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Introduction
Multnomah Mental Health is Multnomah County’s behavioral health plan and a member of the
coordinated care organization, Health Share of Oregon. Health Share of Oregon (HSO) is
comprised of a variety of health plans, agencies and Multnomah, Washington and Clackamas
Counties. As a risk accepting entity (RAE) MMH manages the Oregon Health Plan behavioral
health benefit of HSO enrollees in Multnomah County. As of December 2014 there were 135,571
OHP members enrolled in HSO/MMH, a 50% increase from the prior year.
Multnomah Mental Health (MMH) is a part of the county’s Mental Health and Addiction Services
Division (MHASD). MHASD also manages the community mental health program (CMHP) in
Multnomah County, as well as delivering care directly through programs for children, youth and
families. In addition to MMH members, MHASD programming serves uninsured and under; crisis
and safety net services are available to all 740,000 residents of the county. Over 35,000 residents
are served each year.
This document is MHASD’s annual report on the results of the Medicaid quality indicators and
system of care changes measured in 2014. The report is submitted to MHASD leadership, MHASD
advisory boards, and Health Share of Oregon. It is used to improve the quality of services provided
to MMH members.
The 2014 Annual Medicaid Quality Report contains three sections. Section one, 2014 Multnomah
Mental Health Quality Indicators, is an overview of system changes, incentive measures, and
utilization for the year. Section two, Multnomah Mental Health Dashboard, is a table of key
performance indicators used to monitor the system of care from fiscal year 2012 to fiscal year 2014.
When possible, the dashboard includes information for calendar year 2014. Section three contains
system of care recommendations presented by MHASD advisory committees.

Mental Health System Changes
Implementation of the Affordable Care Act (ACA) in Oregon resulted in major changes to the health
care system in the tri-county region (Multnomah, Clackamas and Washington counties). MMH
anticipates this will continue into future fiscal years as the existing alternative payment structures
change to accommodate risk corridors and a pay for performance methodology.
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As part of these system changes, the three counties developed a regional committee to in
standardize various processes for their shared provider network. The committee made significant
headway in FY13 and implemented key improvements in FY14.





Standardized mental health provider fee schedule (effective 1/1/2014)
Standardized Level of Care (LOC) criteria
Level of Care training for providers began November 2013. Over 200 individual providers
attended regionally sponsored sessions
Regional compliance policies and procedures and provider training including:
o Encounter Data Validation
o Fraud, Waste and Abuse
o Ensuring Timely Access to Services

Regional improvement processes underway in FY15 include:


Regional compliance policies and procedures including:
o Credentialing and Re-credentialing of network and out-of network providers
o Client Rights and Responsibilities
o Provider Overpayment Procedures
o Certificate of Approval
o New Client Access Monitoring
o Use of Mental Health Interns

Regional Outcomes Based Care Initiative led by Provider Association








Evaluation of proposed outcome tools that monitor and assess patient progress in mental
health care.
Approved set of regional outcome instruments
Initiation of Phase One, Part A Treat to Target
o Establishing Readiness
o Participation in selection of outcome tool
o Implement at least one tool by 1/31/15
o Commitment from leadership to ensure clinical staff have received training on
outcome based care and are actively using the tool(s) with their clients
Standardize utilization practices for adult services
Standardize utilization practices children’s Wraparound services
Multnomah and Washington counties will demonstrate fidelity to Wraparound model

Regional improvements planned for the future include expanding the community participatory
planning processes in Multnomah County.
Provider agencies are key partners in improving the system of care in the tri-county region. The
three counties meet regularly with provider staff and management, in a variety of settings, to
support successful implementation of system changes.
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Changes to the Addiction System
Healthcare transformation is also changing the Medicaid addiction treatment system. Multnomah
Mental Health now manages the residential addiction treatment benefit while the physical health
plans continue to manage the outpatient addiction system.
Prior to Medicaid expansion, the majority of addiction treatment funding paid for the care of
uninsured individuals. Now that Medicaid expansion is under way, the population of individuals
without insurance has is shrinking and MHASD is able to redirect funds to other addiction services,
including recovery supports not reimbursed by Medicaid. MHASD amended its addiction
treatment provider contracts in March 1, 2014 to allow providers flexibility to provide services that
help individuals maintain sobriety, such as childcare, housing, and peer mentors.
MHASD is encouraging addiction treatment providers to use the increased flexibility to build and
augment intensive outpatient and day treatment programs with the ultimate goal of reducing
residential lengths of stay and, subsequently, waitlists for that level of care.
Utilization for residential placements went up from 901 in FY 13 to 1221 in FY 14. MHASD will
determine quality benchmarks for the addiction system after it adjusts its infrastructure to
accommodate the Medicaid expansion.

SECTION ONE: 2014 MULTNOMAH MENTAL HEALTH QUALITY INDICATORS
Crisis Services
All aspects of MHASD’s crisis system of care have seen an increase in utilization this reporting
period: the Urgent Walk-in Clinic (UWIC) increased by 30%. Mobile Crisis decreased by 11% from
the prior fiscal year. This reporting period includes the additional staffing added to the programs
from the State Addictions and Mental Health (AMH) crisis grant awarded in late FY14. Although
the grant increased the number of professional counselors and peer specialists working in these
crisis programs, both programs report they are at capacity as currently staffed. The decrease in
Mobile Crisis could be attributed to the full implementation of the Intensive Transition Team (ITT)
and the resulting decrease in mobile crisis calls for highly acute clients served by this team.
The volume of crisis calls to the Multnomah County Call Center increased by approximately 1% this
reporting period. However, call volume overall have increased approximately 30%. MHASD will
add staffing to respond to the increased call volumes and corresponding work load. Much of the
increase in call volume can be attributed to media coverage and the growing public awareness that
the Crisis Call Center is a valuable resource serving the region for mental health support and
information.
MHASD collaborates with system partners to strengthen coordination of crisis services. Partners
include:




City of Portland/Portland Police Bureau
Bureau of Emergency Communications (9-1-1)
Multnomah County Sheriff
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Corrections Health Department of Community Justice
Aging, Disabilities and Veteran’s Services
Lines for Life

These collaborations have increased community awareness of the mental health crisis services and
diverted people away from unnecessary hospitalization or police involvement and into treatment.
Contact points are now formally established among these agencies This is leading to more efficient
communication and appropriate responses for those that are experiencing a behavioral health
crisis, and initially engaged by an alternative public response program. Individuals are being
connected to the most appropriate level of service more quickly. These collaborations have also
increased community awareness of the mental health crisis services that are available to the
community and how to best to access these services.

Adult Hospitalizations
Implementation of the ACA resulted in both a large change in MMH enrollees and a significant
change in population characteristics. The change is evident in the decreased rate of inpatient
discharges per thousand members per month immediately following expansion. Future MMH
monitoring of hospitalization rates will measure ACA members separately from non-ACA members
as well as the total plan rate shown in the following chart.
In FY14 there was an average of 14
adults and two children hospitalized
All Inpatient Discharges PTMPM
30.0
on a daily basis. As of April 2015 the
daily average has increased to 15
25.0
adults and three children. The
20.0
increase in the daily average is largely 15.0
due to increases in membership.
10.0
MMH participated in many meetings
5.0
with our Regional RAE partners and
0.0
with local hospitals to standardize
FY01 FY02 FY03 FY04 FY05 FY06 FY07 FY08 FY09 FY10 FY11 FY12 FY13 FY14 FY15
authorization practices and this work
to
date
still continues. Multnomah County
and MMH have invested significant
resources in community alternatives to inpatient care for adults such as respite and the Crisis
Assessment and Treatment Center (CATC). In 2014 the average daily census at CATC was 14 adults
and the eight respite beds MMH contracts for have an average daily census of 6. Given that MMH
contracts still have existing unused diversion capacity it is likely that MH will continue to have
more denials for inpatient authorization than our RAE partners when less restrictive alternatives
are available. MMH UR staff continue to meet with regional partners to ensure uniform application
of medical necessity criteria.

