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To achieve the intent of the Olmstead decision (Appendix A) Oregon intends
to move healthy people to independent housing that promotes recovery,
resiliency, independence and wellness in a system that is consumer driven
and assists people in obtaining “a key to their own door.” Oregon will
achieve this goal by reducing the length of stay (LOS) at the Oregon State
Hospital (OSH), establishing independent living environments statewide and
preventing hospitalization at OSH.
This Olmstead plan will provide the reader with a brief history of the current
barriers, Oregon’s solution to those barriers as well as future plans and
projects to prevent these and other barriers from recurring. The plan consists
of three sections and thirteen strategies to assure that people transition to the
community expeditiously as they work towards self-sufficiency.
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Section I
OSH Length of Stay (LOS)
The emphasis on community-based treatment for mental health services
grew in the 1980s, based on recommendations by a series of commissions,
task forces appointed by the Governor and DHS, and Executive Orders.
The closure of Dammasch State Hospital in 1995 was a landmark step to
moving from state hospital care to community mental health services. The
“deinstitutionalization” movement in Oregon paralleled a national
movement. Oregon has been intentional in its goal of keeping people as
independent as possible, as demonstrated by the closure of the Dammasch
State Hospital, moving approximately 375 people to Oregon communities
primarily in smaller, structured, state licensed residential facilities.
To reduce the LOS at the OSH, the Addictions and Mental Health Division
(AMH) is working closely with consumers of mental health services and
supports, OSH staff, community mental health programs, providers of
mental health services and supports, stakeholders and advocates to identify
past practice, current barriers and future solutions to more timely discharges
that would contribute to a reduced LOS at OSH. Currently the average LOS
across the state hospital system is 338 days. This work was done in concert
with the Transformation efforts that are being utilized throughout the
Oregon Department of Human Services. In 2007, DHS embarked on a
Transformation which is a systematic approach to fundamentally changing
the way business is done. At AMH, these structures and tools are being used
to provide more and effective client services and to improve accountability.
The goal is to build a foundation for continuous improvement by repeatedly
measuring performance, quickly resolving problems and efficiently using
resources. OSH, AMH and community mental health partners currently
have several initiatives underway which will address the barriers to
diversion, de-institutionalization and community integration previously
outlined in this plan.
I. Transitioning People to the Community
Staff from OSH and AMH, consumers of mental health services and
supports, community mental health program representatives, providers of
mental health services and supports worked together and identified several
barriers that resulted in people staying too long at OSH. These barriers and
accompanying solutions are the basis for AMH’s transformation initiative
for transitioning people to the community. The main goal is to assure that
people are discharged from OSH more quickly using both a standardized set
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of readiness discharge criteria and a standardized level of care tool.
(Appendix B) The tool selected is the Level of Care Utilization of Services
10th edition. (Appendix C) AMH is implementing training of the LOCUS
using a “train the trainer methodology” to train a core group of individuals
from OSH, AMH, the community mental health programs, providers of
mental health services and supports as well as consumers of mental health
services and supports how to apply the tool as part of both the OSH
discharge process and to determine the level of care, supports and services
an individual needs to be successful in the community. These
representatives can then provide training to their peers so that a large
number of people will be trained to the same assessment tool across the
state. Oregon believes that this current transformation initiative will be
successful in decreasing the LOS at OSH by providing standardization to
both the discharge criteria and standardization in the use of an assessment
tool used statewide. Those standardization components, increased statewide
training capacity to those who administer and provide the services and
supports, plus improving the entire discharge process from OSH to the
community will prove successful for Oregonians in obtaining “a key to their
own door.” Both the standardized ready to place criteria and the LOCUS
were adopted April 2010 and are scheduled for implementation May 2010.
II. Psychiatric Security Review Board (PSRB)
In 2009, the Governor directed the Department of Human Services (DHS)
and Addictions and Mental Health (AMH) to research and make
recommendations to improve the process for moving people under the
jurisdiction of the Psychiatric Security Review Board (PSRB) into the
community when they were deemed ready. The research included reviewing
current process, policies, procedures, Oregon Administrative Rules and
Statutes, and interviewing OSH staff, patients, patient families, advocates,
community providers, AMH staff, PSRB staff and board members. After
gathering data, recommendations were created and a Coalition group was
formed in 2010 to review and approve them. The Coalition group includes
the Executive Director of PSRB, OSH Superintendent, and Assistant
Director of AMH with assistance from the Governor’s Office, the AMH
researchers, and Oregon Department of Justice (ODOJ). The Coalition’s
charge is to determine goals, create implementation strategies, and
implement approved recommendations.
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At this time, work is being done on several approved short term goals to
ensure the conditional release readiness determinations and community
placements of patients under PSRB jurisdiction by OSH and PSRB occur
more smoothly by decreasing delays caused by inconsistencies, lack of
information, lack of training, and backlogs.
In addition, OSH in conjunction with both AMH and the PSRB needs to
provide a standardized assessment of need in order to identify appropriate
treatment resources both in the community and the forensic hospital.
III. Community Residential Capacity Utilization Review
To determine “patient flow” within the community residential system,
AMH conducted a utilization review of 10 residential care providers. These
providers were selected for interview because their residents typically
experience unusually long lengths of stay. The 10 providers represented 5
residential treatment facilities, 2 secure residential treatment facilities, and 3
residential treatment homes. This study yielded some interesting information
and allowed AMH staff to refine its tools and methodology. Subsequently,
AMH contracted with Acumentra Health, a nonprofit organization whose
focus is improving the quality and effectiveness of healthcare by providing
external quality reviews of services and supports, to conduct a more
comprehensive system-wide utilization review. The basic goals for the
utilization review work of Acumentra is to assess the appropriateness of
current placements and determine the appropriateness of placements. The
Acumentra Health utilization study is anticipated to be completed September
2010 with results to be posted on the AMH website. 1 AMH believes that
this study will yield data that will further efforts to provide people the right
amount of treatment in the most appropriate settings for the right amount
time.
IV. Peer Bridger Program (OSH)
The fourth strategy that will help address the LOS concerns at OSH will
build on the current Peer Bridgers Program that OSH adopted in 2008. The
program uses peers who have received inpatient public mental health
services to formally support and mentor patients ready to be discharged. A
1

AMH [web link]
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Peer Bridgers’ representative will work closely with the person once s/he has
been discharged into the community. This program is modeled on a New
York state program. A multi-year evaluation of the New York Peer Bridgers
program demonstrated that state hospital patients participating in the
program were re-hospitalized an average of 19%, while a control group of
patients averaged a 60% re-hospitalization rate. OSH has four Peer
Bridgers/Recovery Specialists. In addition Oregon is expanding its work
with peer delivered services in the community as well with the belief that
increased peer services and supports with people receiving mental health
treatment will enhance and provide the necessary bridge, when combined
with community based treatment for both successful community living and
decreased re-hospitalizations. This initiative will be more fully addressed
later in this plan. (Appendix E)
V. New Treatment Model at OSH
Oregon believes that providing at least 20 hours of active treatment in a
treatment setting that more closely mirrors treatment in the community will
promote recovery, resiliency, independence and wellness for those people
receiving services. In anticipation of the new Oregon State Hospital
physical facility and in keeping with Oregon’s Olmstead goals, OSH has
adopted and is currently implementing an innovative “treatment mall”
approach to treatment and service delivery for people needing state hospital
level of careThe purpose of this strategy is to better prepare people for a
more independent living setting after leaving the hospital.
The new treatment mall is based on a treatment philosophy utilized by new
and renovated psychiatric hospitals. It employs a community design of
centralized care in which the patients’ living areas are connected to a
“neighborhood” mall that connects to a larger “downtown” mall so that
patients can access at least 20 hours of active treatment services per week
provided on the treatment mall and have more opportunities for healthy
socialization and wellness activities. While patients will live on a unit, they
will receive treatment, eat meals, attend classes and participate in activities
in the mall areas. There is growing evidence that this centralized model can
provide lasting benefits, including a decrease in hospital readmission rates,
increased skills in symptom management and improved quality of life. This
also prepares the person for a treatment experience that more closely mirrors
how community members receive treatment, services and supports; that is to
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say we leave our homes to seek treatment, employment, services and
supports in the communities in which we live. Current new treatment malls
operating are the Gero Psychiatric Mall which opened June 1st, 2008, the 40
Treatment Mall which opened March 3rd, 2009, Portland Mall which opened
February 2007 and the 50 Treatment Mall which opened January 19th, 2010.
For the new facility, the treatment malls and scheduled opening dates are:
ABC Harbors. Scheduled to open December 3rd, 2010 with the remaining
malls Trails (PSR), Bridger’s transition, Neuro and New Generation to open
based on the facility construction schedule.
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Establishment of Independent Living Environments
VI. Supported Housing
Prior to the 1999 Olmstead decision, Oregon closed the Dammasch State
Hospital, (Dammasch) located in Wilsonville in July 1995. To accomplish
this Oregon focused on providing less restrictive community based services
for those people living in Dammasch. Dammasch opened in 1961 and was
successfully closed 1995, moving approximately 375 people to Oregon
communities primarily in smaller, structured, state licensed residential
facilities. The former Dammasch site is now home to Villebois, a planned
community. 2 Currently at Villebois, there are 10 beds available in two
residential treatment homes (Hearthstone and Fieldstone) and 64 supported
housing opportunities in three settings (The Charleston, Renaissance Court
and Rain Garden).
The current average length of stay in Oregon’s residential treatment
programs varies by the type of facility and ranges from just under 400 days
in adult foster homes to nearly 600 days in residential treatment facilities.
The average length of stay in Oregon state hospitals for the civilly
committed population is just over one year with a small group of clients
staying more than five years. The time many people are staying in these
institutions is far too long. The length of stay can only be reduced with an
investment in supportive housing resources.
To meet the growing need for community services for people with mental
illness, over the past 15 years Oregon had focused on increasing facilitybased care in local communities rather than expanding state hospital services
for people who are civilly committed. For the past several biennia, the
Oregon legislature has approved funding to increase facility-based care
which resulted in an increase in residential treatment facilities throughout
the state. This increase has provided community treatment opportunities for
2

Inspired by traditional European villages, Villebois, which translates to “village near the woods,” is a
500-acre master-planned community in Wilsonville, Ore. At the heart of Villebois will be the Village
Center, characterized by elements such as apartments and row homes as well as ground level retail and
commercial space. Surrounding the Village Center are three distinct neighborhoods, Villebois features
diverse housing types, including apartments, community housing and condominiums, attached row and
town homes, as well as single-family detached homes on lots of varying sizes. The entire community is
connected by more than 130-acres of trails and open green spaces, including parks and nature preserves that
join to trails that lead well beyond Villebois.
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people who are discharged from OSH and Blue Mountain Recovery Center
(BMRC).
The current service delivery system is overly reliant on the use of residential
facilities, which are less flexible and more costly than a community-based
supportive housing system. The residential facility system lacks the
supportive housing resources that keep people living in their own homes
rather than small or large group settings.
To address these deficiencies, housing opportunities in the community with
an array of supportive services is not only more effective treatment for
many, but it provides an increase in capacity by reducing the length of stay
in residential facilities by providing more permanent housing plus services.
Without an investment in supportive housing, intensive outpatient and peer
services Oregon will not be able to move individuals from state or
community facilities to self-sufficiency.
Central to Oregon’s mental health policy direction is the need for an
individually driven treatment system that promotes recovery, resiliency,
independence and wellness while providing people with “a key to their own
door.” A foundational component of recovery is safe and affordable housing
with access to treatment services and supports when they are needed; in
other words the right amount of services at the right time for the right
amount of time. To create an effective and efficient array of housing
services and supports and in response to the aforementioned utilization study
results, Oregon is establishing more independent living environments
through increased supportive housing capacity, increased rental subsidies
and associated housing supports and services and increased supported
employment opportunities. This strategy is captured and documented in
AMH’s supportive housing initiative. (Appendix E) AMH will work with
community partners to provide rental assistance for at least 400 people by
June 30, 2011, through a combined effort of the supportive housing initiative
and the AMHI initiative.
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Oregon is working to provide treatment to people at the earliest point
possible within the course of their illness. Understandably, this will occur at
different times for every person but the primary goal is to prevent state
hospitalization and the associated stigma that accompanies a person when
they re-enter the community.
Oregon is focusing investments on several key issues to prevent people from
being hospitalized at OSH; those issues are the establishment, promotion and
sustainment of a recovery oriented system of care, investment in early
psychosis and early assessment screening, peer delivered services and
wellness programs.
VII. Improving Service Access Through Local Accountability
The seventh strategy that Oregon is developing is the Adult Mental Health
Initiative (AMHI). AMHI is designed to promote more effective utilization
of current capacity in facility based treatment settings, increase care
coordination and increase accountability at a local and state level. It is also
designed to promote the availability and quality of individualized
community-based services and supports, so that adults with mental illness
are served in the least restrictive environment possible and use of long-term
institutional care is minimized.
AMHI is working with local or regional MHOs, Community Mental Health
Programs (CMHPs), providers and stakeholders, to design and implement
financing, contracting and service delivery strategies that bring together
isolated service components to assist individuals in a collaborative clinically
appropriate approach to recovery. Services will be community-based with
management, decision-making and service delivery occurring at the local
level. AMHI will build on and compliment other efforts currently under way
such as implementing a standardized assessment tool, utilizing a
standardized discharge processes from state institutions and introducing
newly approved Medicaid State Plan Amendments. The intent of AMHI is
to manage utilization to the get the right level of service to individuals at the
right time and place. AMHI will be system-wide care management to move
individuals to self sufficiency.
Oregon believes that the AMHI initiative will provide the ongoing
9
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framework, continued development and support of a statewide initiative to
improve the integration and collaboration among providers of mental health,
substance abuse treatment and physical health care. In addition, there will
be coordinated care for people accessing publicly funded health services and
early intervention for mental health and substance abuse issues will be
maximized. This intervention will help prevent avoidable illnesses and
provide treatment of chronic conditions. Ramifications of these health
disparities and chronic conditions will be addressed in the Wellness section
of this plan.
VIII. Recovery-oriented System of Care
Recovery is a lifelong process that brings with it many experiences of both
success and temporary setbacks. For a successful recovery-oriented system
of care to thrive, there needs to be adequate funding for services and
supports, adequate access to services and supports at the time a person needs
them and for the right amount of time for people to succeed in treatment. In
March 2007 the Addictions and Mental Health Division’s (AMH)
Community Services Workgroup (CSWG) published its final report. The
purpose of the report was to inform AMH, the Department of Human
Services (DHS), the Governor and the Legislature about the range of
community-based services needed to complement the replacement of state
hospital facilities and to assure the successful operation of the new hospitals.
(Appendix

