
August 17,2020 

City of Florence 

It is with regret that I submit my formal resigna=on from the Florence City Council effec=ve 
August 17, 2020 due to my recent marriage and change of permanent address outside of the 
City of Florence. 

It has been an honor to have been elected and an honor to have served as a City Councilwoman 
on the Florence City Council and I thank the City of Florence and the ci=zens of Florence for this 
opportunity. 

However, it has also been a discouraging experience.  In the hopes providing recommenda=ons 
for improvement, let me explain. 

I was first encouraged by many friends, from both sides of the poli=cal spectrum, to run for City 
Council because they all felt that I would bring a needed viewpoint.  I would bring some youth, a 
woman’s viewpoint, a minority’s viewpoint, and a small business owner’s viewpoint who had 
many friends across the poli=cal spectrum.  I was also in a business where it was very easy to 
hear what the concerns and values of the community were. I thought that if elected, I could 
avoid poli=cal agendas and concentrate on what was in the best interest of the en=re 
community 

However, once I decided to run, this all changed rapidly. While many in the community were 
extremely suppor=ve – interested in my opinion without pushing any poli=cal agenda - a small, 
surprisingly vicious group suddenly appeared that supported another candidate.  It wasn’t 
enough to support their candidate, they needed to aLack me. Anonymous false accusa=ons 
were published in the local newspaper. Then to my surprise, I was harassed/bullied at my place 
of business by siOng City Councilman Joshua Green, who tried to convince me to withdraw 
from the elec=on. That was followed by an extremely inappropriate email from City 
Councilwoman Suzy Lacer, a good friend of Joshua Green and the other candidate.  This was 
then followed by vandalism, vile leLers and texts, and the secre=ve distribu=on of derogatory 
flyers. In spite of this, I was elected and hoped that this was in the past.  But it wasn’t. 

Once on the City Council, it became extremely apparent that there were two camps.  In one 
camp were people who welcomed me, welcomed my opinion, never tried to push me to 
support their agendas, and supported me in vo=ng my convic=ons.  In the other camp were the 
people men=oned above, who obviously considered me an enemy.  If I didn’t support their 
some=mes extreme agendas, I was publicly and privately harassed – many =mes by obviously 
intoxicated Councilmembers. I was also aLacked by incorrect and obviously biased ar=cles in 
the Siuslaw News. Can’t the newspaper just report the news? Why do they need to be poli=cally 
biased? How discouraging, unprofessional, and hateful. 
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So as I leave the City Council and we progress through an era where you now hear complaints 
that the City is hopelessly divided, I would offer that same perspec=ve that I was elected to 
bring.  That divide is undoubtedly caused by unprofessional individuals on the City Council, who 
suddenly found themselves in a posi=on where their agenda was no longer supported – for the 
first =me in many, many years.  It was all acceptable in the past when they had an obvious 
majority, but when they couldn’t convince unbiased representa=ves to support them, it is now 
considered unfair and divided. And while Mayor Henry has con=nued to professionally and fairly 
listen to all issues, and has made incredible progress in the City, he is con=nually slandered and 
unfairly cri=cized. I admire his integrity and pa=ence. 

Coming from a once single, minority female who was able to start her own successful business 
and find happiness in our wonderful liLle town, I sincerely hope that as my replacement is 
considered, you seek to find someone who will try to bring what I tried to bring – a lack of 
poli=cal agenda, and a desire to serve the ci=zens of Florence. 

Sincerely 

Geraldine Prociw



/

Published on City of Florence Oregon (https://www.ci.florence.or.us)

Home > Request to Address City Council (Speaker's Card) > Webform results > Request to Address City Council (Speaker's Card)

 information

Form: Request to Address City Council (Speaker's Card) [1]

Submitted by Visitor (not verified)
Mon, 08/17/2020 - 10:09am
35.132.160.79

Name
Sally Wantz

City Council Meeting Date
Mon, 08/17/2020

Agenda Item Number
0

Do you wish to speak as a Proponent? Opponent? or Neutral?
n/a

Brief Overview of What You Wish to Discuss
100 year anniversary

Do you Represent an Organization?
no

Name of Organization

Residence Address
2190 13th Street

Email
sallywantz2190@gmail.com

Phone Number
5419019904

Source URL: https://www.ci.florence.or.us/node/17771/submission/14421

Links
[1] https://www.ci.florence.or.us/council/request-address-city-council-speakers-card

Submission

https://www.ci.florence.or.us/
https://www.ci.florence.or.us/
https://www.ci.florence.or.us/council/request-address-city-council-speakers-card
https://www.ci.florence.or.us/node/17771/webform-results
https://www.ci.florence.or.us/council/request-address-city-council-speakers-card
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Published on City of Florence Oregon (https://www.ci.florence.or.us)

Home > Request to Address City Council (Speaker's Card) > Webform results > Request to Address City Council (Speaker's Card)

Submission information

Form: Request to Address City Council (Speaker's Card) [1]

Submitted by Visitor (not verified)
Mon, 08/17/2020 - 4:44pm
199.193.237.16

Name
Brenda Gilmer

City Council Meeting Date
Mon, 08/17/2020

Agenda Item Number
1

Do you wish to speak as a Proponent? Opponent? or Neutral?
Neutral

Brief Overview of What You Wish to Discuss
Equal protection and Justice. Lane County Racial Justice listening sessions. Expand public awareness of and
hoping to expand participation.

Do you Represent an Organization?
No and yes

Name of Organization
I am a member of the Lane County Equity and Access Advisory Board and have actively participated in
organizing, and promoting

Residence Address
3640 Ocean View Dr, 97439-9256

Email
brendajgilmer@gmail.com

Phone Number
541-590-5060

Source URL: https://www.ci.florence.or.us/node/17771/submission/14461

Links
[1] https://www.ci.florence.or.us/council/request-address-city-council-speakers-card

https://www.ci.florence.or.us/
https://www.ci.florence.or.us/
https://www.ci.florence.or.us/council/request-address-city-council-speakers-card
https://www.ci.florence.or.us/node/17771/webform-results
https://www.ci.florence.or.us/council/request-address-city-council-speakers-card
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From: Brenda Gilmer
To: Kelli Weese
Subject: August 17, 2020 City Council Meetings Requests to speak; Written Evidence
Date: Monday, August 17, 2020 3:12:04 PM
Attachments: RACIALEQUITYLISTENINGPOSTER.pdf

RACIALEQUITYLISTENINGSESSIONDETAILS.docx
20-06-09-06CountyCommissionerResponseToGeorgeFloydKilling.pdf

I wish to make oral public comments about an item that is not on the agenda. In
connection with that public comment, I am attaching documents to which I will make
reference and copies of which I ask you to make available to the council members
before the meetings.

I also wish to make oral public comments and submit evidence and testimony as an
opponent about Agenda Item 3. I will also present written comments and evidence
and testimony for that agenda item for the hearing. I will send those documents to you
by separate email so there is no confusion about what goes with what.

Thank you. I hope you are well. Brenda

mailto:brendajgilmer@gmail.com
mailto:Kelli.Weese@ci.florence.or.us



RACIAL EQUITY


LISTENING SESSIONS:


LET'S SHAPE OUR


FUTURE TOGETHER


Join the Lane County Equity and Access Advisory Board 


 for a virtual listening session where we hear from you,


the community, about what we can do to acheive racial


equity across our communities.


FOLLOW THE LINK TO LEARN MORE AND REGISTER:


RACIAL EQUITY LISTENING


SESSIONS: LET'S SHAPE


OUR FUTURE 


Listening session topics include but are not limited to:


Mental Health on 8/11/2020 5:30 PM-7:30 PM


Juvenile Justice on 9/1/2020 5:30 PM-7:30 PM


Public Safety on 9/9/2020 5:30 PM-7:30 PM


www.lanecounty.org/listening_sessions






[bookmark: _GoBack]www.lanecounty.org/listening_sessions.



On June 9th, 2020, in response to the murder of George Floyd and in support of the Black Lives Matter movement, the Lane County Board of County Commissioners unanimously adopted a resolution drafted by the Equity and Access Advisory Board that acknowledges the work Lane County must do in order to achieve true racial equity. 