Follow-up after Hospitalization for Mental Illness
Follow-up care is important to help patients recover after being in the hospital for mental illness.
Research shows that follow-up care helps keep patients from returning to the hospital, providing an
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important opportunity to reduce health care costs and improve health. Because of its importance, it
is one of 17 Oregon Health Authority Coordinated Care Organization incentives being monitored by
Multnomah Mental Health.
Results for this measure are reported on the calendar year to comply with the state’s measurement
criteria. The target goal for follow up within seven days in 2014 was 68.8% and has increased to
70% in 2015. Multnomah Mental Health met the measure in 2013, but we do not have a final
number for 2014. Based on available Health Share data, MMH is not currently meeting the target.
MMH data indicates that, for the period of December 2013 – November 2014, 64.6% of patients
discharged received follow up care.
MMH chose to monitor discharge data differently than the state of Oregon. Multnomah Mental
Health excludes only two categories: a.) the patient discharged to the state hospital and b.) the
patient’s OHP enrollment closed within 7 days of the discharge. The following data reflects these
two exclusions.
In 2014, patients who had an open authorization (meaning they are affiliated with a provider
agency) were seen within seven days 67.1% of the time. Only 24.6% of those who had no open
authorization (were unaffiliated with a provider agency) had a follow up visit
 MMH members of different racial and ethnic groups receive follow-up care after
hospitalization at a lower rate than Caucasian members:
 African American population 44.6% (n=92),
 Asian populations 43.5% (n=23) and
 Other population 48.5% (n=101).
Most of the disparity occurs with un-affiliated enrollees. 110 of the 218 enrollees are un-affiliated in
these three groups.
 The referent group, Caucasian, is unaffiliated 37.7% of the time
 African Americans are unaffiliated 51.6% of the time,
 Asian 52.2% are unaffiliated 51.6% of the time,
 Other 49% of the time.
In 2014 MMH provided increased culturally specific funding for African American treatment at the
Avel Gordly Center and increased funding at OHSU Intercultural Psychiatric Program for some
Asian populations.
MMH began interventions to improve the results of this measure in winter 2013. Hospitals and
provider agencies are sent monthly updates regarding their compliance with this measure.
MMH also began another intervention in 2011, the Intensive Transition Team (ITT). ITT does
outreach work for follow up after hospitalization for unaffiliated in patients. The ITT team provides
short-term intensive case-management and mental health services to engage these high-risk
patients in appropriate community-based support. The goal is to divert inpatient psychiatric
admissions and reduce readmissions while increasing connection to outpatient mental health
services.

Page | 6

Prior to 2014 the clients served were generally complex cases that needed intensive outreach and
engagement strategies and ITT did not follow up with all unaffiliated clients. In October 2014, ITT
changed the service model to include follow up with referred unaffiliated clients who were not
screened out. Since this change, MMH has seen the average increase of follow up for unaffiliated
enrollees rise to over 30%. The follow up average is close to 40% for Jan 2015. These results should
continue to increase as MMH refines the ITT process.
Multnomah Mental Health developed or fine-tuned the following interventions based on results
from this measure.
Past Year/Current







Send a list of all affiliated hospitalizations to agencies on a daily basis for their follow up
Send a list of all unaffiliated members hospitalizations to ITT for referral
Provide incentive pay to agencies who meet the measure
Hired two Exceptional Needs Care Coordinators, one for 7-day follow up and one for high
utilizers
The state has included hospitals in statewide hospital measure and will be providing
incentive pay
MHASD has also been sending quarterly updates to agencies starting in 2013. This has been
increased to monthly starting in the fall 2014.

Current/Planned









Regional 7-day follow-up committee that includes CCO’s hospitals, agencies and counties.
We have developed coordinated processes for the health plan, hospital, and agency that will
be finalized in May 2015.
Run monthly data for providers with no data lag
Meet with agencies to review their data and discuss internal processes.
Provide ongoing training and technical support to agencies.
Follow dual eligible (Medicare/Medicaid) and denied authorization cases closely and
establish regular communication processes with hospitals.
ITT will provide outreach to all clients who are non-affiliated.
Outreach to ITT to collaborate in solving identified barriers to following up with unaffiliated
population (completed 10/12/2014)
Specific performance indicators were to the ITT contract for 7-day follow up.

MMH believes we will continue to see more individuals, especially those not affiliated with an
agency at time of hospitalization, being engaged in treatment as the result of these interventions
and with the continued partnership of our provider agencies.

Mental Health Assessment for Children in DHS custody
Multnomah Mental Health also tracks this coordinated care organization (CCO) measure specific to
children in DHS custody. The incentive measure monitors whether a child who enters DHS foster
care receives an assessment(s) within 60 days of the time that the CCO is given notice that the child
has been placed in foster care. A child who is 4 years of age or older as of the date of DHS custody is
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expected to receive both a physical health assessment and a mental health assessment within 60
days. The target goal is 55.5% for 2014 with a benchmark of 90%. The measure time frame is
between 1/1/14-10/31/14.
Multnomah Mental Health met the incentive measure for 2014 with 61% of the children getting a
Mental Health Assessment. The measurement period only includes 10 months of the year from
1/1/2014 through 1/31/2014. However, all of the cases need to also have had a physical health
appointment within 60 days to have met the measure fully. The majority of MMH interventions
were actively implemented in September 2014. There was 7% increase between 2013 and 2014.
Several interventions are underway to increase compliance with this measure.





Regular meetings between MMH and DHS
Increased use of technology to track progress
DHS contracts with 4 Family Engagement Coordinators (FEC) to complete the assessments
at DHS offices
Two administrative DHS staff make referrals to the FEC

The goal of these interventions is to have the referrals completed within 2 weeks of the date the
CCO is notified that the child was in alternative placement and no later than a month from the load
date. MMH also recommends that these guidelines are clearly told to foster parents and added to
the foster parent training.

Clinical Outcomes
Multnomah County chose to support and fund the outcomes measurement tool ACORN, (A
Collaborative Outcomes Resource Network) in 2009. In 2014 the three regional behavioral health
RAEs agreed that provider agencies would be allowed to select their own outcomes tool from a
selection of clinical measures that were researched and approved by a provider-led Outcomes
Committee. MMH continues to fund ACORN as well as funding the web-based collection and
analysis of data from other outcomes tools selected by providers contracting with MMH. Three
MMH providers selected alternative clinical measures to use in their agencies including: the
Reaching Recovery Measures (The Mental Health Center of Denver); the Happiness Scale
(SAMHSA); and the DLA-20. The remaining Multnomah Mental Health network providers have
continued using ACORN questionnaires and are regularly submitting outcomes data to the Center
for Clinical Informatics. This resulted in a slight drop of overall ACORN’s submitted but we expect
this to rise in 2015 as agencies are using the tool more effectively.
Multnomah County is measuring not only the outcome (as measured by effect size) but also the
implementation of the tool and the use of the tool by individual clinicians. The effect size statistic is
a method of reporting the magnitude of improvement by converting raw score change to
standardized change scores. In recent years most psychology and psychotherapy journals have
required that results include all of the information necessary to calculate the effect size statistic.
More important than effect size is the use of the outcomes tool by clinicians practicing outcomes
informed care. The alliance between the therapist and the client with the consistent use of the
ACORN or other selected outcomes tool to inform treatment helps to drive the improvement itself.
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Agencies are increasing the use of the tool with the percentage of repeat assessments going from
61% in 2013 to 65% in 2014. MMH data shows a small drop in the Severity Adjusted Effect size
from .73 to .70 between 2013 and 2014 and smaller numbers of clinician’s logins to the tool. Since
three agencies are no longer using the tool we expected a drop in the clinician logins. The drop in
the effect size could be attributed to agencies beginning to use it consistently and clinicians who do
not have experience in using the tool typically start with lower effect sizes.
During 2014 there have been many important developments with ACORN and with outcomes
measurement including:









The Center for Clinical Informatics added the option for using HTML-based ‘mobile’ survey
forms that are optimized for completion on a smart phone or tablet. The added flexibility of
being able to complete surveys on mobile devices has been well-received by providers,
especially those providers that deliver services in home and community-based settings.
Dr. Jeb Brown has facilitated two trainings in 2014 on how to use ACORN data effectively
with clients experiencing prolonged episodes of acuity and how to complete ACORN surveys
efficiently in clinic and community settings.
Several new custom ACORN surveys have been created to more effectively measure clinical
outcomes among providers that serve specific populations (e.g. Multnomah EASA program).
ACORN surveys have been translated into several additional languages into to ensure that
outcomes can be measured by all providers serving clients whose primary language is not
English.
It is projected that three existing agencies and one internal Multnomah County MHASD
Program (EASA) will begin ACORN in the Winter / Spring of 2015.