D)

The CSWG report indicated that without a fully funded and operational
services and supports system, the staff would be frustrated in its efforts to
provide treatment to people in the community versus the state hospital.
Unless the state invests in community services, the demand for state hospital
beds will exceed the capacity of the new state hospital facilities. If the new
state hospitals are to succeed, a significant new investment must also be
made to develop and enhance a robust array of community services that
support individual recovery goals.
IX. Early Psychosis and Early Assessment Screening
Early intervention in psychosis is a well-researched model. It is based on
the observation that identifying and treating someone in the early stages of a
psychosis can significantly improve their longer-term outcome. Beginning
in 2007, HB 2144 created the Children’s Wraparound Initiative in order to
build a system of care that collaborates across agencies, families and youth
to improve access and expand the array of coordinated community-based,
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culturally and linguistically appropriate services and natural supports for
children and youth with serious mental health needs. The Children’s Wrap
Around initiative is cross-divisional with the Children, Adults and Families
(CAF) division of DHS, touching the lives of children from birth to age 18,
who have been in the custody of DHS for more than one year and have had
at least four placements or who come into custody and immediately need
specialized behavioral health services and supports. (Appendix E)
The 2007 Oregon legislature funded EASA to bring the most current,
evidence-based treatment to individuals in the early stages of illness. This
approach advocates the use of an intensive multi-disciplinary approach
during what is known as the critical period, where intervention is the most
effective, and prevents the long term morbidity associated with chronic
psychotic illness. There are currently seven community mental health
programs with EASA sites representing nine counties. EASA uses evidencebased practices to do early assessment and intervention for young adults
having their first experience with psychosis. Its primary purpose is to reduce
the disability associated with psychosis.
X. Peer Delivered Services
Research increasingly demonstrates the effectiveness of peer delivered
services, and people receiving mental health services voice the positive
effect of services provided by people who have had similar experiences.
Mental health disorders are chronic conditions requiring treatment of acute
symptoms and on-going management, supports and monitoring to avoid
relapse. Individuals with mental health disorders need recovery support
services to help them navigate systems, understand the issues related to these
chronic diseases and provide them with the tools and skills to begin healing
and rebuilding their lives. These support services are often best provided by
people who themselves have received mental health services.
Oregon is expanding its work with peer delivered services with the
knowledge that increased peer services and supports combined with
community based treatment will enhance and provide people the necessary
bridge for both successful community living and decreased rehospitalizations.
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Providing community-based treatment to both young adults in transition
and adults needing mental health treatment, services and supports is a
cornerstone of recovery. AMH in collaboration with local community
mental health programs funded a “warm” line. This warm line is designed
and provided by people who have or have had mental health challenges and
are able to support their peers telephonically when they are struggling with
a variety of mental health concerns. The warm line was frequently used.
For 2009, the average number of calls responded to per month was
approximately 350-400, with an average call length of 30 minutes, using
100 trained operators statewide.
AMH is implementing rules, policies and procedures to promote and
increase the utilization of peer delivered services (PDS) in Oregon. AMH is
streamlining and consolidating service delivery through the March 2010
adoption of the Integrated Services and Supports Administrative Rules
(ISSR) that includes defining peer delivered services and identifying service
areas for employment and volunteer opportunities. AMH aligns its focus
with national and international recovery thinking, person-centered health
care planning, client self-determination and a holistic wellness approach in
its mental health and addiction services delivery transformation. This focus
is demonstrated by a policy and procedure for reviewing and approving peer
delivered services training and curricula which meet Center for Medicare
and Medicaid Services (CMS) and national consumer operated organization
standards.
XI. Wellness
In its report, Measuring Premature Mortality among Oregonians (AMH,
2008) AMH reported that clients with mental illness die approximately 16
years younger than the average population. Individuals with dual diagnosis
die even earlier. This disparity is due to heart disease, diabetes and problems
related to side effects of medications, smoking, obesity and lack of holistic
medical care, according to research by a national mental health council.
AMH will build on current activities within the Wellness Initiative by
working closely with AMH Wellness Task Force, DHS Core Integration
Team, the Public Health Division, Oregon State Hospital, mentors,
consumers, family members, community stakeholder groups and providers
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with national experts to move from knowing about health inequities to
taking immediate action steps to prevent these disparities.
The Community Services Workgroup report states that AMH “ . . . should
include the establishment and ongoing support of a wellness task force.
AMH should also develop a quality improvement process that supports
increased access to physical health care and ensures appropriate prevention,
screening and treatment services for persons with addictions and/or mental
health disorders.” The Oregon study concludes that premature mortality
among people receiving mental health services is a health care crisis and
recommends AMH (via a Wellness Task Force) work with community
agencies to implement changes in care coordination, wellness screening and
use of peer-to-peer support services to empower people with serious mental
illness and/or substance use disorders in achieving lifestyle changes that will
improve their overall health. The AMH Wellness Initiative strengthens
integration efforts already underway between physical health and behavioral
health care providers. It blends the work of the AMH Wellness Task Force,
DHS Core Integration Team, the Oregon Public Health Division, hospitals,
mentors, consumers, family members, community stakeholder groups,
providers and national experts to move as a united force to end health inequities
and take immediate action to eliminate contributing factors to preventable
diseases. Here are three current wellness projects:
A Public Health Approach – Health integration is our future and will

translate into increased access to appropriate health care services through a
public health care approach across the lifespan. Integrated physical health
care and behavioral health care experts are joining forces to provide a full
range of health promotion and intervention services – collaborating,
collocating, cross-training with our health care workforce to reach
individuals and families where they live…in their community.
The Oregon Public Health Division (PHD) and Oregon Addictions and
Mental Health Division (AMH) are taking a lead role in our statewide AMH
Wellness Initiative. Currently, we are working on new policy
recommendations to dramatically address the use of tobacco products at all
DHS-AMH treatment or residential service sites. In addition to the local
projects reflected below, PHD and AMH are teaming up with statewide
representatives from the mental health and addictions recovery community
13
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to build community wellness champions in every county and/or region of the
state to build a local peer wellness program.
Tobacco Freedom – An approach to support self-determination, utilizing a

person’s motivation to choose to be free from an addictive substance;
equipping individuals, residential treatment settings and community consumer
run organizations with cessation supports and treatment strategies.
Community Peer Wellness Forums – Quarterly education forums bring

together providers, customers, family members, and local complimentary
healing vendors to increase awareness of health promotion and wellness
options in the community, promote a healing network, and raise community
action to increase prevention efforts and health care services to meet the needs
of all citizens. The face-to-face interaction between community members from
all walks of life breaks down social barriers, dispelling myths about mental
illness and eliminate stigma.
Nutrition and Exercise – A multi-pronged approach to increase adoption of

healthy food options and appropriate levels of exercise; i.e., dance, yoga,
walking for the populations we serve in all therapeutic and independent
settings.

The goals for the above initiatives include:
• Decrease access and use of tobacco products by clients and staff.
• Health promotion with appropriate NRT supports in place for AMH
clients.
• Expansion of a peer services network in the community providing
wellness coaching.
• Increase access to holistic, person-centered healthcare in the public
service arena through collaboration and collocation.
• Increase in opportunities for workforce development in health care
services; promoting physical health and behavioral health care
integration.
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• Increase in complimentary therapeutic interventions available to
persons receiving services.
• Increase in client self-empowerment and self-determination in
fulfilling their personal wellness plans.
• Statewide agency coordination on health and wellness efforts.
• Shared resources and resource savings through greater state and
community partnership.
• Decrease in the number of productive years of life lost to preventable
conditions.
XII. Oregon Health Authority
Oregon has a unique opportunity to provide services and supports in a more
integrated manner through the Oregon Health Authority (OHA). The OHA
was created by legislation in 2009 (House Bill 2009) to be implemented at
the beginning of the July 2011 biennium. The mission of the OHA is to help
people and communities achieve optimum physical, mental and social well
being through partnerships, prevention and access to quality, affordable
health care. The ultimate aim of the OHA is to ensure access to health care
while making changes that will stem rising costs, improve quality and
promote good health. This provides Oregon with an opportunity to have the
needs of this population considered in important health care reform. OHA
knows what it needs to do to improve health care: focus on health and
preventive care, provide care for everyone and reduce waste in the health
care system. OHA will be tackling these problems in both the public and
private sectors.
XIII. Consumer Participation
Oregon Revised Statute (ORS) 430.075 provides that at least 20 percent
membership of task forces, commissions, advisory groups and committees
primarily related to mental health or addictions issues must be composed of
consumers of services. This important legislation was passed in 2007 with
the full support of local and statewide consumer groups, ensuring that the
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voice of people who are currently receiving mental health or addiction
services or have received services are included in policy and decision
making. In order to encourage statewide participation, individuals receive
compensation for their travel expenses. Reimbursement comes from a
combination of federal (i.e. Mental Health Block Grant) and General Fund
sources. To expand consumer voice statewide, Oregon is promoting
consumers as educators of mental health and addiction services. Oregon
will continue to actively seek consumer participation in the development of
community based programs. Oregon will actively seek and support
consumer participation as members of quality improvement site reviews and
will provide increased consumer education regarding Olmstead and policy
development and implementation. AMH will seek funding to support
community based consumer organizations thru an Office of Consumer
Activities.
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Summary
Looking to the future, Oregon is embarking on 15 new policy driven
initiatives. Many of which are identified in this document. (Appendix E)
These initiatives will move Oregon to a more recovery focused system and
will substantially increase the availability, utilization and quality of
individualized, integrated, culturally competent, home and community-based
services for children, youth, and adults.
Oregon’s goal to achieve the intent of the Olmstead decision is to move
healthy people to independent housing that promotes recovery, resiliency,
independence and wellness while providing people with “a key to their own
door.” Oregon will achieve this goal by reducing the length of stay (LOS)
at the Oregon State Hospital (OSH), establishing independent living
environments statewide and preventing hospitalization at OSH.
Oregon’s system is now under stress because the state had relied on creating
a facility-based approach to service delivery. The mental health system at
present is meeting less than 50 percent of the need for public services for
adults and children. As identified in the CSWG report “. . . without the
investment in community services, the demand for state hospital beds will
exceed the capacity of the new state hospital facilities. If the new state
hospitals are to succeed, a significant investment must also be made to
develop and enhance a robust array of community services that support
individual recovery goals.” These services and supports must be consumer
driven not only at the clinical level, but with consumer’s providing an active
voice through participation in local and state governance bodies.
It is critical that each community or regional system of care in our state have
enough resources to fund a set of core services and supports. Oregon will not
be successful with the replacement state hospital facilities envisioned by the
State Hospital Master Plan. The facilities will be successful in operating
with limited beds, shorter lengths of stay and a manageable occupancy rate if
every region is not funded comprehensively and comparably, based on
objective analysis of the relative need in each geographic area. A robustly
funded community-based system of care is not only essential to the
operation of the state hospital it is essential in meeting Oregon’s Olmstead
goals.

