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Background:  A Coordinated Homeless Access (Coordinated Entry) system of services has been 
developed in each County in our region.  However, these systems operate differently and have differing 
levels of resources in each County.  The County-specific assessment tools utilized by Coordinated 
Entry staff do identify individuals with complex needs who are medically/psychiatrically vulnerable.  
In Multnomah County, Permanent Supportive and Rapid Re-housing options may be available within 
30-60 days for highly-vulnerable individuals who complete the Coordinated Entry intake and 
assessment process.  While shelter and rapid re-housing resources are lacking, both Clackamas and 
Washington Counties offer permanent supportive housing and peer service options.  However, 
Coordinated Entry programs are constrained to use the federal definition of chronic homelessness to 
define who they can serve.  The federal definition prevents the programs from serving a broader range 
of individuals who are un-housed.  
 
Problems: Inadequate Access to Services and ability to meet treatment and care needs  
1) Highly-vulnerable individuals are not identified and linked to Coordinated Entry services as rapidly 
as possible. This prolongs their churning through the hospital, criminal justice, and social service 
systems at a high cost to them as individuals and to multiple systems; 
 
2) Coordinated Entry programs lack the ability to hunt for individuals who may have risen to near the 
top to be eligible for placement into housing and service programs; 
 
3) Currently available shelter, rapid re-housing, and permanent supportive housing options are not 
appropriate or adequate to serve individuals with on-going mobility, personal care and chronic care 
needs. 
 
4)  Skilled nursing facilities are constrained from accepting individuals who are not likely to qualify for 
long term services and supports due to federal and state rules governing their discharge planning 
process.  This creates a back log of hospital inpatients with acute medical conditions, chronic 
conditions,  and behavioral health issues for whom there is no suitable care setting or housing option.   
 
Brainstormed list of Potential Strategies  
1) Ask and document at each encounter/admission (ED/urgent care, inpatient, and primary care) where 
the individual slept the night before.  If couch surfing, in car, or sleeping out, staff could ask if they 
have been assessed by Coordinated Entry and, if the individual doesn’t know, call Coordinated Entry to 
inquire about status and, as needed, support the individual to schedule an assessment.  Information 
regarding the individual’s housing and Coordinated Entry status could be noted in EDIE/PM; 
 
2) ED/urgent care, hospital and primary care settings could assign staff to assist individuals to navigate 
the Coordinated Entry system; 
 
3) Designated staff in each of these settings could check or help each individual to check their status on 
the Coordinated Entry priority list at every encounter so that so that vulnerable individuals may qualify 
and access available housing resources as quickly as possible. 
 
4) Similarly, when individuals who were homeless prior to hospitalization, discharge to skilled nursing 
facility (SNF), facility social service staff could check status with Coordinated Entry immediately upon 
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admission to the SNF.  With the individual’s permission, the SNF staff could also let Coordinated 
Entry staff know where individual is currently residing and for how long. If SNF staff find the 
individual has not yet been assessed by Coordinated Entry, SNF staff could request a mobile 
assessment at the nursing facility. 
 
5) When Coordinated Entry staff request help to contact individuals, designated hospital staff could 
make notations in EDIE (Emergency Department Information Exchange). Release of Information (ROI) 
is not needed to put a note in EDIE to ask the individual to call Coordinated Entry for possible housing 
opportunity. 
 
6) Health Share could expand access to EDIE/Premanage to community partners who are doing 
outreach to individuals who are homeless e.g. Cascadia Outreach staff, community paramedics, police 
homeless liaisons or crisis team officers, Portland Fire & Rescue,  etc. as a strategy to improve health 
and lower overall costs. Note: staff from these programs will need to obtain a Release of Information 
from the individuals they contact in order to be able to provide client lists to Collective Medical 
Technology. 
 
7) Multnomah Coordinated Entry could train willing ED staff and community partners to do the 
VI-SPDAT (vulnerability assessment tool) so that they can immediately and directly enter individuals 
into the Coordinated Entry system upon initial contact without waiting for a mobile assessment team to 
get to the health care or community setting. Alternatively, Counties could provide additional resources 
so that Coordinated Entry staff can respond rapidly to conduct mobile assessments at priority sites such 
as hospitals and others identified by community partners; 
 
8) Health Share and its health system partners could provide additional resources to fund Traditional 
Health Workers (peer wellness, peer support, etc.) to assist individuals to retain housing/prevent 
homelessness in each County as well as to navigate social and behavioral health services; 
 
9) Health Share and its health system partners could convene a group of appropriate leaders to ally with 
Oregon Department of Human Services and Oregon Housing and Community Services Department to 
develop options in each county that provide mobility-accessible shelter, respite, and permanently 
supportive housing for individuals with on-going needs for personal care and/or assistance with 
activities of daily living (who do not qualify for long term services and supports). 
 