Challenges
The MMH Outcomes Coordinator has been working on two key issues to address that have
presented challenges in the areas of assisting provider agencies with outcomes measurement and
using outcomes data to provide feedback informed treatment.
 The first of these challenges includes addressing the need to increase the percentage of
clients who complete ACORN surveys at provider agencies. At present, the utilization of
ACORN clinical measures with clients varies greatly among agencies (within a range of
between 30% up to 70%). In 2015, (nearly all MMH provider) agencies elected to participate
in the “Outcomes Informed Care / Treat to Target” initiative and set targets and outlined
plans for using clinical outcomes measures with a majority of clients that they serve. It is
reasonable to predict that utilization rates of clinical measures among provider agencies will
likely improve once providers have had sufficient time to enact the plans described in their
proposals.
 The second challenge MMH is working to address includes encouraging providers to use the
client level data on outcomes in order to assist them with making data-driven clinical
decisions. Real-time outcomes data and data trends can be used to great effect related to
considering concluding/transitioning services (when the data shows positive treatment
outcomes) and assigning a new level of care or changing a client’s service array (when the
data shows a negative trend related to outcomes). Multnomah Mental Health staff are
currently working with the Center for Clinical Informatics to develop training elements that
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provide more specific instruction to providers on how to use outcomes data to address the
scenarios described above

Cultural Competency
MHASD is committed to addressing disparities in the Mental Health Network. Many efforts are
underway including culturally specific contracts, translating documents, providing interpretation
services, developing programs targeted to minority populations, increasing representation on
consumer groups of minorities and reviewing penetration by race/ethnicity.
MHASD conducted an Afro centric training to ensure individuals working with this population have
accurate information about the community. MMH participated in the 2014 Health Share cultural
competency survey, and the MHASD diversity group has collected additional data in 2014. We have
also started to disaggregate data in performance measures.
Multnomah County diversity team reviewed race/ethnicity data of MHASD staff in comparison to
the Census, HSO/MMH and client served percentages. The chart below shows that there is lower
percentages of staff in all races when compared to Health Share/MMH enrollees or clients served.
Conversely penetration rates for each of these populations have significant differences.
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Multnomah County and MMH has always measured penetration rates by race/ethnicity. There are
significant disparities for all races and ethnicities. Please see detailed analysis in Medicaid
Utilization/Penetration. Penetration rates differences between White, English Speaking members
and members of other race and ethnicity groups are statistically significant. See the following table.
Efforts to improve cultural competence, improve outreach, and increase the delivery system
network capacity for culturally specific programs is ongoing.

Penetration Rate By Race/Ethnicity
AMERICAN INDIAN OR ALASKA NATIVE

PR2014

Absolute
Difference

10.80%

-1.90%

BLACK AND BLACK, AFRICAN IMMIGRANT

5.80%

3.00%

OTHER/UNDETERMINED

4.50%

4.30%

ASIAN OR PACIFIC ISLANDER

4.50%

4.40%

HISPANIC

3.00%

5.80%

NATIVE HAWAIIAN/OTHER PACIFIC IS

2.70%

6.10%

WHITE SLAVIC AND EASTERN EUROPEAN

1.60%

7.30%

WHITE, ENGLISH SPEAKING

8.90%

Relative
Risk
(Disparity
Ratio)

95%
Confidence
Interval

P
value

0.82
1.513
1.966
1.967
2.901
3.189
5.65

0.769-0.873
1.474-1.553
1.934-1.999
1.897-2.04
2.801-3.005
1.73-5.876
5.21-6.121

<.05
<.05
<.05
<.05
<.05
<.05
<.05

MHASD contracts with the following agencies to provide culturally specific services:
Agency

Population Served

Asian Health and Service Center

Chinese, Korean, Taiwanese, Cambodian,
and Vietnamese, but has the capacity for
some other dialects

Cascadia Behavioral Healthcare

African American

Central City Concern

Puente Hispanic

Lutheran Community Services

Russian, Hispanic

Morrison Child and Family

Hispanic

NARA NW

Native American

OHSU Intercultural

Multiple Populations/Languages

OHSU Avel Gordly

African American, LGBTQ

Quest Center for Integrative Health

LGBTQ

Western Psychological/Conexiones

Hispanic

Latino Network and Children’s System of Care

Latino
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MHASD and MMH work closely with communities to continue to address disparities in a variety of
ways.







A contract with Latino Network, OFSN and Youth Move to provide youth engagement and
support services in the children’s system of care.
Increased culturally specific capacity in Wraparound and School-based Mental Health
(SBMH) by adding additional cultural/language requirements to job descriptions.
SBMH and Wraparound programs prioritize African American and Latino needs by
reserving program slots.
Part of an American Indian/Alaskan Native (AI/AN) Future Generations Collaborative
collaboration since 2011 using a community based Trauma Informed Collaborative Modal
(TICM) to reduce Fetal Alcohol Spectrum Disorder.
MHASD began an African American behavioral health collaborative in 2015. We will be
supporting that effort using the same TICM model noted above.

MHASD participated with the Health Share Cultural Competency survey of our own agency in 2013.
The results were analyzed and priorities for the whole system were established in 2014. Gaps for
Multnomah County were identified in this survey:
1. Translation and Interpretation:
a. Need to monitor translation requests.
b. A system to determine language proficiency.
2. Staffing
a. Need to increase number of professionals that represent the culture they are serving
and who are bicultural.
b. Need to plan for improving retention rates of diverse staff have been developed.
c. Increasing peers in Mental Health Care teams is in its infancy and information is not
available on the number of peers
3. Training
a. How to work with interpreters and limited English proficiency clients.
b. How to use data and isolate information by race and ethnicity to review for
disparities.
c. Trauma Informed Care with specific populations
Barriers include:
 Many dialects of all languages make translations difficult. Lack of expertise in mental
health terminology translation gives rises to questions about accuracy of translations.
 Lack of diverse QMHP level staff throughout the network leads to having to use
interpreters, who may or may not have any experience in Mental Health. This is a
particular problem with small communities where they may know the interpreter and
may not feel comfortable sharing with the therapist.
 Lack of understanding how trauma is passed on from generation to generation and that
the system creates barriers so that individuals may not access services due to those
barriers.
The current culturally specific community participatory planning processes do not capture all
communities’ concerns. We have reached out to communities during procurement processes and
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have actively participated in the Future Generations Collaborative. An African American coalition
will begin in 2015. MHASD plans to extend this model to other communities in the future.

Complaints/Appeals
Multnomah Mental Health received 60 complaints in 2013 and 53 complaints in 2014. The average
time to resolution in 2011 was 6.8 days, and in 2013 it increased to 10.5 days and to 10.9 days in
2014.
MMH did not calculate the rate
of complaints/grievances per
1000 prior to 2013 so there is
no historical available.
MMH has monitored complaint
trends since 2008. Complaints
regarding clinical care have
always been higher that other
domains. However, for the first
time since 2008, Access
increased to one of the highest
domains. The increase in
access complaints began shortly after ACA expansion in January 2014
Appeals continue to increase. There were 274 appeals in 2014, which is 93 more appeals than in
2013. The majority of the appeals are adults, with 246 adult appeals in 2014 and 135 in 2013.
Children’s service appeals decreased from 2013. There were 28 appeals for children’s services in
2014, and 46 in 2013. This coincides with the implementation of full fidelity Wraparound.
The significant increase in appeals in 2014 resulted from increased enrollment, tighter adherence to
medical necessity criteria, and hospitals increased sophistication in pursuing appeals.
80%

Total Appeals From 2008-2014
300

200

Appeals

60%
274

250

50%
40%
30%
20%

181
150

10%
132

0%

100
50
0

Appeal Outcomes

70%

49
9
2008
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Partial Denial

Upheld

Data Not
Available

2012

27%

1%

61%

11%

2013

24%

10%

66%

0%

2014

10%

15%

67%

8%

65
30

2009

Overturned

2010

2011

2012

2013

2014

In 2014, 67% of appeals were upheld in 67%, up from 61% in 2012. In 2014, 10% were overturned,
which is an increase from 27% in 2012. However, partial denials increased from 1% in 2012 to 15%
in 2014.
Children’s appeals were overturned at a higher rate than adults with 25% of children’s appeals
being overturned compared to 9% of adult appeals.

Network Capacity
MHASD and Multnomah Mental Health are constantly monitoring the provider network to ensure
capacity for all who need treatment. We monitor the network in seven primary ways:







Access
Complaints
Penetration Rate
Ratio of overall clinicians to enrollees
Provider Specialty Report
Geography

MMH staff review access reports to identify access issues in the system. Staff also review
penetration rate by race and by age to determine if enrollees are being served at an adequate rate
for typical behavioral health penetration rates. MMH conducted a prevalence study in 2011 to
determine what the rate of prevalence of mental illness is in our area to determine any gaps of
service utilization.
In FY14 MMH had 24 contracted Outpatient agencies delivering services at 45 sites throughout
Multnomah County and surrounding communities. Two new sites were added by an existing
agency in FY15.
Access:
MMH monitors new client access utilizing a regional ACCESS self-report submitted by all
contractors. MMH network providers reported low access in only new client requests for a routine
appointment within 14 days and Initiation and Engagement reports showing the percent of
individuals seen for a second visit within 14 calendar days of their mental health assessment and an
additional 2 visits within 45 days of assessment. The number of adults seeking intake
appointments still exceeds system capacity despite the opening of two new clinics by Western
Psychological and Counseling services and expansion of office hours into evenings and weekends by
Access is not dis-aggregated by race/ethnicity but the reports allow us to determine access for two
general age groups, adult and children. Since Medicaid expansion in 2014 there have been access
issues in the adult system. MHASD infused several agencies with expansion dollars to expand the
network. In addition, OHSU Avel Gordly was added to the Medicaid contracted agencies as a
culturally specific service provider. Smaller access issues in the children’s system of care have been
addressed by provider panel expansionmany providers.
The data below shows the percent of individuals offered an appointment for routine intake within
14 days of the request.
June 2014 Adults = 26%
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June 2014 Children = 59%