17

Appendix A
Olmstead v. L.C. (98-536) 527 U.S. 581 (1999)











































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Appendix B
AMH Transformation 01 Initiative Charter
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Appendix C
Level of Care Utilization of Services 10th edition
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LOCUS Instrument 2010

1

INTRODUCTION TO ADULT VERSION 2010
With the arrival of managed care programs and principles, the use of quantifiable measures to
guide assessment, level of care placement decisions, continued stay criteria, and clinical outcomes
is increasingly important. In the past there have been no widely accepted standards to meet these
needs. The development of LOCUS has provided a single instrument that can be used for these
functions in a wide variety of settings, including both mental health and addictions. It provides a
common language and set of standards with which to make such judgements and
recommendations. Clinicians now have an instrument, which is simple, easy to understand and
use, but also meaningful and sufficiently sensitive to distinguish appropriate needs and services. It
provides clear, reliable, and consistent measures that are succinct, but sufficient to make care or
quality monitoring judgments.
LOCUS has three main objectives. The first is to provide a system for assessment of service
needs for adult clients, based on six evaluation parameters. The second is to describe a continuum
of service arrays which vary according to the amount and scope of resources available at each
“level” of care in each of four categories of service. The third is to create a methodology for
quantifying the assessment of service needs to permit reliable determinations for placement in the
service continuum.
This system is a dynamic one, and it has evolved over the years of its development. Since its
inception, LOCUS has included content related to recovery status, stage of change, and choice. Its
simple style and structure has invited use not only by a variety of clinicians with various levels of
training, but by consumers themselves, allowing assessment to become a collaborative process.
Engagement in this collaboration is central to person centered treatment planning. With this new
revision of LOCUS, the first since 2000, language within the rating scales has been further
simplified and stages of change (as conceived by Prochaska and DiClemente) have been assigned
to ratings in Dimension VI, now called Engagement and Recovery Status. We strongly encourage
collaboration between the clinician and the person being assessed whenever this is possible. As
systems develop services and processes that facilitate recovery, these changes will allow LOCUS to
be an even more powerful tool to assist these transformations.
Version 2010 makes these changes to address semantic concerns, but once again, there are no
significant changes in content from Version 2000. Reliability and validity testing results will not
be affected by these changes, but additional testing is planned in the future.
The instrument has multiple potential uses:
! To assess immediate service needs (e.g., for clients in crisis)
! To plan resource needs over time, as in assessing service requirements for defined
populations
! To monitor changes in status or placement at different points in time.
As with previous versions, the current document is divided into three sections. The first section
defines six evaluation parameters or dimensions: 1) Risk of Harm; 2) Functional Status; 3)
Medical, Addictive and Psychiatric Co-Morbidity; 4) Recovery Environment; 5) Treatment and
Recovery History; and 6) Engagement and Recovery Status. A five-point scale is constructed for
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each dimension and the criteria for assigning a given rating or score in that dimension are
elaborated. In dimension IV, two subscales are defined, while all other dimensions contain only
one scale.
The second section of the document defines six “levels of care” in the service continuum in
terms of four variables: 1) Care Environment, 2) Clinical Services, 3) Support Services, and 4)
Crisis Resolution and Prevention Services. The term “level” is used for simplicity, but it is not our
intention to imply that the service arrays are static or linear. Rather, each level describes a flexible
or variable combination of specific service types and might more accurately be said to describe
levels of resource intensity. The particulars of program development are left to providers to
determine based on local circumstances and outcome evaluations. Each level encompasses a
multidimensional array of service intensities, combining crisis, supportive, clinical, and
environmental interventions, which may vary independently. Patient placement criteria are then
elaborated for each level of care. Separate admission, continuing stay, and discharge criteria are
not needed in this system, as changes in level of care will follow from changes in ratings in any of
the six parameters over the course of time.
The final section describes a proposed scoring methodology that facilitates the translation of
assessment results into placement or level of care determinations. Both a grid chart and a decision
flow chart are provided for this purpose.
We hope that this version of LOCUS will continue to stimulate considerable comment,
discussion, and testing as reliability and validity studies continue. It is recognized that a document
of this type must be dynamic and that adjustments or addendums may be required either to
accommodate local needs or to address unanticipated or unrecognized circumstances or
deficiencies. The specific needs of special populations, such as children, adolescents, and the
elderly will not be adequately addressed in this adult version. It does not claim to replace clinical
judgment, and is meant to serve only as an operationalized guide to resource utilization that must
be applied in conjunction with sound clinical thinking. It is offered as an instrument that should
have considerable utility in its present form, but growth and improvement should be realized with
time and further testing. The AACP welcomes any comments or suggestions. Please send your
comments to:
Wesley Sowers, M.D.
Medical Director, Allegheny County Department of Human Services
Office of Behavioral Health
One Smithfield Street, Third Floor
Pittsburgh PA 15222-2225
Phone: (412) 350-3716; Fax: (412) 350-3880; e-mail: sowers6253@consolidated.net
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Level of Care Utilization System for Psychiatric and Addiction Services
Instructions for Use
Each evaluation parameter is defined along a scale of one to five. Each score in the scale is
defined by one or more criteria, which are designated by separate letters. Only one of these criteria
need be met for a score to be assigned to the subject. The evaluator should select the highest score
or rating in which at least one of the criteria is met.
There will, on occasion, be instances where there will be some ambiguity about whether a
subject has met criteria for a score on the scale within one of the parameters. This may be due to
inadequate information, conflicting information, or simply to difficulty in making a judgment about
whether the available information is consistent with any of the criteria for that score. Clinical
experience must be applied judiciously in making determinations in this regard, and the rating or
criterion that provides the closest approximation to the actual circumstance should be selected.
However, there will be instances when it will remain difficult to make this determination. In these
cases the highest score in which it is more likely than not that least one criterion has been met
should generally be assigned. The result will be that any errors will be made on the side of caution.
Since LOCUS is designed as a dynamic instrument, scores should be expected to change over
time. Scores are generally assigned on a here and now basis, representing the clinical picture at the
time of evaluation. In some of the parameters, historical information is taken into account, but it
should not be considered unless it is a clear part of the defined criteria. In certain crisis situations,
the score may change rapidly as interventions are implemented. In other situations, where a
subject may be living under very stable circumstances, scores may not change for extended periods
of time. Clinical judgment should prevail in the determination of how frequently scores should be
reassessed. As a general rule, they will be reassessed more frequently at higher levels of acuity and
at the higher levels of care or resource intensity.
Once scores have been assigned in all six evaluation parameters, they should be recorded on a
worksheet and summed to obtain the composite score. Referring to the LOCUS Placement Grid, a
rough estimate of the placement recommendation can be obtained. For greatest accuracy, the
LOCUS Level of Care Decision Tree should be employed and it is recommended that it be used in
most cases.
In assigning levels of care, there will be some systems that do not have comprehensive services
for all populations at every level of the continuum. When this is the case, the level of care
recommended by LOCUS may not be available and a choice will need to be made as to whether
more intensive services or less intensive services should be provided. In most cases, the higher
level of care should be selected, unless there is a clear and compelling rationale to do otherwise.
This will again, lead us to err on the side of caution and safety rather than risk and instability.
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LOCUS Instrument Version 2010
Evaluation Parameters for Assessment of Service Needs
Definitions
I. Risk of Harm
This dimension of the assessment considers a person’s potential to cause significant harm to
self or others. While this may most frequently be due to suicidal or homicidal thoughts or
intentions, in many cases unintentional harm may result from misinterpretations of reality, from
inability to adequately care for oneself, or from altered states of consciousness due to use of
intoxicating substances in an uncontrolled manner. For the purposes of evaluation in this
parameter, deficits in ability to care for oneself are considered only in the context of their
potential to cause harm. Likewise, only behaviors associated with substance use are used to
rate risk of harm, not the substance use itself. In addition to direct evidence of potentially
dangerous behavior from interview and observation, other factors may be considered in
determining the likelihood of such behavior such as; past history of dangerous behaviors,
inability to contract for safety (while contracting for safety does not guarantee it, the inability to
do so increases concern), and availability of means. When considering historical information,
recent patterns of behavior should take precedence over patterns reported from the remote past.
Risk of harm may be rated according to the following criteria:
1 - Minimal Risk of Harm
a- No indication of suicidal or homicidal thoughts or impulses, and no history of suicidal
or homicidal ideation, and no indication of significant distress.
b- Clear ability to care for self now and in the past.
2 - Low Risk of Harm
a- No current suicidal or homicidal ideation, plan, intentions or severe distress, but may
have had transient or passive thoughts recently or in the past.
b- Occasional substance use without significant episodes of potentially harmful behaviors.
c- Periods in the past of self-neglect without current evidence of such behavior.
3 - Moderate Risk of Harm
a- Significant current suicidal or homicidal ideation without intent or conscious plan and
without past history.
b- No active suicidal/homicidal ideation, but extreme distress and/or a history of
suicidal/homicidal behavior exists.
c- History of chronic impulsive suicidal/homicidal behavior or threats, but current
expressions do not represent significant change from usual behavior.
d- Binge or excessive use of substances resulted in potentially harmful behaviors in the
past, but there have been no recent episodes.
e- Some evidence of self-neglect and/or decrease in ability to care for oneself in current
environment.
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4 - Serious Risk of Harm
a- Current suicidal or homicidal ideation with expressed intentions and/or past history of
carrying out such behavior but without means for carrying out the behavior, or with
some expressed inability or aversion to doing so, or with ability to contract for safety.
b- History of chronic impulsive suicidal/homicidal behavior or threats with current
expressions or behavior representing a significant elevation from usual behavior.
c- Recent pattern of excessive substance use resulting in loss of self-control and clearly
harmful behaviors with no demonstrated ability to abstain from use.
d- Clear compromise of ability to care adequately for oneself or to be adequately aware of
environment.
5 - Extreme Risk of Harm
a- Current suicidal or homicidal behavior or such intentions with a plan and available
means to carry out this behavior…
- without expressed ambivalence or significant barriers to doing so, or
- with a history of serious past attempts which are not of a chronic, impulsive or
consistent nature, or
- in presence of command hallucinations or delusions which threaten to override
usual impulse control.
b- Repeated episodes of violence toward self or others, or other behaviors resulting in
harm while under the influence of intoxicating substances with pattern of nearly
continuous and uncontrolled use.
c- Extreme compromise of ability to care for oneself or to adequately monitor environment
with evidence of deterioration in physical condition or injury related to these deficits.
II. Functional Status
This dimension of the assessment measures the degree to which a person is able to fulfill social
responsibilities, to interact with others, maintain their physical functioning (such as sleep,
appetite, energy, etc.), as well as a person’s capacity for self-care. This ability should be
compared against an ideal level of functioning given an individual’s limitations, or may be
compared to a baseline functional level as determined for an adequate period of time prior to
onset of this episode of illness. Persons with ongoing, longstanding deficits who do not
experience any acute changes in their status are the only exception to this rule and are given a
rating of three. If such deficits are severe enough that they place the client at risk of harm, they
will be considered when rating Dimension I in accord with the criteria elaborated there. For the
purpose of this document, sources of impairment should be limited to those directly related to
psychiatric and/or addiction problems that the individual may be experiencing. While other
types of disabilities may play a role in determining what types of support services may be
required, they should generally not be considered in determining the placement of a given
individual in the behavioral treatment continuum.
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1 - Minimal Impairment
a- No more than transient impairment in functioning following exposure to an identifiable
stressor.
2 - Mild Impairment
a- Experiencing some problems in interpersonal interactions, with increased irritability,
hostility or conflict, but is able to maintain some meaningful and satisfying
relationships.
b- Recent experience of some minor disruptions in aspects of self-care or usual activities.
c- Developing minor but consistent difficulties in social role functioning and meeting
obligations such as difficulty fulfilling parental responsibilities or performing at
expected level in work or school, but maintaining ability to continue in those roles.
d- Demonstrating significant improvement in function following a period of difficulty.
3 - Moderate Impairment
a- Recently conflicted, withdrawn, alienated or otherwise troubled in most significant
relationships, but maintains control of any impulsive, aggressive or abusive behaviors.
b- Appearance and hygiene falls below usual standards on a frequent basis.
c- Significant disturbances in physical functioning such as sleep, eating habits, activity
level, or sexual appetite, but without a serious threat to health.
d- Significant deterioration in ability to fulfill responsibilities and obligations to job,
school, self, or significant others and these may be avoided or neglected on some
occasions.
e- Ongoing and/or variably severe deficits in interpersonal relationships, ability to engage
in socially constructive activities, and ability to maintain responsibilities.
f- Recent gains and/or stabilization in function have been achieved while participating in
treatment in a structured and/or protected setting.
4 - Serious Impairment
a- Serious decrease in the quality of interpersonal interactions with consistently conflictual
or otherwise disrupted relations with others, which may include impulsive, aggressive
or abusive behaviors.
b- Significant withdrawal and avoidance of almost all social interaction.
c- Consistent failure to maintain personal hygiene, appearance, and self-care near usual
standards.
d- Serious disturbances in physical functioning such as weight change, disrupted sleep, or
fatigue that threaten physical well being.
e- Inability to perform close to usual standards in school, work, parenting, or other
obligations and these responsibilities may be completely neglected on a frequent basis
or for an extended period of time.
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5 - Severe Impairment
a- Extreme deterioration in social interactions which may include chaotic communication,
threatening behaviors with little or no provocation, or minimal control of impulsive,
aggressive or otherwise abusive behavior.
b- Development of complete withdrawal from all social interactions.
c- Complete neglect of personal hygiene and appearance and inability to attend to most
basic needs such as food intake and personal safety with associated impairment in
physical status.
d- Extreme disruptions in physical functioning causing serious harm to health and well
being.
e- Complete inability to maintain any aspect of personal responsibility as a citizen, or in
occupational, educational, or parental roles.
III. Medical, Addictive, and Psychiatric Co-Morbidity
This dimension measures potential complications in the course of illness related to co-existing
medical illness, substance use disorder, or psychiatric disorder in addition to the condition first
identified or most readily apparent (here referred to as the presenting disorder). Co-existing
disorders may prolong the course of illness in some cases, or may necessitate availability of
more intensive or more closely monitored services in other cases. Unless otherwise indicated,
historical existence of potentially interacting disorders should not be considered in this
parameter unless current circumstances would make reactivation of those disorders likely. For
patients who present with substance use disorders, physiologic withdrawal states should be
considered to be medical co-morbidity for scoring purposes.
1 - No Co-morbidity
a- No evidence of medical illness, substance use disorders, or psychiatric disturbances
apart from the presenting disorder.
b- Any illnesses that may have occurred in the past are now stable and pose no threat to
the stability of the current condition.
2 - Minor Co-morbidity
a- Existence of medical problems which are not themselves immediately threatening or
debilitating and which have no impact on the course of the presenting disorder.
b- Occasional episodes of substance misuse, but any recent episodes are self-limited, show
no pattern of escalation, and there is no indication that they adversely affect the course
of a co-existing psychiatric disorder.
c- May occasionally experience psychiatric symptoms which are related to stress, medical
illness, or substance use, but these are transient and have no detectable impact on a
co-existing substance use disorder.
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3 - Significant Co-morbidity
a- Medical conditions exist, or have potential to develop (such as diabetes or a mild
physiologic withdrawal syndrome), which may require significant medical monitoring.
b- Medical conditions exist which may be created or adversely affected by the existence of
the presenting disorder.
c- Medical conditions exist which may adversely affect the course of the presenting
disorder.
d- Ongoing or episodic substance use occurring despite negative consequences with
significant or potentially significant negative impact on the course of any co-existing
psychiatric disorder.
e- Recent substance use which has had clearly detrimental effects on the presenting
disorder but which has been temporarily arrested through use of a highly structured or
protected setting or through other external means.
f- Significant psychiatric symptoms and signs are present which are themselves somewhat
debilitating, and which interact with and have an adverse affect on the course and
severity of any co-existing substance use disorder.
4 - Major Co-morbidity
a- Medical conditions exist, or have a very high likelihood of developing (such as a
moderate, but uncomplicated, alcohol, sedative, or opiate withdrawal syndrome, mild
pneumonia, or uncontrolled hypertension), which may require intensive, although not
constant, medical monitoring.
b- Medical conditions exist which are clearly made worse by the existence of the
presenting disorder.
c- Medical conditions exist which clearly worsen the course and outcome of the presenting
disorder.
d- Uncontrolled substance use occurs at a level, which poses a serious threat to health if
unchanged, and/or which poses a serious barrier to recovery from any co-existing
psychiatric disorder.
e- Psychiatric symptoms exist which are clearly disabling and which interact with and
seriously impair ability to recover from any co-existing substance use disorder.
5 - Severe Co-morbidity
a- Significant medical conditions exist which may be poorly controlled and/or potentially
life threatening in the absence of close medical management (e.g., severe or
complicated alcohol withdrawal, uncontrolled diabetes mellitus, complicated pregnancy,
severe liver disease, debilitating cardiovascular disease).
b- Presence and lack of control of presenting disorder places client in imminent danger
from complications of existing medical problems.
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c- Uncontrolled medical condition severely worsens the presenting disorder, dramatically
prolonging the course of illness and seriously impeding the ability to recover from it.
d- Severe substance dependence with inability to control use under any circumstance and
which may include intense withdrawal symptoms or continuing use despite clear
worsening of any co-existing psychiatric disorder and other aspects of well being.
e- Acute or severe psychiatric symptoms are present which seriously impair client’s ability
to function and prevent recovery from any co-existing substance use disorder, or
seriously worsen it.
IV. Recovery Environment
This dimension considers factors in the environment that may contribute to the onset or
maintenance of addiction or mental illness, and factors that may support a person’s efforts to
achieve or maintain mental health and/or abstinence. Stressful circumstances may originate
from multiple sources and include interpersonal conflict or torment, life transitions, losses,