Now, we need to hear from you. Join us for a virtual listening session where you will be able to voice your thoughts, feelings, and concerns about racial equity in Lane County, and help us answer the following questions:  

· What could or should Lane County do in order to ensure that racial equity is achieved?

· How will you know that we got it right? 


We will be holding 8 different sessions for the community to share your thoughts — 5 will be more targeted to a specific subject; the other 3 will have a less specific theme.  



Below is the list of virtual sessions with corresponding dates and a short description to help you decide which session(s) you would most like to attend (you can attend more than one).



During each session we will provide a brief explanation of Critical Race Theory and describe how it informs this work. We will also provide a review of the resolution and the commitments that Lane County has agreed to uphold. The goal is to listen to what the community has to say and work together to identify, acknowledge and address the root causes of inequities in Lane County services and outcomes and to find antiracist policies to eliminate those inequities. This is intended to be a safe space where our objective is simply to listen and validate what you are feeling and witnessing in an effort to make our communities more equitable and just. 



We appreciate your willingness to participate in these listening sessions and your commitment to holding Lane County accountable to working toward racial equity. We look forward to hearing from you.



This is the first stage of what we imagine will be a long journey. The themes and ideas that come out of these listening sessions will be shared during the quarterly update to the Board of County Commissioners on October 6th, 2020.

If you plan to participate in one or more of the sessions and need special accommodations (deaf, people with hearing loss, language translation), please make your request at least 48 hours prior to the meeting to mo.young@lanecountyor.gov. 




Mental Health Listening Session on Tuesday, August 11th, 5:30p.m.-7:30p.m.: 
Register here. This session has occurred.


This session is dedicated to hearing from front line workers, people who receive services from, work in and are interested in the mental health system in Lane County.   Because it is important to ensure that a wide range of voices participate in the dialogue as Lane County looks to shape a mental health system that achieves racial equity, please share your thoughts and opinions about things Lane County can do.





General Listening Session on Tuesday, August 18th, 5:30p.m.-6:30p.m. 
Register here. [in the interactive web-page, accessed using the URL at the start, you can register for this session].


This session is open to everyone. Anyone is invited to register and share their thoughts, feelings, and opinions about what actionable things Lane County could or should do in order to ensure that racial equity is achieved. 





Health Listening Session on Thursday, August 20th, 5:30p.m.-7:30p.m. 
Register here. [in the interactive web-page, accessed using the URL at the start, you can register for this session].


This session is dedicated to hearing from front line workers, people who receive services from, work in and are interested in the health system in Lane County.   Because it is important to ensure that a wide range of voices participate in the dialogue as Lane County looks to shape a health system that achieves racial equity, please share your thoughts and opinions about things Lane County can do.





Juvenile Justice Listening Session on Tuesday, September 1st, 5:30p.m.-7:30p.m.
Register here. [in the interactive web-page, accessed using the URL at the start, you can register for this session].

This session is dedicated to hearing from front line workers, people who receive services from, work in and are interested in the juvenile justice system in Lane County.   Because it is important to ensure that a wide range of voices participate in the dialogue as Lane County looks to shape a mental health system that achieves racial equity, please share your thoughts and opinions about things Lane County can do.





General Listening Session on Wednesday, September 2nd, 5:30-7:30
Register here. [in the interactive web-page, accessed using the URL at the start, you can register for this session].

This session is open to everyone. Anyone is invited to register and share their thoughts, feelings, and opinions about what actionable things Lane County could or should do in order to ensure that racial equity is achieved. 





Economic Justice on Thursday, September 3rd, 5:30-7:30 
Register here. [in the interactive web-page, accessed using the URL at the start, you can register for this session].


This session is dedicated to hearing from front line workers, advocates, people who receive services from, work in have been historically unheard and/or are passionate about the housing, business, and employment systems in Lane County, positive or negative.  Because it is important to ensure that a wide range of voices participate in the dialogue as Lane County looks to shape an economic system that achieves racial equity, please share your thoughts and opinions about things Lane County can do.





Public Safety Interest Listening Session, Wednesday, September 9th, 5:30-7:30 
Register here. [in the interactive web-page, accessed using the URL at the start, you can register for this session].

This session is dedicated to hearing from front line workers, people who receive services from, work in and are interested in the public safety system in Lane County.   Because it is important to ensure that a wide range of voices participate in the dialogue as Lane County looks to shape a mental health system that achieves racial equity, please share your thoughts and opinions about things Lane County can do.





Sesión General de Escuchar (en español), Miércoles 16 de Septiembre, 5:30-7:30

Información de registro próximamente

Esta sesión está disponible al público en general.  Todos están invitados a inscribirse y compartir sus pensamientos, sentimientos y opiniones acerca de las cosas accionables que el Condado de Lane podría o debería hacer para garantizar que se logre la equidad racial.





It is important to note that each session will be recorded and if you would like to share, you must pre-register using the following links. All meetings will be held between 5:30-7:30 PM.

If you are unable to join us, or have participated in a listening session and have additional information to share, please take a minute to fill out this survey. Encuesta en español


We will be using GoToMeeting. Once registered, you will receive a link that will prompt you to download a video conferencing application that is free and secure. 
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BEFORE THE BOARD OF COMMISSIONERS OF LANE COUNTY, OREGON 
 


ORDER AND RESOLUTION 
NO: 20-06-09-06  


In the Matter of Approving a Resolution In 
support of the Black Lives Matter movement 
and Lane County’s commitment to putting in 
the work to achieve racial equity 
 
 
 
 


 
WHEREAS, the Board of Commissioners acknowledges that Black Lives Matter; and 
 
WHEREAS, the Board of Commissioners acknowledges that over the course of the past 


few weeks, we have been again reminded that police brutality and general disregard for Black 
people’s lives is prevalent within the United States; and 


 
WHEREAS, the Board of Commissioners acknowledges that this continued assault on 


Black people has caused the loss of numerous lives for no reason other than racist biases; and 
 


WHEREAS, incidents such as the murders of George Floyd and Ahmaud Arbery and all of 
the other countless Black people who have been murdered by vigilantes who saw a black body and 
equated it with a threat; and  


 
WHEREAS, incidents such as these show that there is systemic and a prolific nature to 


racism built into the foundation of the United States and as such these actions go on without 
proper recognition, adjudication, or conviction; and 


 
WHEREAS, racial profiling and abuse of power happens here in Lane County; and 
 
WHEREAS, Lane County shares the pain and anger of Black people in our county, 


state, and nation; and 
 
WHEREAS, We stand in solidarity with the Black community, and strive to hold our 


county departments and ourselves to the only standard that will begin to protect us - one of 
equity and justice that centers all people, not just those with the most privilege; and 


 
WHEREAS, Now is a time of action, and we cannot be inactive in addressing this issue. 
 
NOW, THEREFORE, the Board of County Commissioners of Lane County ORDERS 


and RESOLVES as follows: 
 


1. To work with community members and staff to acknowledge and address the root 
causes of inequities in Lane County services and outcomes. 
 


2. To work with community members and staff to invent or find antiracist policies 
that can eliminate the racial inequities that exist.  
 


3. To use an antiracist and racial equity lens to assess current and future policies 
and programs. 
 


4. To communicate with the community, including county employees about the root 
causes of racial inequities as well as the corrective action that has been or will be 
taken.  







5. When policies fail, Lane County will wholeheartedly and enthusiastically start
over and seek out new and more effective antiracist policies until they work.


ADOPTED this ___ day of_________________, 2020. 


____________________________________ 
Heather Buch, Chair 
Lane County Board of Commissioners 


June9th



LCGADLJ

Heather Buch
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RACIAL EQUITY

LISTENING SESSIONS:

LET'S SHAPE OUR

FUTURE TOGETHER

Join the Lane County Equity and Access Advisory Board 

 for a virtual listening session where we hear from you,

the community, about what we can do to acheive racial

equity across our communities.