February 2015 Adults = 29%

February 2015 Children = 73%

The Initiation and Engagement percents are roughly equal to pre-ACA expansion time periods.
MMH is preparing to issue a Request For Program Qualifications for small group practices to
augment the existing system of care and is developing a pilot project with Providence Behavioral
Health for increased access for those needed brief treatment or requesting only medication
management.
Access complaints have increased since 2012. In 2012 there were 22 access complaints, and 77% of
them (17) were adult complaints. In 2013 there were 23, and 52% (13) of them were from adult
services.
In 2014 there was 14 access complaints, and 92% (13) in the adult system.
Adult complaints remained high and children’s complaints dropped to 1, which reflects the ability
for the children’s system to respond to the increase of enrollee’s quicker. Five of the cases were
found to not be valid. Nine of the access complaints were found to be valid and required some
discussion and/or provider change. Three agencies changed processes, two increased access times,
two transfer therapists, and two increased case coordination. Five of the access complaints were not
valid and at no fault to the agency. Two cases were offered solutions that were refused, two were
transferred to another agency, and one the client refused to participate in the investigation.
The increase of adult
enrollee’s is greater than
children new enrollees. The
service gap is greater and the
network is less able to expand
to the level needed quickly.
Multnomah County provided
agencies with “Enhance
Access Payments” to increase
infrastructure needs to
increase access. We expect to
see increased access and a
reduction of complaints in
2015 as a result of these
infrastructure funds.
To help support expansion, MHASD provided eleven case rate providers $4,700,000 additional
enhanced access funding to build needed capacity. Lutheran Community services and OHSU IPP
(culturally specific providers) requested and received enhanced funding to serve additional FY14.
Conexiones, NARA, and Avel Gordly also received additional funds in FY15. The infusion of this
money resulted in total of 15,997 unduplicated members served.
Ratio of overall clinicians to enrollees:
The following data represents 1426 clinicians at contracted agencies and two internal Multnomah
County programs, EASA and Wraparound.
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The ratio of clinicians to clients served is good, including prescribers. Multnomah Mental Health
Network’s overall penetration is in the excellent range and there appears to be an adequate number
of Mental Health clinicians for the number served.
The overall enrolled members served by Peers or Community Health Workers are low, which
reflects the number of these staff employed by agencies.
Unique Members Enrolled
Unique
Unique Members
Clinician NPIs
Enrolled

36

145,623
145,623
145,623
145,623

20

145,623

10

145,623

166
210
984

Group
Group 1 - Prescriber
Group 2 - QMHAs
Group 3 - QMHPs
Group 4 - Peer Services
Group 5 – Community Health
Workser/Adult Companion
Group 6 - Case Manager/Care
Coordinator (QMHA or QMHP)

Unique Clients Served At Each Group Level
Unique
Unique Clients Served at Each
Clinician NPIs
Level
6,042 clients were served by a
166
prescriber
2,468 clients were served by a
210
QMHA
11,885 clients were served by a
984
QMHP

Group

Ratio of Clinicians to
Members Enrolled

1:877
1:693
1:148
1:4,045
1:7,281
1:14,562

Ratio of Clinicians
to Clients Served

Group 1 - Prescriber

1:36

Group 2 - QMHAs

1:12

Group 3 - QMHPs

1:12
1:11

36

409 clients received peer services

20

230 clients were served by an
Adult Companion

Group 4 - Peer Services
Group 5 –Community
Health Workers/Adult
Companion

10

73 clients were served by a Case
Manager/Care Coordinator

Group 6 - Case
Manager/Care Coordinator
(QMHA or QMHP)

1:12

1:7

Provider Specialty Report:
The information provided in the table below was obtained from MMH’s Provider Specialty Report.
MMH now uses the regional Delivery System Network (DSN) report. Much of the information on
the following page is not included in the DSN. MMH will investigate alternate ways to gather this
information in 2015. If we are unable to do this we will no longer be able to provide the
following information:
Clinician Race/Ethnicity, Gender, and Languages Spoken
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The following data has integrity problems due to the large numbers of Unknown race/ethnicity for
OHP enrollees. This is the result of fast track enrollments and should improve over the next year
during reenrollment processes.
Also, some agencies were not willing to provide clinician race/ethnicity. However, there are large
disparities in three populations that will not improve when enrollee data is updated. Black/African
American/African, Hispanic/Latino, and Eastern European all have large disparities that mirror
disparities in the penetration rate.
Race/Ethnicity

Clinicians Average
Enrollees
per month

American Indian/Alaska
Native
Asian
Black/African
American/African
Hispanic/Latino
Pacific Islander
Eastern European
Caucasian
Race/Ethnicity

Unknown (Decline to
answer, Not specified,
Not Hispanic or Latino &
Blank
Middle Eastern
Two or more races

20
84
98

Clinician to
Average
Enrollee
Ratio
689 1:3

5,952 1:7
10,422 1:106

49
9,758
3
30
7
3,244
1066
17,445
Clinicians Average
Enrollees
per month
430

5
18

1:199
1:10
1:463
1:16
Clinician to
Average
Enrollee
Ratio
78,123 1:181

Average
Clinician to
Served
Average
per month Served
Ratio
74 1:4
268 1:3
610 1:6
298
1
51
1,545
Average
Served per
month

1:6
1: .2
1:7
1:1
Clinician to
Average
Served
Ratio
3,520 1:8

N/A
N/A

Gender information for clinicians is incomplete as some agencies were not willing to provide this
information. This was the highest number of agencies that submitted this data since we started
asking for this in 2012. However, from the information provided we know that 72% of clinicians are
women.
Clinician Gender
Female

628

Male

233

Not provided

900

Page | 17

Languages
There were 46 languages spoken by clinicians other than English. The information gathering also
includes the self-assessed level that clinician spoke the language. Levels 3 and 4 are considered full
competent to conduct therapy sessions without a clinician. Level 2 would have to be tested further to
determine if the individual was fully competent to conduct therapy sessions in multiple dialects of the
language. Level 1 should not conduct therapy sessions without an interpreter in the room as the
likelihood of misunderstanding fine nuances of the language is too large to conduct sessions that rely on
the spoken interchange between therapist and client.
I have outlined the top 6 languages spoken by clinicians in the following table by level spoken.
Top 6 Languages spoken by clinicians other than English
2=Extensive
1=Can
training, can
speak
speak and
language,
write
uses
language
Language
occasionally fluently
Spanish
66
27
Chinese
3
Russian
3
1
Vietnamese
2
French
1
1
American Sign Language
5
Total

78

31

3=Bilingual: Can
teach language
and supervise
others, can
understand
different
4=Fully
dialects
Bicultural Grand Total
7
22
2
15
2
3
1
6
2
2
1
15

48

122
20
9
9
6
6
172

Geography:
Each year Multnomah Mental Health compiles GIS Maps of our total enrollees and enrollees who
were served and share this with providers. As a result several agencies began moving/adding sites
to the east county when opportunities arose to do so.
All Multnomah county residents have access by car to an agency within 30 minutes. Individuals
who rely on public transportation can get to an agency within 30 minutes. Tri Met lines have been
established from Wood Village/Troutdale area to Gresham areas now and the average trip takes less
than 30 minutes once an individual boards the bus.
All of the agencies have access to public transportation. Some agencies took advantage of moves to
locate close to MAX lines.
GIS Maps for MMH Enrollees and Enrollees served are shown on the following two pages.
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Medicaid Utilization/Penetration
Penetration by age group and levels of care is calculated by unique members served/unique
members enrolled. For the penetration by Race and Ethnicity we are using total member
months/total members served due to the difficulty of calculating this by unique members.

Multnomah MH Member Treatment Use in calendar year 2014 Total

Adults

Children

Total individuals enrolled as members in Multnomah MH

142,269 84,486

57,783

Total Multnomah MH members engaged in treatment

13,987

9,910

4,077

Percent of Multnomah MH members served (penetration rate) 9.80%

11.70%

7.10%

Total Multnomah MH members in higher (more intensive) levels
of outpatient care
3,096

2,921

175

Percent of enrollees engaged in higher (more intensive) levels
of outpatient care.
2.20%

3.50%

0.30%

*Decrease in members served numbers in higher levels of care are due to the exclusion of SMI
levels of care for adults and non-ICTS ISA levels of care for kids to align with new levels of care
payment methodology.
Penetration Rate: Jay M. Pomerantz, MD wrote in Drug Benefit Trends®, Volume 14, #9:
“Excellent behavioral health networks have penetration rates of 8% to 10% or greater, whereas
average ones will have a rate between 5% and 6%.” This number is from the general population, not
just Medicaid population. Multnomah County Health Share has an overall penetration rate of
9.8%. However, overall penetration has been trending downward since 2011 as more individuals
with less severe mental illness have become eligible for Medicaid.