worries relating to health and safety, and ability to maintain role responsibilities. Supportive
elements in the environment are resources which enable persons to maintain health and role
functioning in the face of stressful circumstances, such as availability of adequate material
resources and relationships with family members. The availability of friends, employers or
teachers, clergy and professionals, and other community members that provide caring attention
and emotional comfort, are also sources of support. For persons being treated in locked or
otherwise protected residential settings, ratings should be based on the conditions that would be
encountered upon transitioning to a new or returning to the usual environment, whichever is
most appropriate to the circumstances.
A) Level of Stress
1 - Low Stress Environment
a- Essentially no significant or enduring difficulties in interpersonal interactions and
significant life circumstances are stable.
b- No recent transitions of consequence.
c- No major losses of interpersonal relationships or material status have been experienced
recently.
d- Material needs are met without significant cause for concern that they may diminish in
the near future, and no significant threats to health or safety are apparent.
e- Living environment poses no significant threats or risk.
f- No pressure to perform beyond capacity in social role.
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2 - Mildly Stressful Environment
a- Presence of some ongoing or intermittent interpersonal conflict, alienation, or other
difficulties.
b- A transition that requires adjustment such as change in household members or a new job
or school.
c- Circumstances causing some distress such as a close friend leaving town, conflict in or
near current residence, or concern about maintaining material well being.
d- A recent onset of a transient but temporarily disabling illness or injury.
e- Potential for exposure to alcohol and/or drug use exists. *
f- Performance pressure (perceived or actual) in school or employment situations creating
discomfort.
3 - Moderately Stressful Environment
a- Significant discord or difficulties in family or other important relationships or alienation
from social interaction.
b- Significant transition causing disruption in life circumstances such as job loss, legal
difficulties or change of residence.
c- Recent important loss or deterioration of interpersonal or material circumstances.
d- Concern related to sustained decline in health status.
e- Danger in or near habitat.
f- Easy exposure and access to alcohol and drug use. *
g- Perception that pressure to perform surpasses ability to meet obligations in a timely or
adequate manner.
4 - Highly Stressful Environment
a- Serious disruption of family or social milieu which may be due to illness, death, divorce
or separation of parent and child, severe conflict, torment and/or physical or sexual
mistreatment.
b- Severe disruption in life circumstances such as going to jail, losing housing, or living in
an unfamiliar, unfriendly culture.
c- Inability to meet needs for physical and/or material well being.
d- Recent onset of severely disabling or life threatening illness.
e- Difficulty avoiding exposure to active users and other pressures to partake in alcohol or
drug use. *
f- Episodes of victimization or direct threats of violence near current home.
g- Overwhelming demands to meet immediate obligations are perceived.
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5 - Extremely Stressful Environment
a- An acutely traumatic level of stress or enduring and highly disturbing circumstances
disrupting ability to cope with even minimal demands in social spheres such as:
- ongoing injurious and abusive behaviors from family member(s) or significant
other.
- witnessing or being victim of extremely violent incidents brought about by human
malice or natural disaster.
- persecution by a dominant social group.
- sudden or unexpected death of loved one.
b- Unavoidable exposure to drug use and active encouragement to participate in use. *
c- Incarceration or lack of adequate shelter.
d- Severe pain and/or imminent threat of loss of life due to illness or injury.
e- Sustained inability to meet basic needs for physical and material well being.
f- Chaotic and constantly threatening environment.
* These criteria apply to persons with past or present difficulties with substance use.
B) Level of Support
1 - Highly Supportive Environment
a- Plentiful sources of support with ample time and interest to provide for both material
and emotional needs in most circumstances.
b- Effective involvement of Assertive Community Treatment Team (ACT) or other
similarly highly supportive resources.
(Selection of this criterion pre-empts higher ratings)
2 - Supportive Environment
a- Supportive resources are not abundant, but are capable of and willing to provide
significant aid in times of need.
b- Some elements of the support system are willing and able to participate in treatment if
requested to do so and have capacity to effect needed changes.
c- Professional supports are available and effectively engaged (i.e. ICM).
(Selection of this criterion pre-empts higher ratings)
3 - Limited Support in Environment
a- A few supportive resources exist in current environment and may be capable of
providing some help if needed.
b- Usual sources of support may be somewhat ambivalent, alienated, difficult to access, or
have a limited amount of resources they are willing or able to offer when needed.
c- Persons who have potential to provide support have incomplete ability to participate in
treatment and make necessary changes.
d- Resources may be only partially utilized even when available.
e- Limited constructive involvement with any professional sources of support that are
available.
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4 - Minimal Support in Environment
a- Very few actual or potential sources of support are available.
b- Usual supportive resources display little motivation or willingness to offer assistance, or
they are themselves troubled or hostile toward client.
c- Existing supports are unable to provide sufficient resources to meet material or
emotional needs.
d- Client may be on bad terms with and unwilling to use supports available in a
constructive manner.
5 - No Support in Environment
a- No sources for assistance are available in environment either emotionally or materially.
V. Treatment and Recovery History
This dimension of the assessment recognizes that a person’s past experience provides some
indication of how that person is likely to respond to similar circumstances in the future. While
it is not possible to codify or predict how an individual person may respond to any given
situation, this scale uses past trends in responsiveness to treatment exposure and past
experience in managing recovery as its primary indicators. Although the recovery process is a
complex concept, for the purposes of rating in this parameter, recovery is defined as a period of
stability with good control of symptoms. While it is important to recognize that some clients
will respond well to some treatment situations and poorly to others, and that this may in some
cases be unrelated to level of intensity, but rather to the characteristics and attractiveness of the
treatment provided, the usefulness of past experience as one predictor of future response to
treatment must be taken into account in determining service needs. Most recent experiences in
treatment and recovery should take precedence over more remote experiences in determining
the proper rating.
1 - Fully Responsive to Treatment and Recovery Management
a- There has been no prior experience with treatment or recovery.
b- Prior experience indicates that efforts in all treatments that have been attempted have
been helpful in controlling the presenting problem.
c- There has been successful management of extended recovery with few and limited
periods of relapse even in unstructured environments or without frequent treatment.
2 - Significant Response to Treatment and Recovery Management
a- Previous or current experience in treatment has been successful in controlling most
symptoms but intensive or repeated exposures may have been required.
b- Recovery has been managed for moderate periods of time with limited support or
structure.
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3 - Moderate or Equivocal Response to Treatment and Recovery Management
a- Previous or current treatment has not achieved complete remission of symptoms or
optimal control of symptoms.
b- Previous treatment exposures have been marked by minimal effort or motivation and no
significant success or recovery period was achieved.
c- Unclear response to treatment and ability to maintain a significant recovery.
d- At least partial recovery has been maintained for moderate periods of time, but only
with strong professional or peer support or in structured settings.
4 - Poor Response to Treatment and Recovery Management
a- Previous or current treatment has not achieved complete remission of symptoms or
optimal control of symptoms even with intensive and/or repeated exposure.
b- Attempts to maintain whatever gains that can be attained in intensive treatment have
limited success, even for limited time periods or in structured settings.
5 - Negligible Response to Treatment
a- Past or current response to treatment has been quite minimal, even with intensive
medically managed exposure in highly structured settings for extended periods of time.
b- Symptoms are persistent and functional ability shows no significant improvement
despite this treatment exposure.
VI. Engagement and Recovery Status
This dimension of the assessment considers a person’s understanding of illness and treatment
and ability or willingness to engage in the treatment and recovery process. Factors such as
acceptance of illness, stage in the change process, ability to trust others and accept assistance,
interaction with treatment opportunities, and ability to take responsibility for recovery should
be considered in defining the measures for this dimension. These factors will likewise impact a
person’s ability to be successful at a given level of care.
1 - Optimal Engagement and Recovery
a- Has complete understanding and acceptance of illness and its effect on function.
b- Actively maintains changes made in the past (Maintenance Stage).
c- Is enthusiastic about recovery, is trusting, and shows strong ability to utilize available
resources and treatment.
d- Understands recovery process and takes on a personal role and responsibility in a
recovery plan.
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2 - Positive Engagement and Recovery
a- Has significant understanding and acceptance of illness and its effect on function.
b- Willing to change and is actively working toward it (Action Stage).
c- Positive attitude toward recovery and treatment, capable of developing trusting
relationships, and uses available resources independently when necessary.
d- Shows recognition of personal role in recovery and accepts significant responsibility for
it.
3 - Limited Engagement and Recovery
a- Has some variability, hesitation or uncertainty in acceptance or understanding of illness
and disability.
b- Has limited desire or lacks confidence to change despite intentions to do so (Preparation
Stage).
c- Relates to treatment with some difficulty and establishes few, if any, trusting
relationships.
d- Does not use available resources independently or only in cases of extreme need.
e- Has limited ability to accept responsibility for recovery.
4 - Minimal Engagement and Recovery
a- Rarely, if ever, is able to accept reality of illness or any disability that accompanies it,
but may acknowledge some difficulties in living.
b- Has no desire or is afraid to adjust behavior, but may recognize the need to do so
(Contemplation Stage).
c- Relates poorly to treatment and treatment providers and ability to trust is extremely
narrow.
d- Avoids contact with and use of treatment resources if left to own devices.
e- Does not accept any responsibility for recovery or feels powerless to do so.
5 – Unengaged and Stuck
a- Has no awareness or understanding of illness and disability (Pre-contemplation Stage).
b- Inability to understand recovery concept or contributions of personal behavior to
disease process.
c- Unable to actively engage in recovery or treatment and has no current capacity to relate
to another or develop trust.
d- Extremely avoidant, frightened, or guarded.
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LEVELS OF CARE
Definitions
BASIC SERVICES - Prevention and Health Maintenance
Definition:
Basic services are designed to prevent the onset of illness or to limit the magnitude of
morbidity associated with already established disease processes. These services may be
developed for individual or community application, and are generally carried out in a variety of
community settings. These services will be available to all members of the community with
special focus on children.
1. Care Environment - An easily accessible office and communications equipment.
Adequate space for any services provided on-site must be available. Central offices are
likely to be most conveniently located in or near a community health center. Most services
will be provided in the community, however, in schools, places of employment, community
centers, libraries, churches, etc., and transportation capabilities must be available.
2. Clinical Services - Twenty-four hour physician and nursing capabilities will be provided
for emergency evaluation, brief intervention, and outreach services.
3. Support Services - As needed for crisis stabilization, having the capability to mobilize
community resources and facilitate linkage to more intense levels of care if needed.
4. Crisis Stabilization and Prevention Services - In addition to crisis services already
described, prevention programs would be available and promoted for all covered members.
These programs would include: 1) Community outreach to special populations such as the
homeless, elderly, children, pregnant woman, disrupted or violent families and criminal
offenders; 2) Debriefing for victims of trauma or disaster; 3) Frequent opportunities to
screen for high risk members in the community; 4) Health maintenance education (e.g.,
coping skills, stress management, recreation); 5) Violence prevention education and
community organization; 6) Consultation to primary care providers and community groups;
7) Facilitation of mutual support networks and empowerment programs; 8) Environmental
evaluation programs identifying mental health toxins; and 9) Support of day care and child
enrichment programs.
Placement Criteria:
These Basic Services should be available to all members of the community regardless of their
status in the dimensional rating scale.
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I. LEVEL ONE - Recovery Maintenance and Health Management
Definition:
This level of care provides treatment to clients who are living either independently or with
minimal support in the community, and who have achieved significant recovery from past
episodes of illness. Treatment and service needs do not require supervision or frequent contact.
Recovery Maintenance programs must provide the following:
1. Care Environment - Adequate space should be available to carry out activities required for
treatment. Space should be easily accessible, well ventilated and lighted. Access to the
facility can be monitored and controlled, but egress can not be restricted. In some cases,
services may be provided in community locations or in the place of residence.
2. Clinical Services - Treatment programming will be available up to two hours per month,
and usually not less than one hour every three months. Psychiatric or physician review
and/or contact should take place about once every three to four months. Medication use can
be monitored and managed in this setting. Capabilities to provide individual or group
supportive therapy should be available in at this level.
3. Supportive Services - Assistance with arranging financial support, supportive housing,
systems management, and transportation may be necessary. Facilitation in linkage with
mutual support networks, individual advocacy groups, and with educational or vocational
programming will also be available according to client needs.
4. Crisis Stabilization and Prevention Services - Clients must have access to 24-hour
emergency evaluation and brief intervention services including a respite environment.
Educational and employment opportunities, and empowerment programs will be available,
and access to these services will be facilitated. In addition, all Basic Services (see page 17)
will be accessible.
Placement Criteria:
1. Risk of Harm - clients with a rating of two or less may step down to this level of care.
2. Functional Status - clients should demonstrate ability to maintain a rating of two or less to
be eligible for this level of care.
3. Co-morbidity - a rating of two or less is generally required for this level of care.
4. Recovery Environment - a combined rating of no more than four on Scale “A” and “B”
should be required for treatment at this level.
5. Treatment and Recovery History - a rating of two or less should be required for treatment
at this level.
6. Engagement and Recovery Status - a rating of two or less should be obtained in this
dimension for placement at this level of care.
7. Composite Rating - placement at this level of care implies that the client has successfully
completed treatment at a more intensive level of care and primarily needs assistance in
maintaining gains realized in the past. A composite rating of more than 10 but less than 14
should generally be obtained for eligibility for this service.
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II. LEVEL TWO - Low Intensity Community Based Services
Definition:
This level of care provides treatment to clients who need ongoing treatment, but who are living
either independently or with minimal support in the community. Treatment and service needs
do not require intense supervision or very frequent contact. Programs of this type have
traditionally been clinic-based programs. These programs must provide the following:
1. Care Environment - Adequate space should be available to carry out activities required for
treatment. Space should be easily accessible, well ventilated and lighted. Access to the
facility can be monitored and controlled, but the way out cannot be restricted. In some
cases services may be provided in community locations or in the place of residence.
2. Clinical Services - Treatment programming will be available up to three hours per week,
but usually not less than one hour every two weeks. Psychiatric or physician review and/or
contact should be available according to need as indicated by initial and ongoing
assessment. Medication use can be monitored and managed in this setting. Capabilities to
provide individual, group, and family therapies should be available in these settings.
3. Supportive Services - Case management services will generally not be required at this
level of care, but assistance with arranging financial support, supportive housing, systems
management, and transportation may be necessary. Liaison with mutual support networks
and individual advocacy groups, and coordination with educational or vocational
programming will also be available according to client needs.
4. Crisis Stabilization and Prevention Services - Clients must have access to 24-hour
emergency evaluation and brief intervention services including a respite environment.
Educational and employment opportunities, and empowerment programs will be available,
and access to these services will be facilitated. In addition, all other Basic Services (see
page 17) will be accessible.
Placement Criteria:
1. Risk of Harm - a rating of two or less would be most appropriate for this level of care. In
some cases, a rating of three could be accommodated if the composite rating falls within
guidelines.
2. Functional Status - ratings of three or less could be managed at this level.
3. Co-Morbidity - a rating of two or less is required for placement at this level.
4. Recovery Environment - a rating of three or less on each scale and a combined score of no
more than five on the “A” and “B” scales is required for treatment at this level.
5. Treatment and Recovery History - a rating of two or less is generally most appropriate for
this level of care. In some cases, a rating of three could be attempted at this level if
stepping down from a more intensive level of care and a rating of two or less is obtained on
scale “B” of dimension four.
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6. Engagement and Recovery Status - a rating of two or less is generally most appropriate
for this level of care. In some cases, a rating of three may be placed at this level if
unwilling to participate in treatment at a more intensive level.
7. Composite Rating - placement at this level of care will generally be determined by the
interaction of a variety of factors, but will be excluded by a score of four or more on any
dimension. A composite score of at least 14 but no more than 16 is required for treatment at
this level.
III. LEVEL THREE - High Intensity Community Based Services
Definition:
This level of care provides treatment to clients who need intensive support and treatment, but
who are living either independently or with minimal support in the community. Service needs
do not require daily supervision, but treatment needs require contact several times per week.
Programs of this type have traditionally been clinic based programs. These programs must
provide the following:
1. Care Environment - Adequate space should be available to carry out activities required for
treatment. Space should be easily accessible, well ventilated and lighted. Access to the
facility can be monitored and controlled, but egress can not be restricted. These services
may be provided in community locations in some cases, including the place of residence.
2. Clinical Services - Treatment programming (including group, individual and family
therapy) will be available about three days per week and about two or three hours per day.
Psychiatric/medical staffing should be adequate to provide review and/or contact as needed
according to initial and ongoing assessment. On call psychiatric/medical services will
generally not be available on a 24-hour basis. Skilled nursing care is usually not required at
this level of care, and medication use can be monitored but not administered. Capabilities
to provide individual, group, family and rehabilitative therapies should be available in these
settings.
3. Supportive Services - Case management or outreach services should be available and
integrated with treatment teams. Assistance with providing or arranging financial support,
supportive housing, systems management and transportation should be available. Liaison
with mutual support networks and individual advocacy groups, facilitation of recreational
and social activities, and coordination with educational or vocational programming will also
be available according to client needs.
4. Crisis Stabilization and Prevention Services - Clients must have access to 24-hour
emergency evaluation and brief intervention services including a respite environment.
Mobile service capability, day care and child enrichment programs, education and
employment opportunities, and empowerment programs will be available, and access to
these services will be facilitated. All other Basic Services (see page 17) will also be
available.
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Placement Criteria:
1.
2.
3.
4.

