-repayment
https://www.oregon.gov/oha/hpa/hp-pco/pages/nhsc-lrp.aspx
https://bhw.hrsa.gov/funding/apply-loan-repayment/star-lrp
https://bhw.hrsa.gov/funding/apply-loan-repayment/pediatric-specialty-lrp/facility-eligibility
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There are 18 public and private universities . These universities offer a number of programs that 
prepare individuals to join the behavioral workforce. Examples include bachelor's degrees in 
Addiction Counseling/Services, Behavioral Sciences, Child Development, Community Behavioral 
Health, Counseling, Psychology and Social Work. The Ballmer Institute at the University of 
Oregon is a new program with a primary objective of bolstering the behavioral health 
workforce. 387 The program offers a bachelorŻs degree in child behavioral health and focuses on 
preparing graduates to provide evidence-based behavioral health intervention to children and 
adolescents.   

Seven universities offer advanced degrees in behavioral health fields (Table 10.11). Most 
programs are in the Portland Metro Area and along the I-5 corridor.  

There are four advanced medical training programs related to child behavioral health.  Oregon 
Health & Science University has a Psychiatric Mental Health Nurse Practitioner program (not 
specific to youth) and fellowship programs in Developmental Behavioral Pediatrics and Child and 
Adolescent Psychiatry.388,389 Samaritan Health has a fellowship program in Child and Adolescent 
Psychiatry.390  

 

Table 10.11. Oregon graduate programs in the behavioral health field 

University  Location  Programs Offered  

George Fox 

University391 

Newberg M.A. in Clinical Mental Health Counseling 
M.A. in Marriage, Couple and Family Counseling 
Master of Social Work (M.S.W.) 
Psy.D. in Clinical Psychology 

Lewis and 
Clark 

University392 

Portland M.A. in Professional Mental Health Counseling (optional specializations 
in Addictions, Eating Disorder Treatment) 
M.A. in Marriage, Couple & Family Therapy 
Ed.S. in School Psychology 

Oregon 
Health & 
Science 

University393 

Portland Dual Master of Public Health (M.P.H.) & Master of Social Work (M.S.W.) 
Ph.D. in Clinical Psychology 
M.D. / D.O. Residency in Psychiatry 
M.D. / D.O. Fellowship in Child & Adolescent Psychiatry 

Oregon State 

University394 

Corvallis Ph.D. in Psychology 

Pacific 

University395 

Forest 
Grove 

M.A. in Applied Clinical Psychology 
Ph.D. in Clinical Psychology 
Psy.D. in Clinical Psychology 

Portland 
State 

University396 

Portland Master of Social Work (M.S.W.) 
Ph.D. in Applied Psychology 

University of 

Oregon397 

Eugene M.S. in Psychology 
M.S. in School Psychology 
Ph.D. in Clinical Psychology 
Ph.D. in Counseling Psychology 
Ph.D. in School Psychology 

https://www.georgefox.edu/admission/graduate/programs.html
https://www.georgefox.edu/admission/graduate/programs.html
https://graduate.lclark.edu/departments/counseling_psychology/
https://graduate.lclark.edu/departments/counseling_psychology/
https://graduate.lclark.edu/departments/counseling_psychology/
https://www.ohsu.edu/school-of-medicine/psychiatry
https://www.ohsu.edu/school-of-medicine/psychiatry
https://www.ohsu.edu/school-of-medicine/psychiatry
https://www.ohsu.edu/school-of-medicine/psychiatry
https://liberalarts.oregonstate.edu/sps/psychology/graduate-psychology
https://liberalarts.oregonstate.edu/sps/psychology/graduate-psychology
https://www.pacificu.edu/academics/colleges/college-health-professions/school-graduate-psychology?gad_source=1&gclid=CjwKCAiAyJS7BhBiEiwAyS9uNZKcaX65UH_YBNPmnuMMa98Il8nzlzOokrP_rFlRcUbj0Kt8KJDATxoCBZ8QAvD_BwE
https://www.pacificu.edu/academics/colleges/college-health-professions/school-graduate-psychology?gad_source=1&gclid=CjwKCAiAyJS7BhBiEiwAyS9uNZKcaX65UH_YBNPmnuMMa98Il8nzlzOokrP_rFlRcUbj0Kt8KJDATxoCBZ8QAvD_BwE
https://www.pdx.edu/academics/programs/graduate/psychology
https://www.pdx.edu/academics/programs/graduate/psychology
https://www.pdx.edu/academics/programs/graduate/psychology
https://naturalsciences.uoregon.edu/psychology/graduate-programs
https://naturalsciences.uoregon.edu/psychology/graduate-programs
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Figure 10.9. Colleges in Oregon, from Oregon Goes to College384 
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At public institutions, what percent age of students are in-state versus out of state? What 
percentage of students stay in Oregon and join the workforce?   

 

The percentage of in-´ºJºX ³X´ TX«º´ JººX«T «z 8³Xz­«Ż´ °ÄMӃ N N­ªªÄ« ºÉ N­ӃӃXzX´ J«T
universities has remained relatively consistent over time (Table 10.12).398  

The Post-Secondary Employment Outcomes Explorer created by the United States Census 
Bureau provides insight to where Oregon graduates are working five years after obtaining their 
degrees.399 An estimated 69% of Oregon graduates in system-related fields, including social 
sciences, psychology, health professions and related programs, education, public administration 
and social service professions are working in Oregon five years after graduation (Figure 10.10).399  
Estimates for masterŻs-level professionals who stay in Oregon are higher at 75% but more driven 
by the large number of education graduates (Figure 10.11).399 Doctorate -level estimates only 
include health professions and related programs, with 71% of graduates working in Oregon five 
years after graduation (Figure 10.12).399 Notably, a large number of doctorate-level individuals 
remaining in Oregon are not working in the health field and are instead working in retail trade 
(42%).399 

 

Table 10.12. Percentage of students who are in-state Oregon residents398  

 2020-2021  2021-2022  2022-2023  2023-2024  

Community colleges 92.9% 93.3% 93.6% 94.2% 

Public universities 64.6% 64.8% 64.3% 64.8% 

 

Figure 10.10. Flow of Oregon bachelorŹs-level graduates, by program and industry/geography five 
years after graduation, from the Post-Secondary Employment Outcomes Explorer399 
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Figure 10.11. Flow of Oregon masterŹs-level graduates, by program and industry/geography five 
years after graduation, from the Post-Secondary Employment Outcomes Explorer399 

 

 

Figure 10.12. Flow of Oregon doctorate-level graduates, by program and industry/geography five 
years after graduation, from the Post-Secondary Employment Outcomes Explorer399 

 

 




































































