Penetration Rate By Age Group
Pre-School (Ages 0-6)
Latency (Ages 7-12)
Adolescent (Ages 13-17)
Young Adult (Ages 18-21)
Adult (Ages 22-64)
Senior (Ages 65+)

PR
Calendar
Year 2014
1.2%
4.9%
6.2%
3.0%
7.0%
3.7%

The Penetration rates for adolescents and adults are within a good range. The lower number for
youth can be attributed to a lower level of need. However, it also brings up the question of
prevention efforts in the latency years. There is a significant drop in the young adult age group that
is particularly concerning given the penetration rates of adolescent and adult age groups. MMH has
received feedback from CMHSAC concerning transitioning services from children services to adults,
and this is one indicator that interventions still need improvement.
The lower senior penetration rate could be a result of moving to Medicare coverage. However,
MMH and Multnomah County in general need more senior-specific programs.
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The downward trend in penetration rate is evident in most ethnicity groups. The only exception is a
slight increase in the Hispanic population.
Race/Ethnicity
AMERICAN INDIAN OR ALASKA NATIVE
BLACK AND BLACK, AFRICAN IMMIGRANT
OTHER/UNDETERMINED
ASIAN OR PACIFIC ISLANDER
HISPANIC
NATIVE HAWAIIAN/OTHER PACIFIC IS
WHITE SLAVIC AND EASTERN EUROPEAN
WHITE, ENGLISH SPEAKING

2011

2013

2014

12.1%
7.0%
8.6%
5.5%
2.7%
4.2%
1.9%
9.7%

11.6%
6.7%
6.2%
5.4%
2.9%
2.2%
1.9%
10.1%

10.8%
5.8%
4.5%
4.5%
3.0%
2.7%
1.6%
8.9%

The penetration rates for minority racial and ethnic groups within the Multnomah Mental Health
membership range from a high of 10.86% AI/AN to a low of 1.6% for White Slavic and Eastern
European. All minority groups have a statistically significant difference in penetration as compared
to White English speaking members.
American Indian / Alaska Native (AI/AN) members have a high penetration rate but also have a
high prevalence rate for mental illness. Overall assumption is that network capacity is adequate to
serve most individuals needing care. There is more focus on how the care is being delivered by
focusing on trauma.
The African American/African Immigrant disparity ratio was one of the lowest with only a 1.5%
difference from white English speaking enrollees. This is a much larger group with an average
monthly enrollment of 10,422. MMH added an additional African-American culturally specific
contractor to meet the increased numbers. Also, the African American community is in a
preplanning process to develop a Behavioral Health Coalition that will address the needs of that
community.
While the delivery system appears to be meeting most demands for services, there is no culturally
specific AA/AI managed mental health agency. A higher percent of AA/AI members hospitalized in
acute care are not affiliated with an outpatient provider.
There was a 1.97 disparity ratio difference in the Asian or Pacific Islander community compared to
white English speaking enrollees. Asian Pacific Islanders average 5,952 enrollees per month. There
are two culturally specific agencies serving this community and MHASD is working with the
community to find solutions to low follow-up rates after hospitalization. A higher percent of Asian
or Pacific Islander members hospitalized in acute care are not affiliated with an outpatient provider.
The Hispanic community is the only group that increased penetration rates since 2011 by .3%.
However, the disparity ratio is much higher at 2.9% compared to white English speaking enrollees.
This is a large community with 9,758 average enrollees per month. MMH has made efforts to
increase outreach through Latino network in the children’s system. However, MMH believes that
continued outreach is necessary.
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Problems with the data include the large number of enrollees whose race is undetermined or who
leave the question blank by choice. Pacific Islander is included in two categories making it more
difficult to determine community need and capacity.

Integration Efforts
Multnomah Mental Health is actively working with agencies to implement some form of integration
between behavioral health and physical health. The following is a list of efforts that are ongoing and
or took place 2014.










Cascadia Behavioral Healthcare is an active part of the statewide Performance Improvement
Project and has implemented interventions to increase screenings using the mobile van unit.
MMH has encouraged co-located services at all of the larger agencies. Three agencies are fully
co-located: Central City Concern, NARA NW and Outside In. Cascadia has a mobile health clinic
that is a joint project with Outside In that has a regular weekly schedule at two different sites.
Lifeworks NW owns a NE clinic staffed by NARA and a pharmacy with onsite blood draws at the
Gresham site that serves many of the SPMI members.
In 2014, Central City Concern’s IHART (Integrated Health and Recovery Team) focused on labs
for 116 clients who are on second generation anti-psychotics and discovered a high incidence of
missing and abnormal labs. Central City Concern is on target with getting the labs completed
and followed up.
•
63% of IHART clients are prescribed 2nd generation anti psychotics
•
25% of those clients are prescribed Zyprexa.
•
58% of them have not had metabolic monitoring for over a year
•
30% of those with labs current were outside of a normal range
Increased availability of culturally-specific Community Health Workers to Health Share /MMH
members who identify as people of color, who speak a preferred language other than English,
who identify as LGBTQ, who have a disability or who are young or elderly.
MHASD is supporting the Future Generations Collaborative (FGC) through 20-30 hours of staff
support each month and printing flyers for event. MHASD also provided $10,000 during FY
2013 for training purposes for the Natural Helpers and Elders (NH/E). The FGC is primarily
funded through the Health Department and grants but the staff time that is supported by
MHASD fulfills a critical role in the FGC leadership.
The FGC has trained and graduated 27 Native American Community Health Workers in
conjunction with PSU. PSU worked with the Native Wellness Institute to modify curriculum to
be more native-specific. The next step is to assist this group with internships and employment.
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SECTION TWO: MULTNOMAH MENTAL HEALTH QUALITY MANAGEMENT DASHBOARD
MEDICAID CLINICAL PERFORMANCE

Category

FY 11

FY12

FY13

Total Member Months

1,065,117

1,152,833

1,111,991

1,233,332

10,062

10,192

9,409

9,910

Unique Children Served

4,631

4,837

4,422

4,077

Adult Penetration

17.4%

16.9%

16.7%

11.7%

Age 18+

7.7%

7.8%

7.5%

7.1%

Age 0-17

23

20.5

23.1

19.6

Per Thousand Members Per Month
(PTMPM)

177.5

145.6

147.6

97.3

7.7

7.1

6.4

5.0

19.7%

17.3%

21.1%

20.3%

3.2

3.2

2.9

2.2

29.1

27.6

16.5

12.6

9.1

8.7

5.7

5.7

5.8%

8.3%

16.4%

27.1%

Not
Calculated

54.0%

56.0%

51.6%

0.1

0.1

0.1

0.05

PRTS Days PTMPM

10.4

12.1

5.5

3.3

PRTS ALOS in Days

91.1

106.9

107.7

64.6

N/A

54%

61%

Unique Adults Served

Child/Adolescent Penetration
Adult Hospital Discharges PTMPM

Adult Inpatient Days PTMPM
Adult Hospital Average Length of
Stay (ALOS) in Days
Adult Hospital Readmissions in 30
Days
Child/Adolescent Hospital
Discharges PTMPM
Child/Adolescent Inpatient Days
PTMPM
Child/Adolescent Hospital ALOS in
Days
Child/Adolescent Hospital
Readmissions in 30 Days
Follow up after Hospitalization-all
ages

PRTS Admissions PTMPM

DHS MHA
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FY14

Comments

Rates shown exclude
Medicare/Medicaid dual eligible
MMH and Medicare combined.

FY12/13 is based on State Criteria past
years not directly comparable. State
calculations are higher than our own. 13
68.4%
Psychiatric Residential Treatment
Services (PRTS)

Calculated on calendar yearHSO
Baseline: 51.9% in 2011

MENTAL HEALTH CLINICAL OUTCOMES
Category

FY11

FY12

FY13

FY14

Comments

SMI

0.151

0.146

0.177

0.176

SMI = Severe Mental Illness

ICTS

0.669

0.674

0.695

0.682

ICTS = Intensive Community-Based
Treatment Services

Agency use of an outcome tool
(total ACORN's submitted)

2802

3871

3710

2326

ACORN percentage of repeat
assessments

55%

64%

62%

65%

.67

.73

.73

.70

Many clinicians who did not use
ACORN consistently are now
implementing the tool at a higher
level

16,404

35,740

37,962

29,117

We lost 3 agencies who were using
ACORN and they have chosen their
own outcome tools

FY11

FY12

FY13

FY14

Comments

1221

This is not an unduplicated served.
One individual could have 2+
placements. It also includes adult
and adolescents placements

FY14

Comments
Call center performance has been
by an overall call volume increase
of 30% despite no additional
staffing.