FOLLOW THE LINK TO LEARN MORE AND REGISTER:

RACIAL EQUITY LISTENING

SESSIONS: LET'S SHAPE

OUR FUTURE 

Listening session topics include but are not limited to:

Mental Health on 8/11/2020 5:30 PM-7:30 PM

Juvenile Justice on 9/1/2020 5:30 PM-7:30 PM

Public Safety on 9/9/2020 5:30 PM-7:30 PM

www.lanecounty.org/listening_sessions
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www.lanecounty.org/listening_sessions. 
 
On June 9th, 2020, in response to the murder of George Floyd and in support of the Black 
Lives Matter movement, the Lane County Board of County Commissioners unanimously 
adopted a resolution drafted by the Equity and Access Advisory Board that acknowledges 
the work Lane County must do in order to achieve true racial equity.  
 
Now, we need to hear from you. Join us for a virtual listening session where you will be able 
to voice your thoughts, feelings, and concerns about racial equity in Lane County, and help 
us answer the following questions:   

• What could or should Lane County do in order to ensure that racial equity is achieved? 
• How will you know that we got it right?  

 
We will be holding 8 different sessions for the community to share your thoughts — 5 will 
be more targeted to a specific subject; the other 3 will have a less specific theme.   
 
Below is the list of virtual sessions with corresponding dates and a short description to help 
you decide which session(s) you would most like to attend (you can attend more than one). 
 
During each session we will provide a brief explanation of Critical Race Theory and describe 
how it informs this work. We will also provide a review of the resolution and the 
commitments that Lane County has agreed to uphold. The goal is to listen to what the 
community has to say and work together to identify, acknowledge and address the root 
causes of inequities in Lane County services and outcomes and to find antiracist policies to 
eliminate those inequities. This is intended to be a safe space where our objective is simply 
to listen and validate what you are feeling and witnessing in an effort to make our 
communities more equitable and just.  
 
We appreciate your willingness to participate in these listening sessions and your 
commitment to holding Lane County accountable to working toward racial equity. We look 
forward to hearing from you. 
 
This is the first stage of what we imagine will be a long journey. The themes and ideas that 
come out of these listening sessions will be shared during the quarterly update to the Board 
of County Commissioners on October 6th, 2020. 
 
If you plan to participate in one or more of the sessions and need special accommodations 
(deaf, people with hearing loss, language translation), please make your request at least 48 
hours prior to the meeting to mo.young@lanecountyor.gov.  
  

mailto:mo.young@lanecountyor.gov?subject=Racial%20Equity%20Session%20Accommodation%20Request
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Mental Health Listening Session on Tuesday, August 11th, 5:30p.m.-7:30p.m.:  
Register here. This session has occurred. 
 
This session is dedicated to hearing from front line workers, people who receive services 
from, work in and are interested in the mental health system in Lane County.   Because it is 
important to ensure that a wide range of voices participate in the dialogue as Lane County 
looks to shape a mental health system that achieves racial equity, please share your 
thoughts and opinions about things Lane County can do. 
 
 
General Listening Session on Tuesday, August 18th, 5:30p.m.-6:30p.m.  
Register here. [in the interactive web-page, accessed using the URL at the start, you can 
register for this session]. 
 
This session is open to everyone. Anyone is invited to register and share their thoughts, 
feelings, and opinions about what actionable things Lane County could or should do in 
order to ensure that racial equity is achieved.  
 
 
Health Listening Session on Thursday, August 20th, 5:30p.m.-7:30p.m.  
Register here. [in the interactive web-page, accessed using the URL at the start, you can 
register for this session]. 
 
This session is dedicated to hearing from front line workers, people who receive services 
from, work in and are interested in the health system in Lane County.   Because it is 
important to ensure that a wide range of voices participate in the dialogue as Lane County 
looks to shape a health system that achieves racial equity, please share your thoughts and 
opinions about things Lane County can do. 
 
 
Juvenile Justice Listening Session on Tuesday, September 1st, 5:30p.m.-7:30p.m. 
Register here. [in the interactive web-page, accessed using the URL at the start, you can 
register for this session]. 
 
This session is dedicated to hearing from front line workers, people who receive services 
from, work in and are interested in the juvenile justice system in Lane County.   Because it is 
important to ensure that a wide range of voices participate in the dialogue as Lane County 
looks to shape a mental health system that achieves racial equity, please share your 
thoughts and opinions about things Lane County can do. 
 
 

https://attendee.gotowebinar.com/register/5908073308215643147
https://lanecounty.wufoo.com/forms/r7ytmn113tvl23/
https://attendee.gotowebinar.com/register/8371728121852539147
https://attendee.gotowebinar.com/register/5556945369397162251
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General Listening Session on Wednesday, September 2nd, 5:30-7:30 
Register here. [in the interactive web-page, accessed using the URL at the start, you can 
register for this session]. 
 
This session is open to everyone. Anyone is invited to register and share their thoughts, 
feelings, and opinions about what actionable things Lane County could or should do in 
order to ensure that racial equity is achieved.  
 
 
Economic Justice on Thursday, September 3rd, 5:30-7:30  
Register here. [in the interactive web-page, accessed using the URL at the start, you can 
register for this session]. 
 
This session is dedicated to hearing from front line workers, advocates, people who receive 
services from, work in have been historically unheard and/or are passionate about the 
housing, business, and employment systems in Lane County, positive or negative.  Because it 
is important to ensure that a wide range of voices participate in the dialogue as Lane County 
looks to shape an economic system that achieves racial equity, please share your thoughts 
and opinions about things Lane County can do. 
 
 
Public Safety Interest Listening Session, Wednesday, September 9th, 5:30-7:30  
Register here. [in the interactive web-page, accessed using the URL at the start, you can 
register for this session]. 
 
This session is dedicated to hearing from front line workers, people who receive services 
from, work in and are interested in the public safety system in Lane County.   Because it is 
important to ensure that a wide range of voices participate in the dialogue as Lane County 
looks to shape a mental health system that achieves racial equity, please share your 
thoughts and opinions about things Lane County can do. 
 
 
Sesión General de Escuchar (en español), Miércoles 16 de Septiembre, 5:30-7:30 
Información de registro próximamente 
Esta sesión está disponible al público en general.  Todos están invitados a inscribirse y 
compartir sus pensamientos, sentimientos y opiniones acerca de las cosas accionables que 
el Condado de Lane podría o debería hacer para garantizar que se logre la equidad racial. 
 
 
It is important to note that each session will be recorded and if you would like to 
share, you must pre-register using the following links. All meetings will be held 
between 5:30-7:30 PM. 

https://attendee.gotowebinar.com/register/565859669666146571
https://attendee.gotowebinar.com/register/7631287304894276363
https://attendee.gotowebinar.com/register/8517414512044545803
https://attendee.gotowebinar.com/register/6089160674379407119


- 4 - 
 

 
If you are unable to join us, or have participated in a listening session and have 
additional information to share, please take a minute to fill out this 
survey. Encuesta en español 
 
We will be using GoToMeeting. Once registered, you will receive a link that will prompt you 
to download a video conferencing application that is free and secure.  
 

https://www.surveymonkey.com/r/DMM86BJ
https://www.surveymonkey.com/r/DMM86BJ
https://www.surveymonkey.com/r/36H2PCT


 

BEFORE THE BOARD OF COMMISSIONERS OF LANE COUNTY, OREGON 
 

ORDER AND RESOLUTION 
NO: 20-06-09-06  

In the Matter of Approving a Resolution In 
support of the Black Lives Matter movement 
and Lane County’s commitment to putting in 
the work to achieve racial equity 
 
 
 
 

 
WHEREAS, the Board of Commissioners acknowledges that Black Lives Matter; and 
 
WHEREAS, the Board of Commissioners acknowledges that over the course of the past 

few weeks, we have been again reminded that police brutality and general disregard for Black 
people’s lives is prevalent within the United States; and 

 
WHEREAS, the Board of Commissioners acknowledges that this continued assault on 

Black people has caused the loss of numerous lives for no reason other than racist biases; and 
 

WHEREAS, incidents such as the murders of George Floyd and Ahmaud Arbery and all of 
the other countless Black people who have been murdered by vigilantes who saw a black body and 
equated it with a threat; and  

 
WHEREAS, incidents such as these show that there is systemic and a prolific nature to 

racism built into the foundation of the United States and as such these actions go on without 
proper recognition, adjudication, or conviction; and 

 
WHEREAS, racial profiling and abuse of power happens here in Lane County; and 
 
WHEREAS, Lane County shares the pain and anger of Black people in our county, 

state, and nation; and 
 
WHEREAS, We stand in solidarity with the Black community, and strive to hold our 

county departments and ourselves to the only standard that will begin to protect us - one of 
equity and justice that centers all people, not just those with the most privilege; and 

 
WHEREAS, Now is a time of action, and we cannot be inactive in addressing this issue. 
 