Risk of Harm - a rating of three or less can be managed at this level.
Functional Status - a rating of three or less is required for this level of care.
Co-Morbidity - a rating of three or less can be managed at this level of care.
Recovery Environment - a rating of three or less on each scale and a combined score of no
more than five on the “A” and “B” scales is required for treatment at this level.
5. Treatment and Recovery History - a rating of two is most appropriate for management at
this level of care, but in many cases a rating of three can be accommodated.
6. Engagement and Recovery Status - a rating of three or less is required for this level of
care.
7. Composite Rating - placement at this level of care will generally be determined by the
interaction of a variety of factors, but will be excluded by a score of four or more on any
dimension. A composite score of at least 17 and no more than 19 is required for treatment
at this level.

IV. LEVEL FOUR - Medically Monitored Non-Residential Services
This level of care refers to services provided to clients capable of living in the community
either in supportive or independent settings, but whose treatment needs require intensive
management by a multi disciplinary treatment team. Services, which would be included in this
level of care, have traditionally been described as partial hospital programs and as assertive
community treatment programs.
1. Care Environment - Services may be provided within the confines of a clinic setting
providing adequate space for provision of services available at this level, or they may in
some cases be provided by wrapping services around the client in the community
(i.e. ACT team).
2. Clinical Services - Clinical services should be available to clients throughout most of the
day on a daily basis. Psychiatric services would be accessible on a daily basis and contact
would occur as required by initial and ongoing assessment. Psychiatric services would also
be available by remote communication on a 24-hour basis. Nursing services should be
available than about 40 hours per week. Physical assessment should be provided on-site if
possible and access to ongoing primary medical care should be available. Intensive
treatment should be provided at least five days per week and include individual, group, and
family therapy depending on client needs. Rehabilitative services will be an integral aspect
of the treatment program. Medication can be carefully monitored, but in most cases will be
self-administered.
3. Supportive Services - Case management services will be integrated with on site treatment
teams or mobile treatment teams and will provide assistance with providing or arranging
financial support, supportive housing, systems management, transportation and ADL
maintenance. Liaison with mutual support networks and individual groups, facilitation of
recreational and social activities, and coordination with educational or vocational
programming will also be available according to client needs.
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4. Crisis Stabilization and Prevention Services - Clients must have access to 24-hour
emergency evaluation and brief intervention services including a respite environment.
Mobile service capability, day care and child enrichment programs, education and
employment opportunities, and empowerment programs will be available, as will other
Basic Services.
Placement Criteria:
1. Risk of Harm - a rating of three or less is required for placement at this level independent
of other variables, and a rating higher than three should not be managed at this level.
2. Functional Status - a rating of three is most appropriate for this level of care independent
of other variables. In some cases, a rating of four could be managed at this level if placed
in conjunction with a rating of one on scale “A” and “B” in dimension four. (Availability of
Assertive Community Treatment (ACT) would be equivalent to a rating of one on scale
“B”. An “A” scale rating of two could generally be managed in conjunction with ACT).
3. Co-Morbidity - a rating of three or less is most appropriate for this level of care. In some
cases, a rating of four could be managed at this level if placed in conjunction with a rating
of one on scale “A” and “B” in dimension four. (Availability of Assertive Community
Treatment would be equivalent to a rating of one on scale “B”. An “A” scale rating of two
could generally be managed in that circumstance).
4. Recovery Environment - an “A” scale rating of three or less is most appropriate for this
level of care. In some cases, a rating of four could be managed at this level if placed in
conjunction with a rating of one on scale “B”. (Availability of Assertive Community
Treatment would merit a rating of one on scale “B”). A “B” scale rating of three or less
could otherwise generally be managed at this level.
5. Treatment and Recovery History - a rating of three or less is most appropriate for this
level of care. In some cases, a rating of four could be managed at this level if placed in
conjunction with a rating of one on scale “A” and “B” in dimension four. (Availability of
Assertive Community Treatment would be equivalent to a rating of one on scale “B”. An
“A” scale rating of two could generally be managed in conjunction with ACT).
6. Engagement and Recovery Status - a rating of three or less is most appropriate for this
level of care. In some cases, a rating of four could be managed at this level if placed in
conjunction with a rating of one on scale “A” and “B” in dimension four. (Availability of
Assertive Community Treatment would equivalent to a rating of one on scale “B”. An “A”
scale rating of two could generally be managed in conjunction with ACT).
7. Composite Rating - in many cases, utilization of this level of care will be determined by
the interaction of a variety of factors. A composite rating of 20 requires treatment at this
level with or without ACT resources available. (The presence of ACT reduces scores on
dimension four enabling these criteria to be met even when scores of four are obtained in
other dimensions.)
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V. LEVEL FIVE - Medically Monitored Residential Services
Definition:
This level of care refers to residential treatment provided in a community setting. This level of
care has traditionally been provided in non-hospital, free standing residential facilities based in
the community. In some cases, longer-term care for persons with chronic, non-recoverable
disability, which has traditionally been provided in nursing homes or similar facilities, may be
included at this level. Level five services must be capable of providing the following:
1. Care Environment - Facilities will provide adequate living space for all residents and be
capable of providing reasonable protection of personal safety and property. Physical
barriers preventing egress or access to the community may be used at this level of care but
facilities of this type will generally not allow the use of seclusion or restraint. Food
services must be available or adequate provisions for residents to purchase and prepare their
food must be made.
2. Clinical Capabilities - Access to clinical care must be available at all times. Psychiatric
care should be available either on site or by remote communication 24 hours daily and
psychiatric consultation should be available on site at least weekly, but client contact may
be required as often as daily. Emergency medical care services should be easily and rapidly
accessible. On site nursing care should be available about 40 hours per week if medications
are being administered on a frequent basis. On site treatment should be available seven
days a week including individual, group and family therapy. In addition, rehabilitation and
educational services must be available either on or off site. Medication is monitored, but
does not necessarily need to be administered to residents in this setting.
3. Supportive Services - Residents will be provided with supervision of activities of daily
living, and custodial care may be provided to designated populations at this level. Staff will
facilitate recreational and social activities and coordinate interface with educational and
rehabilitative programming provided off site.
4. Crisis Resolution and Prevention - Residential treatment programs must provide services
facilitating return to community functioning in a less restrictive setting. These services will
include coordination with community case managers, family and community resource
mobilization, liaison with community based mutual support networks, and development of
transition plan to supportive environment.
Placement Criteria:
1. Risk of Harm - a rating of four requires care at this level independently of other
parameters.
2. Functional Status - a rating of four requires care at this level independently of other
dimensional ratings, with the exception of some clients who are rated at one on dimension
four on both scale “A” and “B” (see level three criteria).
3. Co-Morbidity - a rating of four requires care at this level independently of other
parameters, with the exception of some clients who are rated at one on dimension four on
both scale “A” and “B” (see level three criteria).
4. Recovery Environment - a rating of four or higher on the “A” and “B” scale and in
conjunction with a rating of at least three on one of the first three dimensions requires care
at this level.
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5. Treatment and Recovery History - a rating of three or higher in conjunction with a rating
of at least three on one of the first three dimensions requires treatment at this level.
6. Engagement and Recovery Status - a rating of three or higher in conjunction with a rating
of at least three on one of the first three dimensions requires treatment at this level.
7. Composite Rating - while a client may not meet any of the above independent ratings, in
some circumstances, a combination of factors may require treatment in a more structured
setting. This would generally be the case for clients who have a composite rating of 24 or
higher.
VI. LEVEL SIX - Medically Managed Residential Services
Definition:
This is the most intense level of care in the continuum. Level six services have traditionally
been provided in hospital settings, but could, in some cases, be provided in freestanding nonhospital settings. Whatever the case may be, such settings must be able to provide the
following:
1. Care Environment - The facility must be capable of providing secure care, usually
meaning that clients should be contained within a locked environment (this may not be
necessary for services such as detoxification, however) with capabilities for providing
seclusion and/or restraint if necessary. It should be capable of providing involuntary care
when called upon to do so. Facilities must provide adequate space, light, ventilation, and
privacy. Food services and other personal care needs must be adequately provided.
2. Clinical Services - Clinical services must be available 24 hours a day, seven days a week.
Psychiatric, nursing, and medical services must be available on site, or in close enough
proximity to provide a rapid response, at all times. Psychiatric/medical contact will
generally be made on a daily basis. Treatment will be provided on a daily basis and would
include individual, group and family therapy as well as pharmacologic treatment,
depending on the client’s needs.
3. Supportive Services - All necessities of living and well being must be provided for clients
treated in these settings. When capable, clients will be encouraged to participate in and be
supported in efforts to carry out activities of daily living such as hygiene, grooming and
maintenance of their immediate environment.
4. Crisis Resolution and Prevention Services – These residential settings must provide
services designed to reduce the stress related to resuming normal activities in the
community. Such services might include coordination with community case managers,
family and community resource mobilization, environmental evaluation and coordination
with residential services, and coordination with and transfer to less intense levels of care.
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Placement Criteria:
1. Risk of Harm - a rating of five qualifies an admission independently of other parameters.
2. Functional Status - a rating of five qualifies placement independently of other variables.
3. Medical and Psychiatric Co-Morbidity - a rating of five qualifies placement
independently of other parameters.
4. Recovery Environment - a rating of four or more would be most appropriate for this level,
but no rating in this parameter qualifies placement independently at this level, nor would it
disqualify placement if otherwise warranted.
5. Treatment and Recovery History - a rating of four or more would be most appropriate for
this level but, no rating in this dimension qualifies placement independently at this level,
nor would it disqualify an otherwise warranted placement.
6. Engagement and Recovery Status - a rating of four or more would be most appropriate
for this level but no rating in this parameter qualifies or disqualifies placement
independently at this level.
7. Composite Rating - in some cases, patients not meeting independent criteria in any one
category, may still need treatment at this level if ratings in several categories are high,
thereby increasing the risk of treatment in a less intensive setting. A composite rating of 28
(an average rating of four or more in each dimension) would indicate the need for treatment
at this level.
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Appendix D
Community Services Work Group Report
&
Funding Recommendations