ACORN Severity Adjusted Effect size
Total Number of ACORN system
logins by clinicans

All the numbers were recalculated
for all years

ADDICTION
Category
Total residential placements

Not Calculated

901

MENTAL HEALTH CALL CENTER PERFORMANCE
Category

FY11

FY12

FY13

Total Crisis Line calls received

56,786

63,530

70,695

73,803

Total Crisis Line calls answered

52,336

57,805

64,700

67,103

21

26

35

7.8%

9.0%

8.5%

Average speed of answer in seconds
Abandonment rate

Page | 25

38
9.1%

Information for the following MHASD Programs will be provided in a later addendum to this
report:
CARES NW:

The Child Abuse Response and Evaluation Services (CARES NW) provides crisis intervention and
mental health treatment to abused children and their families. CARES Northwest Intake
Counselors determine the most appropriate follow-up for every referral. If an evaluation at CARES
Northwest isn’t the best option, families may be referred to primary care providers, counseling
resources, or community partners.
Early Assessment and Support Alliance (EASA)
EASA is an early psychosis intervention program addressing the needs of young persons aged 15-25
who demonstrate initial symptoms of psychosis, with the goal of managing long-term problems and
consequences. EASA offers formal psychiatric treatment services as well as vocational and
educational support, and involves the young person’s family in treatment.
EARLY CHILDHOOD MENTAL HEALTH SERVICES

Direct Clinical Services and Morrison Center Early Childhood Mental Health Consultants work with
Multnomah County Head Starts, David Douglas School District (Multnomah Early Childhood
Program) and several early childhood care and education settings to provide services to over 3500
children (ages 0 to 6), their families, and their early childhood educators. The integrated, family
centered service delivery model includes classroom consultation and coaching to early childhood
educators through the use of Positive Behavior Intervention Supports, child mental health
assessment and treatment, family mental health services, child-specific consultation regarding
behavior and/or development concerns, triage and referral, training to early childhood educators,
program/curriculum development, parent education and support, and Incredible Years prevention
services.

SCHOOL BASED MENTAL HEALTH (SBMH):

Direct Clinical Services Mental Health Consultants staff the School-Based Health Center (SBHC)
program, which provides access to comprehensive preventive, primary, and mental health care for
Multnomah County school-aged youth at 13 school based health centers and six school districts.
Mental Health Consultants, provide prevention, outreach, education, screening, assessment,
referral and direct services to children and adolescents K-12 with the goal of retaining students in
school and reducing the risk of a need for higher mental health level of care. As of April 2014
Mental Health Consultants served 1216 referred students.
WRAPAROUND MULTNOMAH:

Wraparound is a collaborative process that brings together children, family partners, friends,
service providers and community members. Monthly Child and family team meetings are the norm
and a held more often when a child remains unsafe or when their placement is unstable. The
purpose is to prevent, identify and make a plan to address needs and concerns, while emphasizing
and building on family strengths. The Wraparound model is based on principles of family voice and
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choice, building on family strengths, collaborating with community resources and incorporating
shared decision making.
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SECTION THREE: ADVISORY COMMITTEE RECOMMENDATIONS
CMHSAC Recommendations
The last sections of this report are system of care recommendations presented to MHASD by
Multnomah County advisory groups.

TR A N SI TI O N O F C A R E
for YOUTH and THEIR FAMILIES
EXPERIENCING MENTAL HEALTH CHALLENGES
February 10, 2015

Multnomah County
Mental Health and Addiction Services Division
Children’s Mental Health System Advisory Council (CMHSAC)

SUMMARY

“Transition of care,” especially from high-level mental health care to the community, calls for an
intentional and evolving process for improving coordination of care, communication, and
receiving services.

Youth, their families, and service providers experience transitions and the barriers to seamless
transitions in ways unique to their roles. This report aims to describe current experiences of each
stakeholder group, provide a partial list of barriers and areas of concern, and recommend changes
in policies and/or practices in regard to care transitions.
Many parents, family members, youth, mental health providers and other child-serving providers,
(Developmental Disabilities, Juvenile Justice, Education, Department of Human Services, etc.) have
expressed that transitions go well when relevant parties have a thorough understanding of the
continuum of services, adequate transparency of decision-making about transitions, and when the
child and their family are involved in the process.
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Best practices for successful transition planning ought to be done in a thoughtful process that
is culturally and linguistically responsive, and that meaningfully involves the following parties: the
identified youth, their family, formal and informal supports, therapists, and other relevant
stakeholders, such as primary care, insurers, case managers, probation, education, and
caseworkers.
The guiding goals for all parties involved in the care of a youth with complex behavioral health in
regard to effective Transitions of Care ought to be:
(1) Transition protocol is seamless(*);
(2) Transitions are made with thorough consideration of positive and adverse impacts;
(3) Continuity of care remains intact;
(4) Trauma-informed best practices are demonstrated in all transition decisions.
(*) When “seamless care” is effectively delivered, the family should not be impacted by policy and
payment barriers that may be influencing decisions at any transition toward the next appropriate level
or setting of care or the care providers.

The Children’s Mental Health System Advisory Council (CMHSAC) for Multnomah County Mental
Health & Addiction Services Division has prepared this report. It is being made available to all
stakeholders involved with CMHSAC, which includes professional providers, Oregon Health Plan
members, Coordinated Care Organizations, and child-serving agencies. As such, CMHSAC members
aim to influence and inform improvements on this topic across the broader ecosystem that makes
up the System of Care for the children and families in Multnomah County.

DEFINITION
For the purposes of this Issue Paper, “Transition of Care” is defined in a broad context and may
refer to any combination of the following:
• Moving patient from one provider to another provider;
• Moving patient from one level of care to another level of care within the same provider;
• Moving patient to/from various levels of care among various providers;
• Discharging patient from an inpatient or residential setting to outpatient
services and home/community;
• Transition between and/or into and out of child-serving systems (Mental Health,
Intellectual/Developmental Disabilities, Juvenile Justice, Oregon Youth Authority,
Child Welfare, Education, and other relevant systems);
• Transition for youth as they attain different ages of legal decision-making;
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•
•

Moving across geographic/political borders (ie. from one county to another);
Transitions between public and private insurance plans (or other insurance plan
changes).

GOALS & OBJECTIVES

Objectives for Transition of Care within Child/Adolescent Mental Health System
of Care:

•
•
•
•
•
•
•
•

•

Achieve an overall decrease in the number of avoidable transitions.
Consider cultural and linguistic needs of the youth and their family in a
meaningful, sensitive, and responsive manner.
Ensure family-friendly transitions are following the Wraparound and “system of
care” values/principles for all youth and their families.
Provide clear communication about how decisions are made regarding treatment
plans and care/provider changes.
Ensure the role of the family is defined and meaningful family involvement1 is
included in decisions that affect them.
Ensure that youth voice is meaningfully incorporated in the process, and not just
“heard.”
Make incremental reductions in services and supports as the youth and their
family demonstrate ability to manage without them and sustained stability.
Provide all stakeholders with training experiences designed to prepare youth for
successful transitions throughout their treatment process, with consideration of the
natural transitions that occur as youth reach specific ages.
Provide training experiences and referrals to community-based support services
that can build upon a family’s intrinsic strengths and support any deficits or gaps
that leave the family/youth at risk of further decline in mental and physical health.

1

Definition of Meaningful Family, Child & Young Adult Involvement: families, children (as they are able)
or young adults have a primary decision making role in the treatment of mental health and substance abuse
disorders of their own children or themselves as well as the policies and procedures governing care of all
children or young adults in their community, state, tribe, territory and nation. This would include: choosing
supports, services and providers; setting goals; designing and implementing programs; monitoring outcomes;
and determining the effectiveness of all efforts to promote the mental health and well--being of children and
young adults. (Oregon Health Authority Addictions and Mental Health Division, Meaningful Family, Child, and
Young Adult Involvement – Policy Three, June 2011)