NOW, THEREFORE, the Board of County Commissioners of Lane County ORDERS 

and RESOLVES as follows: 
 

1. To work with community members and staff to acknowledge and address the root 
causes of inequities in Lane County services and outcomes. 
 

2. To work with community members and staff to invent or find antiracist policies 
that can eliminate the racial inequities that exist.  
 

3. To use an antiracist and racial equity lens to assess current and future policies 
and programs. 
 

4. To communicate with the community, including county employees about the root 
causes of racial inequities as well as the corrective action that has been or will be 
taken.  



5. When policies fail, Lane County will wholeheartedly and enthusiastically start
over and seek out new and more effective antiracist policies until they work.

ADOPTED this ___ day of_________________, 2020. 

____________________________________ 
Heather Buch, Chair 
Lane County Board of Commissioners 

June9th

LCGADLJ
Heather Buch



August 17, 2020 City Council Land Use Hearings Script   Page 1 of 9 

Script for Quasi-Judicial Land Use Public Hearing 

Mayor:  We will now move on to Item No.2 on the agenda concerning the Clawson Mural. We will be conducting 
a public hearing on this item to allow for comments from all interested parties. 

 Oregon land use law requires several items to be read into the record at the beginning of each and every 
land use public hearing. The City Recorder will read the material, your patience is appreciated as these 
statements and instructions are read. 

City Recorder: Thank you Mayor Henry.  

 This evening we will be holding a public hearing on Resolution No. 21, Series 2020, a resolution for a 
mural permit request from Darby and Amy Clawson for a mural on the northern wall of Clawson’s 
Wheelhouse Restaurant building located at 820 Hwy 101.  

 These proceedings will be recorded. 

 These hearings will be held in accordance with the land use procedures required for an evidentiary 
hearing as required by the City and the State of Oregon. 

 As part of the hearing tonight, staff will identify the applicable substantive criteria which have also been 
listed in the staff report.  These are the criteria the City Council must use in making its decision.  

All testimony and evidence must be directed toward the criteria or other criteria in the City’s 
Comprehensive Plan, City Land Use Regulations or state law which you believe apply to the decision per 
ORS 197.763(5). 

 Failure to raise an issue accompanied by statements or evidence sufficient to afford the City Council and 
parties involved an opportunity to respond to the issue, may preclude an appeal based on that issue. 

 Failure of the applicant to raise constitutional or other issues related to proposed conditions of approval 
without sufficient specificity to allow the City Council to respond to the issue may preclude an action for 
damages in circuit court. 

 Any proponent, opponent, or other party interested in this land use matter may challenge the 
qualification of any Councilor to participate in such hearing and decision on the basis of conflicts of 
interest, ex-parte contacts, or bias. Such challenge must state facts relied upon by the party relating to a 
Councilor’s conflicts, ex-parte contracts, or bias from which the party has concluded that the Councilor 
will not make a decision in an impartial manner. 

 The hearing will proceed with the staff report, followed by the applicant. After that, the public hearing 
will proceed with the first proponent speaker’s card received, then the first opponent received, and 
then the first neutral party received, and shall continue in such alternating pattern until all speakers 
have had an opportunity to speak. The Council may ask questions after each speaker. The applicant will 
be given a final opportunity to rebut the testimony or evidence. 

 Any written testimony provided to the City of Florence Planning Department concerning the public 
hearing item were required to be received by the City at least 2 hours prior to the start of the meeting in 
order to be distributed to the City Council. Written testimony was also posted to the City of Florence 
website and made part of the meeting record. 

Kelli.Weese
Text Box
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In order to provide verbal testimony, citizens must have completed a speaker’s card available on the City 
of Florence website at www.ci.florence.or.us at least 1 hour prior to the start of the meeting. We ask for 
your address on the speaker’s card so that we may provide you notice of the City’s eventual decision in 
this matter.  

For those that are providing verbal testimony, when I call your name you will be unmuted and it will be 
your opportunity to speak. You will likely also need to unmute yourself using the microphone button 
which is usually located on the left-hand side of the GotoWebinar control panel.  

Time limits will be set for parties looking to testify to those delineated in the City Council Rules of 
Procedure, Chapter 6 – Land Use Hearings. Those limits are as follows: 

• Applicant: No Limit 
• All other speakers: 5 minutes 

 Once your time limit has been completed, I will notify you that this is the case and you will be muted 
again.  

 In order to minimize repetitive testimony, organizations are encouraged to have only one person speak 
for the group.  Each person may testify only once, unless called back to the podium at the request of the 
Council to respond to a question. 

Thank you for your cooperation.    

City Recorder: With those instructions about the public hearing out of the way, I would ask if any Councilor wishes to 
disclose any conflicts of interest? 

________________________________________________________________________________________________ 

Councilors: Makes Declarations (if any) 

City Recorder:  Now is the time to declare and discuss any ex-parte contacts the Council may have read, heard or 
otherwise received after the land use application was deemed complete. Examples of exparte contacts 
include any newspaper articles, social media posts, or site visits, or other forms of information received.  

 Does any Councilor wish to declare any ex-parte contacts? 

Councilors: Makes Declarations (if any) 

City Recorder: Now we will turn our attention to potential biases. Does any member of the Council wish to declare a 
bias or potential bias concerning the proposed mural application.  

Councilors: Makes Declaration – If Any 

 [actual conflict of interest – Councilor must announce the conflict and step down] 

[potential conflict of interest - Councilor must announce the conflict & state whether (s)he is able to be impartial.  If so, Councilor 
may participate; if not, decision-maker must step down] 

[ex parte contacts - Councilor must announce the substance and context of the communication, then may participate.] 

http://www.ci.florence.or.us/
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[If Declarations of Bias are Made] 

City Recorder: Councilor ______, do you believe that you can make a decision on this issue in an impartial manner? 

Councilors: (Councilor replies, if yes continue; If no, Councilor may recuse him/herself) 

City Recorder: Any person, during his or her testimony, has the right to rebut the substance of the ex-parte 
communications just disclosed.  

 

 

City Recorder: During their testimony, any party may challenge a Councilor’s ability to hear this matter 

 (If none, move on; If some, Councilor has the opportunity to rebut statement and makes a decision whether or 
not to continue or to recuse him/herself)  

_________________________________________________________________________________________________ 

City Recorder: Thank you for your patience, I now open the hearing for Resolution No. 21, Series 2020. It is ______ 
o’clock.  

 May we please have the staff report? 

Planning Staff: Presents staff report 

 [Staff introduces the topic, staff report, and presents background information, and states list of criteria for 
approval.] 

Mayor: Does any Councilor have questions of the staff? 

[Council Questions of Staff – No Deliberations] 

__________________________________________________________________________________________________ 

[PUBLIC HEARING PROCEDURE] 

City Recorder: We will be taking testimony in alternating order from the applicant, then proponents, opponents, and 
those that are neutral respectively. Copies of the written comments received prior to the hearing this 
evening have been distributed to the City Council.  

[City Recorder Calls up each speaker individually beginning with the applicant, then first proponent received, then the 
first opponent received, and then the first neutral party received, and shall continue in such 
alternating pattern until all speakers have had an opportunity to speak. ] 

[Staff Rebuttal] 

City Recorder: Does the staff wish to respond to any of the testimony received? 

Staff: Offers response [if chooses] 

City Recorder: [if staff responds] – Councilors, do you have any questions of the staff?  

-

-
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[Applicant Rebuttal] 

City Recorder: Does the applicant wish to respond to any of the testimony received? 

Applicant: Responds [if chooses] 

City Recorder: [if applicant responds] – Councilors, do you have any questions of the applicant? 