Transitions involving Individuals with Behavioral Health Needs  
 
Background: Current outpatient and inpatient resources for substance abuse, mental health treatment 
and dual diagnosis treatment are not designed to serve individuals who also have chronic or acute 
health issues and/or long term care needs. Rather the systems of care for behavioral health and long 
term care are silo-ed and uncoordinated.   

• Long term care services and supports are not available to individuals with minimum to 
moderate personal care and/or behavioral health needs; 

• Few behavioral health resources are accessible to individuals who are physically frail and/or 
require assistance with mobility or personal care in order to participate in treatment; 
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• Neither system of care adequately trains its staff to meet the needs of individuals with a 
combination of complex behavioral health, physical health conditions, cognitive impairment, 
and/or chronic care needs;  

• Most skilled nursing facility and long term care placement options do not have the staff 
capacity in terms of training or resources to manage behavioral health treatments or medications. 
Often these facilities are reluctant to accept referrals of younger adults with complex needs 
because of lack of appropriate resources within the facilities and safety concerns for their 
residents who are physically and cognitively frail. Federal and state rules constrain the actions 
that nursing and long term care facilities can take to manage or evict individuals who are mobile 
and who come and go from the facilities at all hours;  

 
Problems: Inadequate Access to Services and ability to meet treatment and care needs  
1) individuals with behavioral health needs residing in respite, skilled nursing or long term care 
facilities are are not able to access outpatient behavioral  and/or mental health treatment modalities due 
to transportation issues, frailty, and other barriers. 
 
2) available out-patient addiction treatment programs are not set up to serve individuals with both 
chronic and acute physical health needs, such as mobility impairments, oxygen use, cognitive 
impairments. Often, these individuals are not able to meet outpatient requirements for daily pick up, 
group session attendance, UAs .etc. due to their mobility impairments, cognitive impairments, or 
general frailty. 
 
3) residential mental health and addiction treatment programs are not set up to serve those who need an 
accessible setting or who need ongoing medical, nursing or personal care assistance while in treatment; 
 
4) addictions and mental health outreach staff are not able to respond quickly enough while individuals 
who express openness to treatment are in the emergency/urgent care department or hospital inpatient 
status. Even if they manage to complete the intake process, these same individuals are usually not able 
to access treatment resources quickly enough to take advantage of their readiness for treatment; 
 
5) Access to State Plan Personal Care (SPPC) and 1915 (i) services is needlessly complex and 
fragmented resulting in available Medicaid resources being left on the table untapped while individuals 
with both behavioral health and personal care needs do not receive the care and treatment they need. 
 
6)  institutional pharmacies are constrained from issuing methadone for anything but pain control; few 
skilled nursing and long term care facility providers are certified to prescribe buprenorphine. Skilled 
nursing facilities are, as a consequence, unable to support a medicated treatment assistance program for 
individuals who transfer to a skilled nursing facility after starting medication-assisted treatment or who 
express readiness to participate in medication-assisted treatment once in the nursing facility. 
Medication-assisted treatment has the potential to help bridge the gap between the time an individual 
indicates readiness for treatment and the entry into a residential or outpatient treatment program.  
 
7) mental health and substance abuse treatment services, for the most part, fail to follow individuals 
across settings ie hospital, skilled nursing, and long term care facilities, including into the home. For 



Multi system Perspectives on Transition Services for Individuals with Complex Needs 

4 Regional Cross-System Transitions Work Group 10/31/2018 

many individuals with both acute and chronic health needs, outpatient treatment is not a feasible option 
for ongoing treatment;  
 
8) skilled and long term care settings lack specialized staff to prescribe and monitor psychotropic 
psychotropic and addiction treatment medications for individuals. 
 
9) skilled nursing and long term care facility staff lack specialized training and support to staff to help 
them manage negative behaviors of individuals with behavioral health needs. 
 
 
Brainstormed list of Potential Strategies 
 
1) Provide new resources to embed dedicated Mental Health Nurse Practitioners in hospital and skilled 
nursing settings to respond to individuals expressing interest in medication-assisted treatment, 
residential mental health or addiction treatment or outpatient treatment. The embedded staff could 
assess the individual on site and support them through the treatment intake process. They could 
prescribe medication-assisted treatment and could provide training and support to facility staff. Peer 
Wellness staff could be available to support them to navigate the system and participate in treatment.  
 