Oregon Department of Human Services
Community Services Workgroup Report

A Complement to the Master Plan Phase II Report
on the Replacement of the Oregon State Hospital

Version II, March 2009

Introduction
The State Hospital Master Plan Phase II Report released in February 2006
recommended significant investment in community mental health services in
Oregon. The report stated, “Without the enhanced community programming,
demand for Oregon State Hospital (OSH) beds will substantially exceed
projections of size and cost.”
To address in more detail the need for community mental health services, the
Addictions and Mental Health Division (AMH) convened the Oregon State
Hospital Master Plan Community Services Workgroup (CSWG) in September
2006. Over the succeeding months, the CSWG received extensive input into the
types of services needed, especially for those services that prevent individuals from
needing more expensive and intensive services. The report provided a narrative
description of each type of service, systematic estimates of the need for and costs
of these services, and a timeline for implementing the services. The CSWG issued
its report, including comprehensive program and financial recommendations in
February 2007.

Update on 2007 recommendations
The Oregon Legislature provided an additional $20.9 million in general fund for
adult-focused community mental health services. This initial investment was a first
step in improving Oregon’s mental health system. However, the amount provided
was only 1/6 the amount recommended by the Community Services Workgroup.
The funding was released to local Community Mental Health Programs (CMHPs)
in late 2007 and early 2008.
The following are examples of how local communities utilized funds to develop
and/or enhance services:
• Crisis and Acute Care Services
o Development of programs to assist in the diversion of clients from
hospital level of care.
o Development of respite beds.
• Jail Diversion
o Implementation of mental health courts and other programs that
enhance the relationship of the mental health care system with law
enforcement and county jails.

• Supported Employment
o Funding for 440 indigent clients, who for various reasons were not
able to be part of the Oregon Health Plan.
• Early Assessment and Support Alliance (EASA)
o Program staff trained, and programs are in the early phases of
implementation.
o Approximately 180 additional non-Medicaid youth, age 16-24, and
their families are being served.
• Case Management
o Enhancement of existing services to improve quality of services for
clients.

Current Status
In 2008, AMH reconvened the CSWG to update the original report as Oregon
moves forward on building the new state hospitals. The 2008 CSWG agreed with
the philosophy and recommendations in the 2007 report. The CSWG continued to
stress that there is one mental health system and the full continuum of mental
health services needs to be enhanced to successfully improve the quality and
efficiency of services. The significant difference in this report is that the CSWG no
longer defines front-end and back-end services. The CSWG recommends that the
system should be seen as a continuum of services that individuals may need to
access at different points in their lives, as they manage their illness and progress in
their recovery.
The CSWG issues this revised report as an addendum to the previous year’s report,
in order to inform the Department of Human Services (DHS)/AMH, the Governor,
and the Legislature on the continuum of services required to complement the
replacement of the state hospital facilities and to assure the new hospitals’ success.
The CSWG acknowledges that the realities of available funding will influence the
decisions made in response to this report. The CSWG recognizes that there are not
yet sufficient numbers of qualified mental health professionals and other trained
staff to fully implement the recommendations in the immediate future. However,
the community system must be fully funded and functional by 2015. This allows
both funding and staff development to occur over the next three biennia.

Regardless of funding realities, this revised report needs to be seen in its entirety.
The components of the system are interconnected and interdependent. An array of
services must be available that support individuals in recovery by allowing them to
access services that meet their needs and desires. These services must be available
regardless of the individual’s location. Funding must be sufficient to develop
sustainable programs throughout the state, and not to be so small that there is no
way to create and maintain the programs and services.

Values
As has been articulated in previous reports and recommendations, community
mental health services must be developed with values that support and empower
individual recovery. The following statements, adapted from the Governor’s 2004
Mental Health Task Force Report, summarize the values that drive the
recommendations in this report.
• Recovery is a journey of personal healing and transformation, and is the goal
of all mental health services.
• Treatment and supports must be consumer-directed.
• Services provided by persons who are recovering from mental health
problems serve an invaluable role in supporting other people in recovery.
• Services must be available in communities where people live.
• Services must be evidenced-based.
• Safe and affordable housing is key to recovery.
• Services must be culturally and age specific.
• Services must recognize the effects of and support recovery from trauma.
• An effective mental health system coordinates and collaborates with the
broader system of community services.

Determining the level of unmet need in Oregon
The prevalence rate for severe mental illness among adults in Oregon is 5.4
percent, which translates into 154,867 individuals in Oregon.1 Some of these
individuals are served in the public system while others receive services through
the private sector.

1

Based on estimates from the United States Department of Health and Human Services Substance Abuse and
Mental Health Services Administration.

A national research report states that approximately one-third of individuals with a
serious mental illness are uninsured.2 The same report states that under-insurance,
even in states with parity, is a large barrier to accessing mental health services.
Therefore, these rates under-report the number of individuals needing publicly
funded services.
Extrapolating this data to Oregon, approximately 27,609 persons with a mental
illness are currently uninsured and not receiving services in Oregon. Due to the
nature of mental illness, with people fluctuating in their level of need during
different stages of their illness, this report estimates that approximately 21,000
additional individuals need publicly funded mental health services at some time
during a biennium.
These recommendations also assume a three percent population growth per
biennium. All funding for services described in this report are General Fund
dollars. This report assumes that new funding invested in one biennium will be
included in the department’s Essential Budget Level for the following biennium, so
funding identified for each biennium is new funding.
Another category of unmet need is for the individuals who are not able to fully
access services. They may be receiving some services through community
programs. However, due to funding restrictions, regional differences, lack of
treatment providers or other barriers, these individuals cannot obtain the full array
of services they need. At this time, AMH cannot determine this level of unmet
need. Still, the CSWG believes that the recommendations and assumptions
specified in this report under represent the true need in our communities.
Traditional funding and targeted programmatic funding silos do not serve the best
interest of the individuals we need to serve. Services must be seen as an array of
options that allow people to access appropriate services depending on their
individual need and desires. Local communities should be encouraged to develop
innovative services that meet the needs of their communities and the people they
serve.

2 Coverage for All: Inclusion of Mental Illness and Substance use Disorders in State Healthcare Reform Initiatives
June 8th, 2008, NAMI

Recommendations for community services
Services needed in an effective community mental health system are outlined in
these recommendations. In addition to identifying new services, the expansion of
current services to meet the unmet needs is outlined. The costs for this expansion
are stated in terms of additional funds needed each biennium from 2009-2011
through 2013 - 2015. Actual funding estimates are attached in Appendix A.
The recommendations are encompassed in the following categories:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Expand early intervention and prevention services;
Increase the availability of crisis services;
Ensure access to acute care and alternative services;
Increase the availability of case management services;
Provide access to medications and medication management services;
Develop supported employment and supported education services;
Decrease criminal justice involvement with the correct treatment and
services;
Treat co-occurring disorders;
Reduce health disparities through wellness;
Increase safe, affordable and permanent housing;
Institute culturally appropriate mental health services;
Create services and programs for elders and young adults;
Invest in peer-delivered and trauma informed services;
Develop appropriate residential capacity; and
Ensure proper oversight of the mental health service delivery system.

Recommendations details
Early intervention and prevention services
Overview
Early intervention and prevention services provide the best opportunity for
ensuring an individual’s long-term recovery. These services focus on early
identification, support and mental health treatment for the individual, including
supports for the family as well. Educating individuals regarding their illnesses and
assisting them in developing skills to manage their symptoms are key components
of the services.
Recommendations

All newly identified individuals should have access to early assessment and
support. The state needs to invest enough resources to provide a complete range of
services to this population.
Assumptions
Based on epidemiological research, the statewide need for services is estimated to
be 360 new clients and their families per year. About 270 persons per year would
require services funded by General Fund monies. The average length of service
would be 24 months.

Crisis services
Overview
Crisis services at the community level are critical. Mobile Crisis Outreach Services
provide crisis intervention in the community, at the location of need. Mobile crisis
outreach increases the opportunity of stabilization in a client’s community and not
in the hospital. Crisis respite services provide a place in the community to stabilize
a crisis, avoiding unnecessary hospitalization.
Recommendations
Oregonians should have access to appropriate crisis services in every community.
The particular services would vary depending upon the specific needs in each
community. The state should provide guidance on a core set of services.
Assumptions
To accurately determine the unmet need for crisis services can be difficult.
Individuals without ongoing supports often bounce in and out of crisis. The Mental
Health Alignment Workgroup (MHAWG) estimated that 25% of those not
receiving ongoing services will need crisis services.3 CSWG believes this is still a
valid starting point.

Acute care and alternative services
Overview
Acute care hospitals serve as an entry point to the public mental health system and
play a vital role in the continuum of care. Unfortunately, due to lack of funding,
limited number of mental health professionals and expertise, acute in-patient
psychiatric services are limited to just a few hospitals. Access in community
hospitals for Psychiatric Hold Rooms (for short term involuntary care) and sub3

Report to the Governor from the Mental Health Alignment Work Group; January 2001.

acute residential programs are also limited. Access issues are compounded in rural
areas due to the considerable distance from hospitals with psychiatric units.
Recommendation
Acute care hospitals must be adequately compensated for the services they
provide. Aside from the challenges facing hospital acute care service, options need
to be expanded to provide sub-acute care when appropriate. This opportunity
provides less expensive care options for patients who do not need hospital level of
care, as well as providing a “step down” level of care for people leaving the
hospital. Special consideration must also be given to the challenges in rural
communities.
Assumptions
In calendar year 2007, AMH served 5873 adults in acute care;4 local hospitals have
estimated that this is only 50% of the need. The existence of significant
administrative burdens, financial losses for community hospitals and the shortage
of state-owned psychiatric beds have contributed to the closure of hospital acute
care beds. It is likely that if these issues are not addressed additional acute care
beds will close, placing increased pressure on other parts of the system.

Case management services
Overview
Case management services are provided to persons in and out of a clinic setting. As
part of the continuum of care, these services provide the linkage to services and
supports. Case managers help individuals stay in their local communities and
provide the additional supports for successful community reintegration after stays
in the state hospitals.
Recommendation
Case managers play a critical role in an individual’s recovery by linking them to
treatment services, community services and naturally occurring supports.
Individuals needing ongoing mental health services and supports should have
regular access to case managers. Every person leaving the state hospital should
also have access to case management services. The level of case management
services should be determined based on each individual’s specific needs.
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Assumptions
The MHAWG estimated that 85 percent of the individuals not currently receiving
mental health services would need access to case management services.
Approximately 15 percent of persons with a serious mental illness require
Assertive Community Treatment (ACT) level of service.

Access to Medications and Medication Management
Overview
For many persons with a serious mental illness medications are essential to healthy
living in the community. However, for individuals without medical coverage,
medications are too expensive to obtain. Accessing the medical professionals who
can prescribe medications and monitor reactions is also problematic for individuals
without medical coverage.
Recommendation
Community mental health programs need funding to cover the cost of medications
for persons who have a gap in medical coverage and do not qualify for medication
scholarship programs. Medication funding and access to licensed medical
professionals who can assess and prescribe medications are a necessity.
Assumption
The MHAWG estimated that 85 percent of the individuals not currently receiving
mental health services would need access to medications subsidized by the state.

Supported employment and education
Overview
Ensuring access for persons with a serious mental illness to evidenced based
services that place and support them in competitive employment or education that
leads to employment is necessary for continued recovery. As part of the continuum
of care, supported employment and supported education assist clients in becoming
productive community members and improves quality of life.
Recommendation
Oregon is a leader in the development of both supported employment and
supported education. Supported employment is an evidence-based practice that has
proven results. Supported education is a promising best practice. These services are
currently only available in select Oregon counties; however, they should be
available to all individuals who want them.
Assumptions

Studies estimate that 70 percent of persons with a serious mental illness express a
desire to work. This means that more than 14,000 individuals may need supported
employment or supported education services. Because studies have not been
conclusive regarding the optimum length of supported employment services, this
report assumes that 25 percent of those not receiving services should have
supported employment or education services.