__________________________________________________________________________________________________ 

[DECISION TO CLOSE OR LEAVE OPEN PUBLIC HEARING AND RECORD] 

City Recorder: Now is the opportunity to discuss closing the public hearing and the record.  The City Council may elect 
to close the public hearing this evening.  If the Council has additional questions that it wishes to hear 
additional evidence on, the Council may elect to either continue the hearing to a future meeting, or may 
close the hearing but keep the record open for a set period of time within which the public may submit 
written evidence and argument. 

Mayor: Does the City Council or staff see any reason to continue the public hearing or hold record open to allow 
for additional testimony? 

Council/Staff: Discussion 

Mayor: [Announces the decision on the public hearing] 

 [Likely] – I now close the public hearing for Resolution No. 21, Series 2020 at _____ o’clock. 

 

[If Public Hearing is left open or hearing is continued] 

Mayor: The City Council will continue discussions on Resolution No. 21, Series 2020 at the September 21st City 
Council meeting.  – [DONE WITH AGENDA ITEM - MOVE ON TO NEXT ITEM ON AGENDA] 

 

 [If Public Hearing is Closed – Council Deliberations / Decision] 

City Recorder: Pursuant to ORS 197.763(6)(e), the applicant has the right to submit final written argument that will be 
included in the record.  This submission must be made within seven days and may not contain new 
evidence; the submission must only contain written argument.  If the submission contains any new 
evidence, the Council will reject the new evidence and only consider the written argument.  The 
applicant also has the right to waive the submission of final written argument. 

 If the applicant does not waive the submission of final written argument, the Council will not be able to 
make a final determination on the application tonight.  Does the applicant wish to waive the submission 
of final written argument?   

 

-

-
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 [No, the applicant wishes to submit final written argument within seven days.]  As a result of the 
applicant’s choice, the deliberations on this matter will be continued until the next meeting on 
September 21, 2020. 

 [Yes, the applicant waives final written argument.]  The applicant waives its right to submit final written 
argument, so the Council may discuss and deliberate on this matter. 

Mayor: Now is the opportunity for the City Council to discuss and deliberate on the testimony and evidence 
concerning this item. Would any Councilor like to discuss the item? [If no one offers, then go down the 
line and allow each Councilor the opportunity to speak] 
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Script for Commercial, Industrial & Mixed Use Code Updates 

Mayor:  We will now begin the agenda item concerning Ordinance No. 9, Series 2020. 

 I will now turn it over to our City Recorder Kelli Weese to review the items required for a land use public 
hearing and officiate the public hearing procedures.  

City Recorder: Thank you Mayor Henry. This evening we will be holding a public hearing concerning Ordinance 9, Series 
2020. 

 These proceedings will be recorded. 

 This hearing will be held in accordance with the land use procedures required by the City and the State 
of Oregon. This is a legislative land use action involving proposed changes to the City’s zoning 
regulations under Title 10 of the Florence City Code.  

 As part of the hearing tonight, Staff will identify the applicable substantive criteria from the City’s Zoning 
Regulations, Florence Comprehensive Plan, and State Law. These criteria have also been listed in the 
staff report.  These are the criteria the City Council must use in making its decision.  

 The hearing will proceed with the staff report. After that, the public hearing will proceed with the first 
proponent speaker’s card received, then the first opponent received, and then the first neutral party 
received, and shall continue in such alternating pattern until all speakers have had an opportunity to 
speak. The Council may ask questions after each speaker. 

Any written testimony provided to the City of Florence Planning Department concerning the public 
hearing item were required to be received by the City at least 2 hours prior to the start of the meeting in 
order to be distributed to the City Council. Written testimony was also posted to the City of Florence 
website and made part of the meeting record. 

In order to provide verbal testimony, citizens must have completed a speaker’s card available on the City 
of Florence website at www.ci.florence.or.us at least 1 hour prior to the start of the meeting. We ask for 
your address on the speaker’s card so that we may provide you notice of the City’s eventual decision in 
this matter.  

[if no speaker’s cards received, skip highlighted section and state “The City of Florence has not received any speaker’s 
cards for tonight’s Public Hearing concerning Ordinance No. 9, Series 2020” 

For those that are providing verbal testimony, when I call your name you will be unmuted and it will be 
your opportunity to speak. You will likely also need to unmute yourself using the microphone button 
which is usually located on the left-hand side of the GotoWebinar control panel.  

Time limits will be set for parties looking to testify to those delineated in the City Council Rules of 
Procedure, Chapter 6 – Land Use Hearings, which is 5 minutes per speaker.   

 Once your time limit has been completed, I will notify you that this is the case and you will be muted 
again.  1111 

http://www.ci.florence.or.us/
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 In order to minimize repetitive testimony, organizations are encouraged to have only one person speak 
for the group.  Each person may testify only once, unless at the request of the Council to respond to a 
question. 

Thank you for your cooperation.    

__________________________________________________________________________________________________ 

City Recorder: With those instructions about the public hearing out of the way, I would ask if any Councilor wishes to 
disclose any conflicts of interest? 

Councilors: Makes Declarations (if any) 

[If Declarations are Made] 

City Recorder: Councilor ______, do you believe that you can make a decision on this issue in an impartial manner? 

Councilors: (Councilor replies, if yes continue; If no, Councilor may recuse him/herself) 

City Recorder: Any person, during his or her testimony, has the right to rebut the substance of the ex-parte 
communications just disclosed.  

 (If none, move on; If some, Councilor has the opportunity to rebut statement and makes a decision whether or 
not to continue or to recuse him/herself) 

 [actual conflict of interest – Councilor must announce the conflict and step down] 

[potential conflict of interest - Councilor must announce the conflict & state whether (s)he is able to be impartial.  If so, Councilor 
may participate; if not, decision-maker must step down]  

[ex parte contacts - Councilor must announce the substance and context of the communication, then may participate.] 

 

[Return to Script] 

City Recorder: I now open the public hearing for Ordinance No. 9, Series 2020, it is _______ o’clock.   

_________________________________________________________________________________________________ 

[Staff Report] 

City Recorder: May we please have the staff report 

Planning Staff:  Presents Staff report  
[Staff introduces the topic, staff report, and presents background information, and states list of criteria for 
approval] 

City Recorder: Does any Councilor have questions of the staff?  
[Council Questions of Staff – No Deliberations] 

 

__________________________________________________________________________________________________ 

-
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[PUBLIC HEARING PROCEDURE] 

[if no speaker’s cards are received] 

City Recorder: No speaker’s cards were received, so now we have the opportunity to consider closing the public 
hearing. Does the City Council or staff see any reason to continue the public hearing or hold record open 
to allow for additional arguments? 

Hearing none, I now close the public hearing it is ______ o’clock.   

 

[PUBLIC HEARING PROCEDURE – SPEAKERS CARDS RECEIVED] 

City Recorder: We will be taking testimony in alternating order from the first proponent received, then the first 
opponent received, and then the first neutral party received, and shall continue in such alternating 
pattern until all speakers have had an opportunity to speak. Copies of the written comments received 
prior to the hearing this evening have been distributed to the City Council.  

[City Recorder Calls up each speaker individually beginning with the applicant, then first proponent received, then the 
first opponent received, and then the first neutral party received, and shall continue in such 
alternating pattern until all speakers have had an opportunity to speak. ] 

[Staff Rebuttal] 

City Recorder: Does the staff wish to respond to any of the testimony received? 

Staff: Offers response [if chooses] 

City Recorder: [if staff responds] – Councilors, do you have any questions of the staff?  

________________________________________________________________________________________________ 

[DECISION TO CLOSE OR LEAVE OPEN PUBLIC HEARING SUBJECT MATTER] 

City Recorder: Now is the opportunity to discuss closing the public hearing. Does the City Council or staff see any 
reason to continue the public hearing or hold record open to allow for additional arguments? 

Hearing none, I now close the public hearing it is ______ o’clock.   

 

[If Public Hearing is left open or hearing is continued] 

Mayor: The City Council will continue discussions on Ordinance No. 9, Series 2020 at the September 21, 2020 
City Council meeting.  – [DONE WITH AGENDA ITEM - MOVE ON TO NEXT ITEM ON AGENDA] 

 

 

 

-
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[If Public Hearing is Closed –  

 [City Council Deliberations / Decision] 

City Recorder: Mayor Henry, will you please facilitate the deliberation on this agenda item, making sure to allow each 
Councilor an opportunity to speak.  