2) Oregon Health Authority and Oregon Department of Human Services (OHA/DHS) could appoint a 
task force consisting of stakeholders from nursing facilities, hospitals, long term care facilities, and 
primary care clinics to develop work flow and other strategies for the smooth coordination of 
medication-assisted addiction treatment across care settings. The strategies and work flows developed 
could then be disseminated throughout each network; 
 
3) Health Share and the County Mental Health Authorities could develop in coordination with OHA, 
Community BH providers, and DHS stakeholders additional site or home-based models of outpatient 
care delivery for individuals with moderate mental health needs (not only severe persistent or chronic 
mental illness) living in skilled or intermediate care nursing facilities and/or receiving community-
based long term services and supports. Cascadia Behavioral Health already offers some home-based 
mental health counseling as well as facility-based services to some clients who receive long term 
services and supported.   These services could be expanded at Cascadia and among other community 
mental health providers.   
 
4) OHA, DHS, and Health Share with its health system partners could work together with community 
addiction providers to develop LTSS and skilled nursing facility-based models of outpatient addiction 
treatment including medication-assisted treatment, individual and group treatment; 
 
5) OHA and Health Share with its health system partners could work together to convene residential 
mental health, addiction, and dual diagnosis treatment providers and other stakeholders to identify how 
and what resources it would take to make current residential treatment services more accessible to 
individuals with mobility, self-care, and/or cognitive impairments, as well as how to provide needed 
acute, chronic, and personal care support for individuals while they are in residential care; 
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6) OHA, DHS, Health Share and its health system partners could work together to convene a group of 
Change/Thought Leaders to develop new low-barrier, accessible, affordable housing for individuals 
with ongoing behavioral, chronic care, and personal care health needs but who do not qualify for LTSS. 
Also to speed up and expand the process to develop new and additional specialized LTSS facilities 
specifically for individuals with multiple chronic conditions/co-morbidity across disability domains; 
 
7) OHA, in conjunction with DHS and the Oregon Home Care Commission (OHCC),  could provide 
financial support to Community providers to increase access to and utilization of State Plan Personal 
Care (SPPC) and 1915(i) programs to support individuals to retain housing, participate in behavioral 
health services, manage their medications, and meet their personal care needs.  This support could 
include: 

• providing at least two annual OHCC recruitment campaigns in our region to add/maintain 
adequate supplies of trained and active home care and personal support workers for consumers 
with behavioral health needs; 

• requiring OHA to identify and recruit at least two additional home care agencies to provide 
SPPC and 1915 (I) services, including a requirement that OHA provide them with a level of 
compensation sufficient to attract and retain participating agencies;  

• sponsoring legislation to change Oregon Administrative Rules to allow individuals with 
behavioral health and personal care needs to access SPPC through primary care and addiction 
treatment providers; 

• requiring that all 3 counties offer annual training to both County and Community behavioral 
health staff regarding how to access SPPC and 1915(i) for their clients.  

 
8) OHA/DHS in conjunction with Health Share and its health system partners could provide training to 
provider and staff at all levels including hospital, ED, primary care, skilled nursing,  community mental 
health and SUDS providers, and long term care providers to address: 

◦ transitions of care across settings,  
◦ trauma-informed care for residents and staff,  
◦ engagement and behavior management strategies for individuals with chronic mental 

illness,  
◦ traumatic brain injuries,   
◦ dementia, and 
◦ combinations of these complex conditions.   

Training avenues sponsors could include, but not be limited to, the Oregon Home Care Commission 
and Oregon Care Partners, Oregon Medical Association, Oregon Primary Care Association, Oregon 
Association of Community Health Clinics, as well as state-wide training providers for behavioral health 
staff. 
 
9) Health Share and its health system partners, including Multnomah County Mental Health and 
Addictions Division, could invest in significantly increased peer support resources for older adults and 
adults with moderate to severe behavioral health needs. 
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The Regional Cross-Systems Transitions Work Group continues to identify issues that affect the work 
being done by transition-focused staff in every system. We welcome and encourage all the participating 
systems, as well as new partners, to send a regular representative to these important meetings. There is 
no other venue where front line and middle management professionals from diverse systems are 
identifying and developing strategies to resolve or remedy these important cross-cutting issues. 