Reducing criminal justice involvement
Overview
In 2005 AMH and the Oregon Jail Managers Association survey reported nine
percent of inmates have severe mental illness and the Oregon Sheriffs Jail
Command Council reports 20 percent of their inmates have a mental illness. Jail
systems are ill equipped to handle inmates with mental illnesses. When
incarcerated, individuals with mental illness deteriorate quickly due to lack of
treatment services. Reducing criminal justice involvement includes: jail diversion
services, mental health courts and re-entry programs, all of which help individuals
successfully manage their illness while they are in prison or jail, and develop a
plan for when they return to their community.
Recommendation
As a result of inadequate resources for non-Medicaid eligible individuals, law
enforcement has had to accept a far more central role in handling mental health
crises in the community than it should have to assume. Services need to be in place
to divert people with a serious mental illness from the criminal justice system,
providing immediate services when a person is released from a local jail. These
services are not widely available in every Oregon county.
Assumptions
According to the survey referenced above, the average number of daily jail
bookings in Oregon is 540, which means that about 100 people with a serious
mental illness are booked every day. Assuming that some of the bookings are
repeat offenders, and some individuals can be served in traditional ACT programs,
approximately 1,030 non-Medicaid eligible people per year will need forensic
intensive case management services. Every county needs enhanced liaisons with
local law enforcement.

Co-occurring disorder services
Overview
Individuals with Co-occurring Disorders (COD) are more likely to be homeless
and die at the average age of 43.9 years compared to 74.9 for the rest of the
population. COD is defined as a person with both a severe psychological disorder
and a substance abuse disorder. Treatment for persons with a co-occurring disorder
is most effective when addiction and mental health services are integrated.
Recommendation
Communities need access to specialized COD services. The system needs a
standardized and universal screening protocol for all persons enrolling in mental
health and addictions services. Addictions and mental health providers and
physical health care providers must be trained to use these screening tools.
Communities throughout Oregon have also identified detox for people with COD
services as a high priority. Beds are particularly needed to serve the indigent
population, which is growing as a result of the economic downturn.
Assumptions
Research indicates that the prevalence of co-occurring disorders in the population
of adults accessing community-based mental health services averages between 2030 percent, with outlying variables being age and mental health diagnosis.5
Washington State prevalence data note that 27 percent of individuals entering state
treatment programs have a COD.6

Focusing on wellness
Overview
In its report, Measuring Premature Mortality among Oregonians (AMH, 2008)
AMH reported that clients with mental illness die almost 25 years younger than the
average population. Individuals with dual diagnosis die even earlier. This disparity
is due to heart disease, diabetes and problems related to side effects of medications,
smoking, obesity and lack of holistic medical care, according to research by a
national mental health council.

5

Rush, B. & Koegel, C.J. (2008). Prevalence and Profile of People with Co-occurring Mental and Substance Use
DisordersWithin a Comprehensive Mental Health System. Canadian Journal of Psychiatry; 53 (12): 810-821. Note:
Research conducted in the United States.
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Recommendation
Oregon must develop and support a statewide initiative to improve the integration
and collaboration among providers of mental health, substance abuse treatment and
physical health care. Coordinated care for people accessing publicly funded health
services will maximize early intervention for mental health and substance abuse
issues. This intervention will help prevent avoidable illnesses and provide
treatment of chronic conditions.
AMH should build on current activities within the Wellness Initiative. This should
include the establishment and ongoing support of a wellness task force. AMH
should also develop a quality improvement process that supports increased access
to physical health care and ensures appropriate prevention, screening and treatment
services for persons with addictions and/or mental health disorders.
Assumption
In the study referenced above, DHS gathered data on 527,564 persons who were
treated for substance abuse, mental health problems or both, between 1996 and
2005, and matched with death records from 1999 to 2005. The data showed that
people with mental illness die much younger than others in their age cohort. Based
on these numbers, an important tool to adequately address this level of disparity is
for Oregon to develop a wellness model focused on people with mental illness.

Housing that is safe, affordable and permanent
Overview
Stable housing is an essential element for anyone living with mental illness.
Unfortunately many individuals become homeless, or lack safe and affordable
housing. The stability of safe, permanent housing plays a vital role in an
individual’s recovery.
Recommendations
To help individuals locate and remain in safe, affordable and permanent housing,
there needs to be:
• Appropriate transitional housing,
• Supportive housing options, and
• Rental assistance.
Additional funding is critical to the ongoing ability of the system to provide stable
and affordable housing for individuals with mental illness. While developing
additional facilities and providing supported housing are critical, rental assistance
plays a vital role in keeping individuals in safe and stable environments. In

combination, supportive housing and rental assistance provide critical alternatives
to group homes and other structured facilities.
Assumption
A 2005 state survey conducted by AMH found that more than 12,861 people were
in immediate need of affordable housing, that over 2,500 needed supportive or
structured housing, and that an estimated 3,000 adults with mental illness were
homeless at the time of the survey.

Institute culturally appropriate mental health services
Overview
Oregon population is mostly Caucasian with a growing percentage of population
being Hispanic, African American, Native American, Asian, and other ethnic
populations. AMH data indicate that African Americans and American
Indians/Alaska Natives tend to be represented in outpatient services at rates higher
than their rates in the general population while Asian and Hispanic populations are
served at lower rates.
Recommendation and Assumptions
The mental health system needs to provide culturally competent mental health
services. The state and community mental health programs must provide culturally
competent services. This requirement must go beyond the current requirement that
information be provided to potential consumers, family members and others in a
multi-lingual format.
AMH should develop outreach and intervention tailored to communities and
populations by providing resources to pay for culturally-specific positions. These
positions would function as project promotores de salud or community mental
health workers to act as links between communities and the mental health care
system, organizing their communities to achieve better mental health.
AMH should also continue efforts to reach African-Americans. Services should be
delivered close to where individuals live, in settings that these individuals are
willing to attend. Services could be modeled after many of the peer-programs that
have proven successful.

Age specific services
Overview
Two populations of Oregonians require specific attention in the development of
mental health resources due to barriers preventing their access to the mental health

system. These are youth, ages 16 to 24, and older adults, age 65 and over.
According to AMH’s 2009 Report to the Oregon Legislature on Planning for
Mental Health Services, almost every county noted a gap in mental health services
for its older adult population.
Transition age youth and young adults are difficult to engage in services. They
often do not understand how to access benefits. They do not have access to
professionals who can help them navigate into adult services. The system has not
developed the appropriate tools to be relevant to this age cohort. Additionally, the
children's delivery system and the adult delivery system speak different languages
and there is little connection and interface between the two distinct system.
Currently, service rates drop by 80 percent for these youth and young adults.
Recommendation
CMHPs should have specialized staff that can help coordinate services and develop
the capacity needed to serve these youths and older adults.
Assumptions
According to US census data, Oregon is projected to have the fourth highest
proportion of elderly people (age 65+) by 2025. Oregon needs to position itself to
provide more services for this age cohort.
More than 34,000 children under the age of 17 receive mental health services.
Since 80 percent drop from services, often entering the adult system much more
impaired, Oregon is missing the opportunity to help more than 27,000 youths
transition to adulthood smoothly and with the resources that they need.

Peer delivered services
Overview
Research is mounting that demonstrates the effectiveness of peer delivered
services, and people receiving mental health services voice the positive effect of
services provided by people that have had similar experiences. Mental health
disorders are chronic conditions requiring treatment of acute symptoms and ongoing management, supports and monitoring to avoid relapse. Individuals with
mental health disorders need recovery support services to help them navigate
systems, understand the issues related to these chronic diseases and provide them
with the tools and skills to begin healing and rebuilding their lives. These support
services are often best provided by people who themselves have received mental
health services.

An excellent example of peer-supported services is the establishment of Dual
Diagnosis Anonymous of Oregon, Inc. (DDA). DDA conducts meetings
throughout Oregon that are based on the 12 Steps of Alcoholics Anonymous plus 5
steps that focus on dual disorders of substance abuse and mental illness. In less
than 3 years, DDA has grown to over 2,500 people attending meetings with more
than 90 groups in 24 counties. As another example, the David Romprey Oregon
Warm Line, staffed by peers, is a valuable companion to the delivery system.
Recommendation and Assumptions
Peer delivered services can and should be included in all the categories described
above. For example, ACT services are enhanced when the team includes a peer
counselor or case manager, and peers can provide support even in acute care
settings. As the mental health services are funded and directed to the CMHPs,
peer-delivered services should be incorporated into the development of services.

Contractual oversight
The community mental health system in Oregon relies on a strong partnership
between AMH and CMHPs. Nearly all of the community mental health services
are contracted through the CMHPs. Frequently when mental health service funding
is enhanced, the CMHPs are expected to implement additional services without
consideration of the costs associated with the administration of those services.
Proper administration ensures that the planning, development, and delivery of
mental health services occur with regulatory assurance and quality.

Residential Programs
Overview
Community residential programs provide a stepping-stone for people leaving the
state hospital. The State Hospital Master Plan Phase II Report emphasizes the
importance of a strong residential system as part of an effective mental health
system. The report states, “...availability and access to these programs (community
residential) are keys to 1) reducing the patient population, 2) decreasing the length
of stay at the State Hospital, and 3) maximizing mental health services in the
community.”7 The table below demonstrates the needed residential services by
region between 2005 and 2030.
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Community Residential Bed Need by Region8
2005a
2011b
Region
Civil Forensic Civil Forensic
North Willamette Valley
749
118
865
233
South Willamette/Central Coast 356
27
380
51
North Coast
22
8
38
24
Southern Oregon
281
11
292
25
Central Oregon
29
7
67
45
Eastern Oregon
116
5
119
9
TOTAL
1,553 176
1,761 387
a Actual distribution of beds in 2005
b Assumes 50% civil and 50% forensic development

2030b
Civil Forensic
996
365
430
101
41
28
318
52
87
66
129
20
2,001 632

AMH developed 283 community placements in the 2005-2007 biennium and is
projected to develop 299 in the 2007-2009 biennium. If funding for mandatory
caseload growth is continued as part of the department’s base budget, AMH has
determined that the need for community residential placements can be met with
projected budget. AMH will plan future development to address current disparities
in residential bed distribution. Special attention will need to be paid to the Central
Oregon region, as it is the region that is most in need for residential development.

Further considerations
The CSWG identified additional issues but did not make specific recommendations
for funding. The following warrant consideration as “front end” services are
implemented:

Transportation
Mental health services need to be accessible to all who need them. While a
majority of the population is located in areas with a public transportation system,
many counties and municipalities have limited or non-existent public
transportation. Distances to mental health services are significant in the rural areas.
These issues need to be addressed as communities plan mental health services.

8

Ibid.

Rural costs
Another concern for rural communities is delivering mental health services on a
much smaller scale. This often increases the cost of those services. CMHPs should
work closely with AMH to assure the cost of rural services is considered as new
funding is allocated. Additionally, rural communities should be encouraged to
partner across traditional county lines. Regionalization could provide a mechanism
to maximize resources.

Improved information system infrastructure
Effective planning for mental health services and effective monitoring of outcomes
require information systems that can produce timely meaningful data. Electronic
medical records would improve the coordination of individuals care across the
system. Funding for the replacement state hospital facilities includes some funding
for the Behavioral Health Improvement Project (B-HIP) to replace the hospital
components of the archaic data systems upon which the mental health system
relies. It is critical that the community services portion of the new data system also
be funded.

Funding disparities
Each community or regional system of care in our State must have enough
resources to fund a set of core services and supports. The Oregon State Hospital
Master Plan will not be successful in operating with limited beds, shorter lengths
of stay and a manageable occupancy rate unless every region is funded
comprehensively and comparably, based on objective analysis of the relative need
in each geographic area.
Our current system has great disparity in the level and type of state investment in
our regions and communities. Historical precedent, insufficient funding of
behavioral health care, significant cuts in indigent and Oregon Health Plan funds in
recent years, extraordinary population growth in a handful of counties and an
inability to fully address disparity all contribute to the current unmet need. AMH
should work with the CMHPs as plans for the allocation of new funds are
determined. AMH and the CMHPs have agreed that the use of the Kessler
Prevalence Formula9 would guide future allocations of new funds.

9

Epidemiological estimate of how common a condition is within a population over a certain period of time.

Conclusion
The Oregon State Hospital Master Plan Phase II Report focuses on the replacement
of hospital facilities. However, the number of patients to be served and the costs
associated with building and running the new facilities, are predicated on a
significant enhancement of the community mental health system. Without the
investment in community services, the demand for state hospital beds will exceed
the capacity of the new state hospital facilities. If the new state hospitals are to
succeed, a significant investment must also be made to develop and enhance a
robust array of community services that support individual recovery goals.
This report serves as an addendum to the 2007 report, informing the Governor, the
Legislature and DHS what community-based services are needed to support the
new state hospitals.