(Council Deliberates) 

City Recorder: Hearing no further deliberations, Mayor Henry, will you please facilitate the City Council’s decision on 
each of the ordinances.  

(MOVE TO ORDINANCE PROCEDURES) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Clawson’s Wheelhouse 
Restaurant Mural
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Introduction
• June 4, 2020 – Application deemed 

complete by Community Development 
department after 30 day review

• July 27, 2020 – Notice was posted on the 
property and mailed to surrounding 
properties

• August 1, 2020 – Public Hearing Notice was 
published in Siuslaw News

8/17/2020 2Clawson's Wheelhouse Restaurant Mural• • 



Criteria
Florence City Code

Title 10 Chapters:
1:  Zoning Administration, Section 1-6-3
6:  Design Review, Section 6-6
26:  Mural Regulations, Sections 1 - 7, and 9 - 12 
and 14

Florence Realization 2020 Comprehensive Plan
Chapter 1:  Citizen Involvement: Policies 4 thru 6

8/17/2020Clawson's Wheelhouse Restaurant Mural 3• • 



Applicable Criteria
• No internal illumination – None Proposed

• Flat planes of walls only – Existing wall 
proposed- T1-11 Board & Batten

• Durable and withstand coastal climate –
Latex paint proposed

• Coating resistive to vandalism and graffiti –
Coating proposed – Aqua Shield

8/17/2020Clawson's Wheelhouse Restaurant Mural 4• • 



Applicable Criteria
• Muralist under contract – Condition 3

• Mural is original work of art – Condition 4

8/17/2020Clawson's Wheelhouse Restaurant Mural 5• • 



Applicable Criteria
• Compatible Aesthetic Appearance with 

adjacent buildings and surrounding 
community character
oArchitectural & Design of surrounding 

building features
oMay reflect historic, cultural or natural 

heritage
o Respects original character of building 

and surrounding buildings

8/17/2020Clawson's Wheelhouse Restaurant Mural 6• • 



Applicable Criteria
• Enhance building appearance overall 

attractiveness of the City. Engagement, 
humor, wonder or delight
oNot adversely dominate building or 

surrounding area.
oNot create traffic or safety hazards
o Harmonious with scale, color, details, 

materials & proportion of building

8/17/2020Clawson's Wheelhouse Restaurant Mural 7• • 



Aerial of Site
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Proposed Mural
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Distance from Site & CLE 
PUD Mural
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Referrals

• Referral Comments:

oAugust 27: Request for Referral Comments
sent to ODOT, Florence Chamber of
Commerce, Urban Renewal District, City of
Florence Police Department
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Staff Recommendation

Staff finds that the proposed
application meets the requirements of
City Code with the conditions as
follows, and recommends approval of
the application.

8/17/2020Clawson's Wheelhouse Restaurant Mural 12• • 



Conditions of Approval

1. No modifications of approved design- if 
mural is modified, CD Director or Planning 
Commission approval will be required

2. “Agreement of Acceptance” submittal to 
Community Development  Department.

3. Supply Name of Muralist & Contract to 
Community Development Department.

8/17/2020Clawson's Wheelhouse Restaurant Mural 13• • 



Conditions of Approval
4. Provide Statement that artwork is original

5. Contact with Community Dev. when mural 
is complete and ready to inspect

6. Approval expires within 12 months if not 
inspected- if expires, needs new Permit

8/17/2020Clawson's Wheelhouse Restaurant Mural 14• • 



Informationals

1. The applicant is to make sure to
comply with ODOT regulations.

2. A one-time extension of 12 months
may be requested.

3. Thirty (30) days before removal of
the mural owner must submit
notice to the Community
Development Department.

8/17/2020Clawson's Wheelhouse Restaurant Mural 15• • 



Alternatives
1. Approve the application with the conditions of 

approval as proposed
2. Modify the findings, reasons, or conditions and 

approve the proposal
3. Deny the application and change the findings 

and resolution citing reasons for denial
4. Continue the Public Hearing to a date certain 

if more information or time is needed to 
ascertain your decision and its basis.

8/17/2020Clawson's Wheelhouse Restaurant Mural 16• • 



Questions?
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To: The City of Florence  

The mural proposal for the south side of Clawson’s wheelhouse will be a great benefit to our 
city by portraying what Florence and the Oregon Coast is about and also depicts the motif of 
the restaurant, With the mural being funded with private funds this is a no brainer. As a 
Business owner in Florence I vote yes and hope you approve the Mural. 

I would like to add that it should have a graffiti proof coating also. 

Thank you,  

Daniel Lofy 

 

daniel@lofyconstruction.net  

2530 Kingwood #D 

Florence, OR 97439 

 

O= &:::I 
LOFY CONSTRUCTION LLC 

FLORENCE, OREGON 

mailto:daniel@lofyconstruction.net
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From: Fran Rogers <kirkfarm45@gmail.com>  
Sent: Friday, August 14, 2020 12:18 PM 
To: Kelli Weese <kelli.weese@ci.florence.or.us> 
Subject: New Mural 
 
Hello Kelli 
Re: the proposed new mural...if the City Council poled the citizens of Florence they would discover that 
a preponderance of those asked would say this new design is what should have been done for the first 
mural that very few people like. Again the first mural is really generic to Oregon and does not represent 
our beautiful coastal ocean oriented living. 
Please give this email to the City Council. 
Frances Rogers 
39 Spyglass Lane 
Florence 
5305475528 
 
kirkfarm45@gmail.com 
 

mailto:kirkfarm45@gmail.com
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From: Donald Drozdenko <waddell73w@gmail.com>  
Sent: Friday, August 14, 2020 5:42 PM 
To: Joe Henry <joe.henry@ci.florence.or.us>; Joshua Greene <joshua.greene@ci.florence.or.us>; Ron 
Preisler <ron.preisler@ci.florence.or.us>; Geraldine Prociw <geraldine.lucio@ci.florence.or.us>; Woody 
Woodbury <Woody.Woodbury@ci.florence.or.us> 
Cc: Kelli Weese <kelli.weese@ci.florence.or.us> 
Subject: Urge approval of Mural design for Clawson's Wheelhouse Restaurant 
 

Hello Mayor Henry and Florence City Council Members, 
 
I am writing to urge you to vote for approval of the beautiful 
mural design proposed for Clawson's Wheelhouse Restaurant. 
This design is certainly more reflective of Florence as our 
seacoast town. I am looking forward to seeing it completed. 
 
I probably won't be able to attend the City Council meeting on 
Monday night, but I wanted to give you my input for an 
approval vote in any case. 
 
Sincerely, 
 
 
Don Drozdenko 
Florence, Oregon 
 

mailto:waddell73w@gmail.com
mailto:waddell73w@gmail.com
mailto:joe.henry@ci.florence.or.us
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August 17th, 2020 
 
 
Dear City of Florence Council, 
 
I am speaking on behalf of my own personal viewpoint for this letter.  
 

Oh!!! 
I am so excited 

to see the land use review for the Michael F. Woods Mural on the side of Clawson’s Wheelhouse 
Restaurant in the August 17th City Council Agenda.    
 
I hope this land use review, and I hope approval, brings to light the need for the City to support 
and make a Public/Private Program that helps boost conversations about the Arts and Economic 
Vitality.  COVID-19 has brough to many people around the world that having safe outdoor 
spaces are essential part of our life which develops livability and resiliency.  
 