RECOMMENDATIONS

Youth, families, and system of care providers have worked together to create a list of
Characteristics of Successful Transition Planning (Appendix A). We have also compiled
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anecdotal accounts of Transition Experiences with a list of Barriers & Areas of Concern
(Appendix B), as well as recommendations about Training & Education Needs for each
stakeholder group (Appendix C).
Based on our collective discussions on the topic of Transition of Care, members of CMHSAC
make the following recommendations:
1. Transition plans shall follow all existing Oregon Administrative Rules (Appendix D).
2. A commitment is made to improve the education and training of families, youth, system
of care partners, and mental health providers. The following are to be incorporated into
the “norm” of how we support all participants in children/youth treatment plans and
transitions:

a. YOUTH
i. Youth client is repeatedly offered training opportunities to support them in meeting
the goals identified in their Plan.
ii. Youth is provided educational opportunities to learn about the system of care and
services available to them
iii. Youth is provided youth-friendly information on age-specific decision making
responsibilities/rights; vocabulary to communicate their needs; and understanding of
supplemental support as they move into the ages of consent
iv. Tools are provided for youth to better understand their treatment process, including:
o creation of a telephone line and website that can help transition-age youth navigate new
processes in the adult system;
o web-based tool/website where youth will have access to relevant programs
available to them;
o workshops for youth who are transitioning to the “adult services world” in a youth-
friendly format (i.e. not just PowerPoint presentations);
o peer to peer support (it is important to hear the experiences from individuals who have
been through this process).
b. PARENTS, CAREGIVERS, OTHER FAMILY MEMBERS
i. Family members are repeatedly offered training opportunities to help them support
their loved one, especially in areas identified in their child’s plan.
ii. Family members are given information about available education and support services
in the community. Information provided should include community-based classes
(such as “NAMI Basics” provided by NAMI affiliates, “Collaborative Problem Solving”
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provided by OHSU, and other identified classes), as well as parent and family support
services in the community (such as those provided by NAMI affiliate offices,
Oregon Family Support Network, therapeutic services that may assist with
parent/caregiver’s needs, Family Partners, FACT Oregon, etc.).
c. SERVICE PROVIDERS
All mental health treatment providers, case managers, Wraparound facilitators, and
Family Partners are provided with and expected to participate in the following:
i. Training opportunities that support each stakeholder in meeting the individualized
needs of the identified child and their family, such as: how to communicate with
families in crisis, suicide risk assessment and knowledge of resources in the
community.
ii. Cultural competency and sensitivity training opportunities;
iii. Trauma-informed care training opportunities;
iv. Training on suicide risk assessment and safety protocol specific to increased risks
during acute or residential discharges and upon return to home and outpatient care.
3. Attempts will be made to identify a prospective “consistent person” who is welcomed
and encouraged to participate in transition meetings and key decision points in youth’s
treatment. This person, serving in a support role to the family, will also be encouraged to
follow the ongoing process of treatment and supports that are in place to meet the youth’s
and family’s needs (see Appendix B for further clarification).
4. Newly adopted practices or policies that address the recommendations made in this report
are given a review period of at least 30 days for CMHSAC to provide input in order to
ensure a holistic incorporation of family, youth, and provider perspectives.
5. A commitment is made to reinforce best practices in the following areas, as identified by
CMHSAC members:
a. Legal decision-making milestones for youth are clearly communicated with identified
youth and their families, and the family and youth are supported in negotiating these
milestones.
b. Planning for relapse and suicide risk assessment is included in a thorough and
detailed safety plan.
c. The safety plan is clearly communicated to all members described in the plan.
6. A commitment is made to expand the continuation of collaborative opportunities to
additional stakeholders impacted by the topic of Transition of Care (i.e. primary care
and pediatrics).
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7. An analysis is conducted on how the contents of this Issue Report intersect with the
System of Care Readiness Assessment and Wraparound expansion.

Appendix
A
CHARACTERISTICS OF SUCCESSFUL TRANSITIONS
It is imperative to consider the impact of each transition, while explicitly holding the goal to
increase positive impacts and decrease adverse impacts on the identified child and the family.
The two Coordinated Care Organizations (CCO) serving Oregon Health Plan members in
Multnomah County are Health Share of Oregon and Family Care. Both have a commitment to
patient-centered care and as CCOs in Oregon, are charged with meeting the Triple Aim.
Health Share Multnomah Mental Health has a stated commitment to “providing person-centered
behavioral health treatment at the most appropriate, least-restrictive level of care necessary to
provide safe, effective treatment.” 2 FamilyCare was founded on the belief that the relationship
between patient and Primary Care Provider is the foundation for creating a healthcare system that
promotes caring, efficiency, and community well-being.
Considering the GOAL to provide treatment to the child/adolescent at the “least restrictive level of
care,” we underscore the importance of all three elements of the triple aim:
Improved patient experience (not to be paraphrased as “better care”)

Better health outcomes
Lowered costs
TRANSITION PLANNING

1. An essential element of “discharge” from one setting or provider to another is a well-
developed “transition plan.” Keeping the following points at the forefront of planning will
lead to more successful implementation:
•

“Transition planning” should begin and be purposefully integrated at day 1 of current
treatment setting/provider(s).

There is transparent communication about transition planning, which includes
frequent opportunities for youth and family members to discuss and practice what is
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involved in the planned transitions, describes incremental goals for client and family
members, and provides explicit communication to client and family about decision points
in the process.
•

A required objective is to identify an ally/champion for the “client” and the family in
order to provide a consistent player that moves across all transitions with the “client” and
the family. This person may be a parent, teacher, outpatient therapist, natural support,
trained advocate, community-based health worker, or other person identified and
empowered by the team.

•

When transitioning between levels of care and from one provider to another, we urge there to
be intentional focus and consideration of the impact of each transition on the family and
the child, and we underscore the intention to make efforts to ensure increased positive impacts
and decreased adverse impacts.
2 Health Share Multnomah Mental Health Utilization Management Policies and Procedures, March 1, 2013

2. Additional considerations for the transition plan include:
Safety is paramount in making changes in care (suicide risk assessment is completed
and communicated with the youth and their family).
 Successes experienced during current/previous treatment setting/provider are

supported to continue.3
Challenges that are identified during the current or previous treatment
setting/provider are clearly documented and a plan to address them is created,
including: identifying ongoing treatment needs, educational needs, environmental needs,
family support needs, and community resources.
Setbacks are anticipated and a plan is in place to address them.4
Infrastructure/environment changes are well defined.
Unique needs and strengths of each youth and family are explicitly described and the
transition plan is tailored to the unique characteristics of the client/family. 5

3. The transition plan is created in a process that integrally involves the client, the family,
therapists, case manager, identified support network, and any additional parties identified
to support the youth & their family’s process.
4. Players are all listed with roles and responsibilities/expectations in a clear and easy to read
format. All roles and role changes are well defined.
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5. Interpreters (in broad definition) are utilized to help each participant know what each is
saying (parents, youth, providers).
Newly achieved “buy--in to treatment recommendations” and new insights about the benefits of treatment occur
for youth and/or their families at various stages of their care. These positive progressions in the healing continuum
should be considered when transitioning client with appropriate step--downs or discharges from a treatment setting
or provider with whom the positive changes took place for the youth and family members. Rapid or abrupt
transitions result in little opportunity to internalize new skills and new perspectives on the world, emotions,
communication, and other critical skills needed for recovery and resilience. Families and youth describe
abrupt steps as creating panic; providers observe that youth clients revert to old behaviors when internalization and
confidence level in practicing newly learned skills is not sufficiently built before the environment and team changes
for the youth.
3

All stakeholders (youth, family, providers) see the importance to build opportunities for practice into transition
planning in an intentional, thoughtful, and transparent manner, especially while waiting for identification and
availability of new placement and/or step--down in care setting. This would give the family members (ie. the
“permanent” members of the child's team) a clearer understanding of their roles and responsibilities in cueing and
guiding their child and advocating for the child’s needs to be provided for in the future.

Transition planning often lacks an explicit plan that anticipates setbacks. When each person is
knowledgeable that setbacks will occur, they can predict them, plan for them, and identify what to do when they
happen. There should be an emphasis on the potentially significant relevance of setbacks, which may reveal
different styles of learning and internalizing processes. Families would like a purposeful approach to being taught
or coached on how to learn from setback experiences and how to adjust their plan for the next time. Modeling and
practice are key components to learning.
4

Transition plans must consider styles of communication, triggers, and resources the client/family may
utilize, including the specificity of names and telephone numbers of whom to call and in which circumstances.
Explicitly identifying how family member roles are the same and different from when the family first came into
the treatment process is important, but not often practiced.
5
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APPENDIX B

RATIONALE FOR RECOMMENDATIONS BASED ON BARRIERS AND AREAS OF CONCERN
(Perspectives by Families, Youth, and Providers)
Families face an uphill battle to gain appropriate attention and action by the system. Parents and
caregivers are often exhausted by the time the system recognizes their child’s mental health and
behavioral challenges as a hindrance to their healthy development and success in day-to-day
activities. Families often feel they are being perceived as part of the problem, rather than supported
as an integral part of the solution. By the time providers do come online and because of family
fatigue, families may want to hand responsibility for advocacy and treatment activities to providers,
care coordinators, or other support roles such as Family Partners. It is imperative that all parties
find ways to keep parents engaged and participating in problem-solving and decisionmaking, especially as we expect families to be part of the discharge and aftercare plan (i.e.
next placement and adhering to recommended treatment plan). There needs to be more of a focus
on treatment of the whole family, rather than only the youth with the diagnosis.

This includes Trauma Focused and/or Trauma Informed Practices.