Service
Categories

Community Services Workgroup Report 2009
Funding Recommendations
Early intervention
Crisis services
Acute Care
& prevention

Unmet need:
270
21,000
Assumptions 360 newly
identified
individuals per
year - 75% would
need state funded
services

Length of
Service
Other

2 years

5,250

Funding Need
100%
50%
25%
New Biennial
Funding
Targets
07-09 LAB
09-11 (50%)
11-13 (50%
13-15

Updated: 3/9/2009

6,000

17,850

25% of those not
receiving services
will need crisis
services

85% of not
Currently only
receiving services
funding
approximately 50% need access to CM
of need
& medication
support; 15% need
ACT level of
services

1.5 episodes

7 days acute, 14
days sub acute
Need funding for
acute care
specialist $200,000

Includes statewide
coordination &
evaluation

Cost per person, $14,000 (year)
per:

Case management
services

Ongoing
ACTs serve 10-12
people

$735 (episode)

$7,560,000
$3,780,000
$1,890,000

$1,000(acute daily) $14,000 (ACT $800 (daily
year) $2,500 (CM subacute)
year) $600
(medica-tions year)
$5,788,125
$131,396,800
$92,820,000
$2,894,063
$65,698,400
$46,410,000
$1,447,031
$32,849,200
$23,205,000

$4,300,000
$3,091,000
$86,866
$84,434

$3,000,000
$4,342,748
EBL
EBL

$2,500,000
$66,252,955
$32,198,936
$31,297,366

$2,000,000
$47,045,345
$26,582,577
$28,032,750
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Community Services Workgroup Report 2009
Funding Recommendations
Supported
Alternatives to
Co-occurring
Focus on wellness
employment &
criminal justice
disorder services
education
involvement
5,250
1,030
3,659
154,867

Unmet need:
21,000
Assumptions 25% need support The majority of
at any given time those involved in
the criminal justice
system can be
served by ACTs

Length of
Service
Other

Ongoing

Ongoing

Includes 1 time
investment of new
VR staff
($8,700,000)

Cost per person, $6,000 (year)
per:

Funding Need
100%
50%
25%
New Biennial
Funding
Targets
07-09 LAB
09-11 (50%)
11-13 (50%
13-15

Ongoing

Provide ongoing
leadership &
coordination on
statewide wellness
activities

Support task forces
3 staff

$25,000 (year)

$5,000 per client

$71,700,000
$35,850,000
$17,925,000

$51,500,000
$25,750,000
$12,875,000

$36,590,000
$18,295,000
$9,147,500

$602,463
$301,232
$150,616

$2,000,000
$33,850,000
$17,925,000
$17,925,000

$4,000,000
$24,415,000
$11,865,690
$11,533,451

$18,807,260
$9,140,328
$8,884,399

$602,463
EBL
EBL

Updated: 3/9/2009
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Community Services Workgroup Report 2009
Funding Recommendations
Safe & affordable
Culturally
Age specific
housing
appropriate
services
services
5,420

Unmet need:
21,000
Assumptions 5,420 need rental
assistance (RA),
2,000 people need
supportive housing
(SH)

Length of
Service
Other

Support for
Afrocentrric center
& outreach to
targeted
communities

Need specialized
staff in CMHPs to
serve older adults
& transition age
youth

Establish peer
services
coordinators in
every CMHP,
Support Peer
Bridgers & Dual
Diagnosis
Anonymous

Ongoing

Ongoing

Ongoing

Need additional
supports for people
in Villebois

Need to provide
training for the
specialists

Cost per person, $500 (RA - month)
per:
$1,875 (SH month)
Funding Need
100%
50%
25%
New Biennial
Funding
Targets
07-09 LAB
09-11 (50%)
11-13 (50%
13-15

Peer Programs

$92,226 (Youth year)
$72,000(Older
Adults - year)

$92,226 (Peer
Specialists yearly)

$15,504,000
$7,752,000
$3,876,000

$2,924,606
$1,462,303
$731,152

$10,838,916
$5,419,458
$2,709,729

$6,086,916
$3,043,458
$1,521,729

$1,000,000
$7,455,056
$3,623,157
$3,521,709

$1,000,000
$1,924,606
EBL
EBL

$7,943,012
$1,488,495
$1,446,817

$3,128,675
$1,520,536
$1,477,961

Updated: 3/9/2009
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Community Services Workgroup Report 2009
Funding Recommendations
Service
Local oversight
Total
Categories
Unmet need:
21,000
Assumptions Provide CMHPs
10% of new
funding to ensure
proper
programmatic
oversight

Length of
Service
Other

Cost per person,
per:

Funding Need
100%
50%
25%
New Biennial
Funding
Targets
07-09 LAB
09-11 (50%)
11-13 (50%
13-15

Updated: 3/9/2009

$43,331,183
$21,665,591
$10,832,796

$476,643,009
$238,321,504
$119,160,752

$2,100,000
$21,192,828
$10,299,714
$10,011,322

$21,900,000
$240,050,948
$114,731,300
$114,215,209
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AMH Strategic Planning 2009 – 11 Initiatives

DHS Addictions and Mental Health Division (AMH)
Strategic Planning 2009-11 Initiatives
October 13, 2009
1915(i) Medicaid Home and Community Based State Plan Amendment –
Ralph Summers
AMH will submit to the federal Centers for Medicare and Medicaid Services an
amendment to the Oregon, Medicaid State Plan. The State Plan Amendment will
authorize both Rehabilitative and Habilitative services for people with serious
mental illness, a history of hospitalization and need for daily service contact. AMH
expects to be able to expand the array of services available in community based
settings to better meet needs of consumers and simplify the billing and
documentation requirements for providers. Target date for submitting the request is
January 1, 2010. Target date for authorization is July 1, 2010.
Alcohol and Drug Policy Commission – Karen Wheeler
HB 3353 abolished the Governor’s Council on Alcohol and Drug Abuse and
established the Alcohol and Drug Policy Commission. AMH is responsible for
hiring the Executive Director to support the commission. The commission will
provide the following deliverables: A blueprint for funding and effective delivery
of alcohol and drug treatment and prevention services in Oregon. This includes:
! A strategy for organizing and delivering state-funded treatment and prevention
services.
! Funding priorities for treatment and prevention services.
! Strategies to maximize accountability and measure performance of treatment
and prevention services.
! Methods for standardizing data collection and reporting.
! A policy and funding strategy that supports a consolidated treatment and
prevention system, reducing fragmentation in the delivery of services.
! A plan for sustaining focus and leadership on alcohol and drug services and for
building a lasting constituency for continuing effective state action.
! A plan for evaluating the state action based upon the "blueprint" in future
years/biennia.

Blue Mountain Recovery Center: The Future – Richard Harris
The purpose of this initiative is to consider alternative and current use of the
facility and program to determine what use would best meet the needs of
Oregonians, patients, staff and the local community and region. The goal is to
develop a plan for the future of BMRC. The first objective is to develop a plan and
strategy to determine the method of developing an array of options for the future
BMRC. The second phase would engage all stakeholders in developing and
defining the realistic possible options for the future of BMRC. The third phase
would be to engage DHS, the Legislature and the community, staff and
patients/consumers in developing a plan for the future of BMRC.
OSH Geriatric Downsizing – Linda Hammond
The purpose of this initiative is to develop a new program called the Community
Based Care (CBC) Hospital Diversion program. Service models within this new
program will be designed to provide the intensity and type of services that will
address behaviors that cause people to be referred to the state hospital and that
slow their return to the community. The program would target persons with
psychiatric and medical needs who qualify for the SPD 1915© Home and
Community Based Care waivers or the “Dollars Follow the Person” initiative and
who have needs that exceed all existing CBC resources. Models will promote
polices of self direction, and person centered care; provide access to necessary
medical, nursing and licensed specialists and care planning necessary to support
the persons return to a permanent placement. The pilot is expected to lead to a new
service model that will retain or rapidly return to community care, people with
physical disabilities, head injuries or dementia that frequently spend too much time
in the Oregon State Hospital.
Impaired Health Professionals – Karen Wheeler
The 2009 Legislature passed HB 2345-B which will become effective July 1, 2010.
HB 2345-B requires DHS, AMH to establish a consolidated impaired health
professionals program. This program monitors the substance use disorder and
mental health treatment of impaired health professionals who are either selfreferred or diverted by their licensing boards in lieu of disciplinary action. AMH
will work closely with the health licensing boards during 2009/2010 to build a
2

consolidated program including a plan to transition participants who are
participating in the separate programs by July 1, 2010.
Integrated Services and Supports Rule Implementation – Mike Morris
The Integrated Services and Supports Rule was filed for public review September
15, 2009 and is expected to be finalized this fall. This rule integrates the standards
for most of the mental health and addiction services in the state. The
implementation will address training for providers, developing guidelines for
reviewers and providers, and redesigning site review processes.
Children's Wraparound – Bill Bouska
Near the end of the 2009 Legislative session, Governor Kulongoski signed House
Bill (HB) 2144, and the Children's Wraparound Initiative became law. The
implementation of children’s Wraparound is a major cross-division transformation
initiative. The beginning phase of the Children's Wraparound Initiative is to
develop an integrated system of care to maximize positive outcomes for children
with behavioral health care needs and who are in the custody of DHS. Initially
efforts will focus on children, from birth to age 18, who have been in the custody
of DHS for more than one year and have had at least four placements or who come
into custody and immediately need specialized behavioral health services and
supports. In late fall, DHS will release system of care project site descriptions. This
will give communities the opportunity to evaluate their readiness as a system of
care project site and decide if they are ready to apply. Applications will be due
during the month of January 2010. In February, as part of HB 2144, the work
group must present its findings and a progress report to the legislature.
Community system of care project sites will begin to take shape in March 2010.
Integrated Services & Management Demonstration – Jane-ellen Weidanz
The Addictions and Mental Health Division recommended to the legislature a
system change effort focused on an integrated management and service model
including health, mental health and addictions services. The legislature directed
AMH to initiate demonstration projects to test different methods of integrating
management, financing and services. The goal is to discover system improvements
that will result in a simpler, more efficient use of state, federal and local resources
and provide better services to those in need.
3

Peer Delivered Services – Len Ray
AMH believes that developing, funding and supporting peer delivered services
(PDS) follows a national trend that is proving to be a key component of a
successful service delivery system and an important addition to the health care
workforce. AMH recognizes the indisputable value of PDS in transforming the
mental health and addiction service delivery system that is based on a recovery
model. AMH will work with service population stakeholder groups to develop
strategies to increase the use and availability of PDS. The focused investment in
this initiative is an investment in the future, an investment in the workforce, and an
investment that will demonstrate significant results in transforming and
redesigning the service delivery system in the development of new policies,
procedures, and partnerships within the state and across the nation.
Strategic Prevention Framework – Rick Cady
SAMHSA’s Center for Substance Abuse Prevention awarded Oregon a State
Prevention Framework Grant July 1, 2009; $2,135,724 per year for five years.
AMH must submit and have approved by April, 2010 a statewide plan. Once
approved, AMH will be able to begin working with ten counties – communities
and tribes. The implementation of the Strategic Prevention Framework will provide
the Oregon prevention system a common framework for assessing state and local
needs and priorities, making data-driven decisions about the right Evidence-based
Programs delivered to the right audiences and mobilize communities and tribes in
the implementation of the Evidence-based Programs. Also, the SPF will identify
gaps in the prevention system infrastructure and afford AMH and the communities
and tribes methods for evaluating Evidence-based Program outcomes. The initial
phase of the implementation process will install the prevention framework in ten
communities/tribes. Of the ten communities at least two to three will be rural and
one or more of the recognized tribes. The long term five year plan is to roll out the
framework to the balance of the state.
Supportive Housing Increase – Darcy Strahan
AMH is transitioning housing development for people with mental illness to
a supportive housing model and away from a structured housing model (residential
4

treatment homes or facilities) to more fully integrate individuals into their
communities. The current focus on structured housing development has been to
fill the gaps in the housing needs for people leaving the state hospital. Residential
facilities should be seen as one part of the service delivery system, not an end
placement as some have become. As individuals move through the service
delivery system, the end result should be full integration into their community of
choice, living in their own homes with appropriate and flexible support services
available as needed.
MH Adults Residential Utilization Analysis – Jon Collins
To better understand current efficiency, effectiveness, and utilization, a
comprehensive review of adult mental health residential services is being
conducted. Results will help guide planning for further usage and development of
this level of care. The review includes but is not limited to analysis of current
utilization data to better understand:
Capacity
! In-flow and out-flow
! Exchange between various levels of care
! Length of stay impact
! Financial modeling
In addition to a review of data, information will be gathered through direct
interviews with providers and chart reviews and interviews with two or three
model states. Information from all sources will be synthesized to better describe
current state and future goals for service delivery to clients currently utilizing
residential services.
Wellness – Pat Davis-Salyer
The AMH Wellness Initiative strengthens integration efforts already underway
between physical health and behavioral health. It blends the excellent work of the
AMH Wellness Task Force, DHS Core Integration Team, the Public Health
Division, Oregon State Hospital, mentors, consumers, family members, community
stakeholder groups and providers with national experts to move from knowing
about health inequities to taking immediate action steps to prevent these
disparities. It gives voice to those who have not been heard and acknowledges the
tragedy of life lost of those who have passed. AMH is restructuring how we work
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to better share resources, reconfigure provider systems to improve access, remove
barriers to health care, equip community grass root organizations to provide
healthy lifestyle education, enhance prevention, and early intervention programs
across the lifespan, and therefore, promote and ensure recovery. Wellness is the
goal of all interventions.
Young Adults in Transition – Damien Sands
The Young Adults in Transition includes young adults aged 14 to 25. The initiative
will promote access to a system of services and supports that are young adultdirected, and developmentally appropriate. This initiative will implement strategies
that promote a Young Adult system through the elimination of barriers to access
and through the creation of developmentally appropriate and effective services and
supports. This initiative will effectively bridge adolescent and adult systems; and
thereby provide young adults with opportunities to realize their full potential and
have healthy, productive lives.

The Criminal Justice Door to the Mental Health Systems – Richard Harris
and Jane-ellen Weidanz
AMH funds, administers, coordinates, regulates and provides direct mental health
and restorative services to individuals who have been determined to be unfit to
stand trial or who have been found Guilty Except for Insanity. Both entry points do
not allow the community mental health system or AMH the ability to determine if
someone needs the level of services provided by the state hospital or if the person
could be appropriately served in other settings or if the person does not need
mental health services at all. The state is the recipient not the participant in the
entire process.
This initiative will begin the dialogue between all parties, including consumers, the
court system, community mental health programs, law enforcement, to determine if
there are more appropriate processes and options available so that only those
individuals who need services, receive them, and only those individuals in need of
hospital level services are committed to the hospital. The goals are to identify and
implement system changes to improve the “criminal justice door” to the mental
health system and may result in legislation, rule or policy process changes.
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