This mural specifically is an example of developing: 

• A more aesthetically enhanced atmosphere to our community  
o Compliments ReVision & its Goals 
o Compliments the City’s Goals & various degrees of touch points: 

§ City Service  
• Highlighting difficult mural code, processes of the mural 

application process & awareness of public safety 
o Safety can be increased, and “bad/poor” behaviors can be 

deterred by creating space 
§ Livability & Quality of Life 
§ Economic Development 
§ Communication & Trust  
§ Financial Sustainability 

• Might be more for the City directly, but it supports the community 
which pays taxes for services; more people participating creates 
better infrastructure for current and future needs 

• Drawing attention to how our environment (man-made or not); 
o Show devotion to a quality environment (nature and space) for our community 
o Builds economic vitality 



§ Boost visibility for the Clawson’s while serving as an example for 
building owners not only in the ReVision area but beyond on what is 
creatively possible  

§ Slowing people (tourist or locals) down to see what this amazing area has 
to offer 

• Creating space and a place for dialog 
o Leading by example; I hope this project encourages more community members, 

building owners, business owners, developers, kids, etc…. to be more involved 
with their community and the creative things we can do 

o How to navigate the difficult mural process and to make changes for 
accessibility, encouragement of other projects and partnerships 

• Compliments work already being done by the City 
o The City’s overall Goals and Workplan will be enhanced 
o The City’s Public Arts Program will be enhanced 
o FURA’s Mission will be enhanced 
o By highlighting content in the mural such as our environment, the mural reflects 

the City own natural beauty and encourages us to keep, restore and encourage 
positive environmental behaviors which the City (itself & EMAC), Community 
Members, Lane County, State, Nation, and world are working on 

 
 
Thank you, as always, for allowing me to express my agency.  I hope the review of this land use 
request is positive and approved. 
 
Sincerely, 
 
 
 
Jo 
 
Jo Beaudreau 
Active Community Member & Business Owner 
 

 
 
 



/

Published on City of Florence Oregon (https://www.ci.florence.or.us)

Home > Request to Address City Council (Speaker's Card) > Webform results > Request to Address City Council (Speaker's Card)

Submission information

Form: Request to Address City Council (Speaker's Card) [1]

Submitted by Visitor (not verified)
Mon, 08/17/2020 - 4:33pm
35.132.165.200

Name
Amy Clawson

City Council Meeting Date
Mon, 08/17/2020

Agenda Item Number
0

Do you wish to speak as a Proponent? Opponent? or Neutral?
Proponent

Brief Overview of What You Wish to Discuss
I am the owner of Clawson's Restaurant and I wish to speak in favor of the mural being proposed for my north
wall

Do you Represent an Organization?
No

Name of Organization
Ms.

Residence Address
88645 collard lake road

Email
sl.harvey@yahoo.com

Phone Number
541 999 7875

Source URL: https://www.ci.florence.or.us/node/17771/submission/14451

Links
[1] https://www.ci.florence.or.us/council/request-address-city-council-speakers-card

https://www.ci.florence.or.us/
https://www.ci.florence.or.us/
https://www.ci.florence.or.us/council/request-address-city-council-speakers-card
https://www.ci.florence.or.us/node/17771/webform-results
https://www.ci.florence.or.us/council/request-address-city-council-speakers-card
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Commercial / Mixed Use 
Districts--Code Update

City Council Public Hearing –August 17, 2020
8/17/20 Commercial/Mixed Use Code Update 1
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Proposal
Legislative Amendments to FCC Title 10 

• Commercial: Chapters 15, 16 & 30
• Mixed Use: Chapter 25

• Increasing allowable Building Heights
• Bridging gaps in allowed residential uses

8/17/20 Commercial/Mixed Use Code Update 2



Timeline & Noticing
1. April 1, 2019 — Initiated via 2019-2021 Work Plan.

2. June 23rd — DLCD 35-day notice sent

3. July 17th — Siuslaw News publication (10-day)

4. July 28th — 1st Hearing Planning Commission

5. August 1st — Siuslaw News publication (14-day)

6. August 17th — Final Hearing City Council

8/17/20 Commercial/Mixed Use Code Update 3



Criteria
Florence City Code, Title 10, Chapter 1:

• Section 10-1-3 Amendments and Changes, Section 
C Legislative Changes

• Section 10-1-1-6-4 Type IV Procedure (Legislative)

8/17/20 Commercial/Mixed Use Code Update 4



Criteria
Florence Realization 2020 Comprehensive Plan

• Plan Adoption, Amendments, Review and 
Implementation

• Chapter 1 Citizen Involvement
• Chapter 2 Land Use
• Chapter 10 Housing Opportunities
• Chapter 12 Transportation

8/17/20 Commercial/Mixed Use Code Update 5



Criteria
Oregon Land Use Planning Goals
• Goal 10 Housing Chapter 1 Citizen Involvement

Oregon Revised Statutes (ORS)
• ORS 197.303
• ORS 197.307
• ORS 197.610(1) – (4)
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Criteria
Oregon Administrative Rules (OAR)

• OAR 660-008-0015
• OAR 660-012-0060
• OAR 660-018-0020
• OAR 660-015-000
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Situation—Ordinance 7, 2019
FCC: Title 10 Chapter 2
1. Building Height

• Changed from 
average grade to 
peak.

2. Housing Definition
– Changed Multi-Family  

dwelling from 3 or 
more units to 5 or more 
or more units

8/17/20 Commercial/Mixed Use Code Update 8
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Summary of Changes—Exhibit A

1. Increase Building Height –
– 35 ft.  Ch.15, 16, & 25
– 40 ft. Ch. 30

2. Add Triplexes & Fourplexes – Ch. 16
3. Add Duplexes/Duets - Ch. 15 & 16
4. Add Design References – Ch. 15, 16
5. Revise residential district references – Ch. 30
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Public Testimony

Fair Housing Council of Oregon & Housing Land 
Advocates state:

• Findings, Exhibit B, do not support Oregon Land Use 
Goal 10 - Housing.

• “Demonstrate that the changes do not leave the City 
with less than adequate residential land supplies in 
the types, locations, and affordability ranges 
affected”
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Public Testimony

Staff Response:
• Proposal creates more housing opportunities
• Cited Court cases are not applicable to this 

scenario
• Findings for Goal 10 adjusted to include: 

– Housing demand from Housing Needs Analysis
– Statement that changes do not leave City with fewer 

opportunities for housing units.

8/17/20 Commercial/Mixed Use Code Update 11



Alternatives
1. Approve as presented;
2. Modify the findings and/or code and 

approve, or
3. Close the hearing and keep the written 

record open and reconvene on a date 
certain if more information is needed.

4. Deny the proposal

8/17/20 Commercial/Mixed Use Code Update 12



Recommendation

• Option 1:
– PC recommends approval
– Staff recommends approval as 

modified with Exhibit B with
strengthen Goal 10 compliance
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Questions / Comments
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Published on City of Florence Oregon (https://www.ci.florence.or.us)

Home > Request to Address City Council (Speaker's Card) > Webform results > Request to Address City Council (Speaker's Card)

Submission information

Form: Request to Address City Council (Speaker's Card) [1]

Submitted by Visitor (not verified)
Mon, 08/17/2020 - 4:51pm
199.193.237.16

Name
Brenda Gilmer

City Council Meeting Date
Mon, 08/17/2020

Agenda Item Number
3

Do you wish to speak as a Proponent? Opponent? or Neutral?
Opponent

Brief Overview of What You Wish to Discuss
Housing and health are inextricably intertwined. Racism exists in Florence. We are facing an eviction surge.
What are and how are we planning for that? Discrimination based on sex and just about any permutation
exists in Florence and it is illegal. How does not making an emergency worse, address your land use duties.