Parent/Caregiver Perspective Concerns / Family Voice:
•
•
•
•

•
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There is a lack of consistency among main decision-makers regarding
services and the availability of care providers, which does not often consider
the child’s needs and/or consider parent perspective.
Transitions to/from treatment settings to/from school to/from home are very
unsettling and disruptive. The more frequently transitions and changes take
place, the harder it is for any family members to adjust and achieve stability.
Frequent transitions create an unstable “identity” of culture, peer, and social
groups, and impacts ability for trust to develop.
True readiness for transition to a different level of care must consider the stability
of the child due to the supports in place, and keep needed supports rather than
abruptly reducing level because child is thriving. The child is likely thriving
because of the supports. When transitions do occur, the child’s and family’s
reaction to changing supports determines appropriate changes that consider socialemotional-clinical necessities.
The environment and the protocol for making changes should be family-friendly and
youth- friendly so that it is welcomed for both to express concerns and direction
on changes.

Annual Medicaid Quality Report: 2014

•
•

•

Perception from families is that moving child from higher level of care/services
to lesser levels is based on financial reasons over clinical judgment and that
clinical judgment is influenced greatly by financial savings pressures.
Families would like to see a “warm hand-off” between care providers, therapists,
and case managers. Too often, a provider change is made and families/youth are
simply notified they will be seeing a new provider at their next visit. This disrupts
continuity and trust in relationship and promotes setbacks.
Families would like to see a consideration of identifying a trusted relationship that
remains with the youth/family across transitions. This will make a large impact in
helping the family more smoothly navigate the system-of-care that is being
experienced as fragmented and siloed.

YOUTH PERSPECTIVE CONCERNS / YOUTH VOICE:

•
•
•
•
•
•

Going from dependency to independence and making sure you have the proper
support and education/information about these transitions.
At 18, we are often slapped with the reality of adulthood and adult decisions we
may not be equipped to handle.
We feel a lack of support and are pushed out on our own before we are ready.
Lack of connection to past services/service providers and challenges
understanding services and service changes.
We often have to figure out how to make it on our own because the services
provided to us are inadequate or inconsistent and we have to somehow survive
these gaps.
When you don’t have experience or knowledge, it makes it very difficult to
know what is even available or where to go to find out. We need help to learn
this.

PROVIDER/PARTNER PERSPECTIVE CONCERNS:

•
•
•
•
•
•
•
•
•
•
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Clarification on authorization and medical necessity.
Counties and Coordinated Care Organizations need a common language.
When Child Welfare and/or other cases or resources close, there should be a
continuation of supports to help with longer term mental and behavioral health
needs.
Concerns about funding streams being politically driven and how this hinders
meeting the clinical-social-emotional needs of the clients.
Access to services is full of gaps and very poor following discharge from
Oregon Youth Authority; kids too often cycle back.
Education: huge gap in sharing information; poor or no communication.
Lack of needed overlap services (i.e. prescriptions and prescription lapses).
Access to psychiatrists in timely manner.
Limitations and delays in access to treatment and placements.
Placements not identified and open by the time the child needs a step-down.
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•

•
•
•

Would like to see all stakeholders involved in the dialogue to solve the problems
associated with silos (i.e. systems collaboration at higher levels to break down
silos, aligning measures and system improvements, and bringing consistency to
benchmarks in all systems).
Flexibility to use unspent dollars.
Access for services regardless of county of residence; blend
systems across geographic/political boundaries.
Overlap insurance dollars and services so that the consumer does not feel the gap.

APPENDIX C

RATIONALE FOR TRAINING NEEDS & CONTINUING
EDUCATION OF STAKEHOLDERS
(Families, Youth, and Providers)

It is generally agreed that ongoing education and training play important roles in informed
decision making, implementation of treatment recommendations, and clarifications about
behaviors as symptoms of mental health conditions. When education opportunities are
provided, there is a beneficial increase in the knowledge level of youth clients, families, service
providers, case managers, and both formal and informal support network participants.
Education/Training Opportunities for Families --‐
Education and training for families is essential so they can learn about the system, the
nature of their child’s disorder, and how to get support for themselves throughout the
process. Parents face their own feelings and grieving process when their child is
diagnosed with a disorder or condition, and may even face feelings of guilt or blame,
depending upon the circumstances. Education classes, such as NAMI Basics, are
instrumental in developing the parent/caregiver’s skills so that they may be a productive
and positive member of the treatment team, aftercare, and continued advocacy into the
future. Referrals for families to existing community-based support services prove
beneficial when they are made.
Education/Training Opportunities for Youth
There are limited educational resources designed for youth for the purpose of helping
them
understand how decisions are made regarding their mental health care and related
transitions in care, care settings, and their legal role in making decisions about their own
health and wellbeing. This is a large gap that needs to be filled.
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Education/Training Opportunities for Mental Health Care & Child--‐Serving
Providers
The training of providers and system partners in understanding the experiences of
families
who likely have minimal understanding of their child's condition will serve all parties
involved and develop more effective relational dynamics. When trying to communicate
the challenges and traumas parents face with their child(ren), families are not often wellversed in articulating their experiences. Parents are not equipped with handbooks or a
dictionary to help with the vocabulary needed to express the issues they are
experiencing. Their communication style may be disorganized and inconsistent, therefore
system-of-care providers need to be able to interpret this better and effectively
facilitate and nurture the communication process without stigmatizing or alienating the
parents.
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AMHSAAC Recommendations
The Adult Mental Health and Substance Abuse Advisory Council (AMHSAAC) is made up of
consumers, advocates, mental health and addiction providers, public partners and family
members. AMHSAAC is the advisory council to the Community Mental Health Program.
AMHSAAC made two sets of recommendations to the Mental Health and Addiction Services
Division about the adult system of care in 2013 and one set in 2014. The first set of
recommendations addressed the grievance system. Below are their recommendations and MHASD
responses:
Recommendation: Customer service training for providers and consumer education about the
grievance system.
Response: An article was written and sent out in the summer newsletter to address the consumer
education piece and will be added to all consumer newsletters. No customer service training has
been recommended for outside agencies. Additional discussions with call center staff occurred
concerning customer service. This part of the recommendation needs to have further discussion
with leadership and work on developing formal customer service training for providers.
Recommendation: Have an independent review process by peers.
Response: This was discussed with the grievance coordinator and confidentiality issues prohibit
an open review.
Recommendation: Trend analysis of grievance actions written into policy.
Response: Complaints are to Health Share quarterly on a state generated form and are trended
within that report so a policy is not needed for general reporting. A policy could require additional
analysis that the present form does not address such as by ethnicity or aggregated results of the
complaint. We are presently working on a report to report by ethnicity.
Recommendation: Create tools to support consumers with the grievance process.
Response: MHASD developed a grievance brochure with additional information for the direct
clinical services unit. MHASD has hired non QMHP to assist with grievance work. This will provide
more time to work with the enrollees directly.
Recommendation: Building trust in the grievance system
Response: Deferred, this cannot occur without the above recommendations.
--------------------------------------------------------------------------------------The second set of recommendations addressed Peer Delivered Services.
Recommendation: Develop Peer Support models addressing definitions, roles, measures,
services to provide, supervision, and ongoing training.
Response: This work is being done at the state level.
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Recommendation: Develop a peer “hub” or network for professional support and development.
Response: This work is being done at the state level.
Recommendation: Develop the message why peers are important
Recommendation: Develop policies and procedures to support peer services
Response for the above two peer recommendations: MHASD will continue to fund peerrun clubhouses. The adult Crisis Assessment and Treatment Center (CATC) program contracted
with peers as an integral part of the delivery model. MHASD has developed two paid peers since
this recommendation, in addition to maintaining five existing family system navigator positions.
MHASD will continue to include the use of peers in all outpatient contracts and encourage and
advocate for providers to create and preserve peer staffing.
Recommendation: Increase funded peer training.
Response: Training funding for peers is being worked on at the Health Share and state level.
---------------------------------------------------------The third set of recommendations, finalized in November 2014, addressed the Health Delivery
System.
Recommendation: Implement Client (Patient) Decision Aids for both Clinical and System
Navigation
Response: Planning for leading a development for system navigation aids will occur in 2015. We
are asking agencies to provide Multnomah County an example of all clinic aids. A review will be
completed by 2016 of what there is available, the readability, and the relevance to our enrollees.

Recommendation: Implement training for providers on customer service, supervision
expectation for interaction skills, and person centered approaches
Response: Planning was deferred in 2014 due to the implementation of case rates and
development of outcome measures. Potentially planning for a network-wide customer service
training will be deferred to 2016 as additional payment structure changes occur.
Recommendation: Increase peers to assist with system navigation
Response: Please see answers in the peer recommendations.
Recommendation: Analyze service gaps to develop a plan to educate consumers (clients) on
choice.
Response: MHASD completes analysis using many factors (please see the capacity portion of this
report). System navigation can be difficult and the rules governing authorization for services are
complicated. Implementation of the peer recommendations will address this issue. The peer
working with the enrollee will have the system navigation tools they need to assist enrollees to get
what they need.
Recommendation: Active use of effective clinically informed outcome measures.
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Response: Multnomah County is actively participating in the regional quality management
meetings that have developed a list of approved outcomes. Implementation and moving the
payment system to pay for outcomes work is currently underway.
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