Do you Represent an Organization?
No

Name of Organization
I am a member of the Lane County Equity and Access Advisory Board and have actively participated in
organizing, and promoting

Residence Address
3640 Ocean View Dr, 97439-9256

Email
brendajgilmer@gmail.com

Phone Number
541-590-5060

Source URL: https://www.ci.florence.or.us/node/17771/submission/14471

Links
[1] https://www.ci.florence.or.us/council/request-address-city-council-speakers-card

https://www.ci.florence.or.us/
https://www.ci.florence.or.us/
https://www.ci.florence.or.us/council/request-address-city-council-speakers-card
https://www.ci.florence.or.us/node/17771/webform-results
https://www.ci.florence.or.us/council/request-address-city-council-speakers-card
Kelli.Weese
Text Box
Presented at 8.17.20 CC Mtg - Agenda Item #3



From: Brenda Gilmer
To: Kelli Weese
Subject: August 17, 2020 City Council Meeting, Agenda item 3, written testimony and evidence
Date: Monday, August 17, 2020 3:29:53 PM
Attachments: FINAL-HEALTH-EQUITY-REPORT-2017.pdf

PSU-BHI-Eval_Final-Report-2017-19.pdf
20-03-09 What It Medically Means to Be Trans.docx

HI Kelli, As I said in my earlier email, I wish offer oral testimony and evidence as an
opponent for the Public Hearing. I ask that you make this email and the attached
documents available for the city council members, although I hope each is already
thoroughly already informed about the information the reports provide, before their
decision to change our community's land use law without addressing affordability and
homelessness as we are in a pandemic and the spectre of a flood of evictions is on
Florence's horizon. 

mailto:brendajgilmer@gmail.com
mailto:Kelli.Weese@ci.florence.or.us
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Executive Summary 
 


 


This report is the first effort in Lane County to document health disparities among racial and 
ethnic populations and to highlight the disproportionate burden of disease among communities of 
color. It also describes the connection between health and social and economic opportunities. It is 
written to foster dialogue and guide future public health policy and practice. 


Health is a state of complete physical, social, and mental well-being. It is not simply the lack of 
disease, illness or injury. The greatest predictors of the health of a community are social and 
economic factors, and where we live work and play. When some populations are marginalized, or 
consistently blocked from social and economic opportunities, rights, resources or privileges, health 
inequities are the result. Health disparities are the outcomes of these health inequities. They are 
differences in health that are the result of a system that advantages some and disadvantages others.  
 


The primary findings of the report are as follows: 
 


• Health inequity and health disparities exist in Lane County, and oftentimes the differences are 
greater than national and state levels. 


• The population of Lane County will continue to diversify. Should health disparities among racial 
and ethnic populations persist, the burden of health disparities will become even greater. 


• Compared to people who are White, all other racial and ethnic groups experience greater rates of 
poverty. With fewer economic resources marginalized populations have fewer opportunities to 
access healthcare and other supports to maintain their well-being. 


• While most people who are Hispanic/Latino graduate from high school, people who are 
Hispanic/Latino have significantly lower high school graduation rates compared to all other racial 
and ethnic groups. 


• Tobacco use has profound effects on rates of disability and death among the African-American and 
American Indian/Native Alaskan populations. These populations die younger and more often 
from tobacco related deaths compared to people who are White. 


• People who are American Indian/Native Alaskan or Hispanic/Latino are 50% more likely to be 
teenage mothers compared to people who are White. Teenage pregnancy may affect the health of 
the child. In addition, it may impact the health and economic opportunity of the mother and her 
family. 


• People who are African American have two to six times the rates of gonorrhea, chlamydia and 
chronic hepatitis C compared to the general population.  


The health disparities reported here are the consequences of multi-generational social, economic 
and environmental inequities. The results persist today. These inequities have a greater influence on 
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health outcomes than either individual choices or one's ability to access health care. A universal 
commitment to improve health for all is not enough to change the health inequities. Only committed 
social justice actions, and changes in policies, practices and organizational systems can improve 
opportunities for all Lane County residents. The structure of our community fosters health inequity, 
but what our community does it can also undo by responding to promote equity for those who are 
marginalized.  
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Introduction 
 


Why Focus on Racial & Ethnic Populations? 
 
 The term “inequity” has a moral and ethical dimension. It refers to differences which are unnecessary 
and avoidable, but in addition are considered unfair and unjust – Margaret Whitehead  
 


Health disparities are differences in health outcomes and exposure to health-related risk 
factors which oftentimes disproportionately affect some racial and ethnic populations. These 
disparities are the results of the underlying structural inequities that disadvantage some groups 
while advantage other groups in the United States. Looking at public health through an equity 
framework provides a platform from which to interpret and address inequities as the consequence of 
the historical and systematic oppression of some racial and ethnic populations in the U.S. The U.S. 
Office of Disease Prevention & Health Promotion’s Healthy People 2020 initiative defines health 
equity and the means to it as the “attainment of the highest level of health for all people. Achieving 
health equity requires valuing everyone equally with focused and ongoing societal efforts to address 
avoidable inequalities, historical and contemporary injustices, and the elimination of health and 
health care disparities.”1 To achieve health equity in Lane County, it is critical to also understand the 
disparities, which are the symptoms of health inequities. This information can be used to develop 
targeted and culturally appropriate recommendations to improve the public health of marginalized 
communities. 
 This report will demonstrate that health disparities exist in Lane County, sometimes in even 
greater proportion than national and state levels. Among people of color, health disparities often 
persist even after taking into account other socio-economic factors such as income, employment and 
level of education. This intersection of marginalization by race and class compounds the magnitude 
of health inequity for people of color.  In Lane County people who are African American, 
Hispanic/Latino, Asian American, American Indian/Native Alaskan, Native Hawaiian/Pacific 
Islander, of multiple races or of another race/ethnicity all experience greater risk factors for poor 
health and poorer health outcomes compared to people who are White. This report represents the 
first effort in Lane County to characterize the distribution of health disparities locally and is done to 
inform and guide community-wide prevention and intervention efforts.  
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Social Determinants of Health 
 
 The social determinants of health are the cultural, economic, physical, social and behavioral 
environments we live in that influence our health options, decisions, and exposures. The Robert 
Wood Johnson Foundation estimates that these factors are associated with 80% of our health 
outcomes.2 In contrast, clinical care contributes to only 20% of health outcomes. For people of color, 
the social determinants of health include the “upstream” factors that privilege one group over 
another well before they become sick or seek clinical care for an illness. As this report demonstrates, 
in Lane County, people of color are differentially exposed to the social determinants of health in ways 
that negatively impact the health of communities. Overt and structural racism disadvantages people 
of color in the United States, Oregon and Lane County in ways that are not only disparate but 
inequitable.  


The structure of our community fosters health inequity, but what our community does it can 
also undo by responding to promote equity for  
those marginalized. If we are to reduce the burden  
of health inequity experienced by people of color,  
additional efforts must be made in our community  
to “right” the unjust distribution of resources that 
support it. This is not the same as advocating for  
equality. Equality means treating everyone the  
same. Any equitable solution to resolving health  
disparities must take into account the history of  
overt and structural racial and ethnic 
 discrimination in the U.S. and incorporate the  
specific needs of marginalized communities in health and assistance programming.  


Despite civil rights laws prohibiting overt discrimination in the US, racism, classism and other 
forms of discrimination continue to exist, embedded in the structure of our society.3 The inequitable 
distribution of economic and social resources such as housing, health insurance, educational and 
occupational opportunities disproportionately affects people of color and negatively impacts their 
communities. Environmental and occupational health inequities mean that communities of color may 
live nearer to toxic health hazards or come into contact with them more often in the course of their 
work. The psychosocial trauma of interpersonal racism can have both acute and cumulative effects on 
a person’s mental and physical health throughout their lifetime. Additionally, the long reach of 
cultural trauma stemming from the history of genocide, slavery, medical experimentation and 
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internment in the United States continues to profoundly impact the social institutions of American 
Indians/Native Alaskan, African American and Asian American communities. Finally, the political 
exclusion of people disenfranchised in the U.S. through incarceration and/or barriers to citizenship, 
interferes with the ability of these communities to vote and meaningfully advocate for their needs. 


The health of marginalized communities cannot be improved through clinical care alone. The 
most effective way to address community health in Lane County is to prevent adverse health 
outcomes or exposures before they occur. According to the World Health Organization, the 
resolution of health inequities is to be found in social justice actions. “Social justice is a matter of life 
and death. It affects the way people live, their consequent chance of illness, and their risk of 
premature death.”4 The following report will focus primarily on the “upstream” determinants of 
health because 1) they have the greatest preventative impact on the health and well-being of Lane 
County residents 2) to emphasize the need for community involvement at multiple levels to improve 
the public’s health and 3) to foster dialogue in these communities and within Lane County as a whole 
to improve public health outcomes for vulnerable populations. 
   


Measures of Race & Ethnicity 
 
 The following sections demonstrate the distribution of health disparities in Lane County 
among racial and ethnic populations. Race is a social construct used to describe the physical 
characteristics of a person and categorize populations based on shared characteristics. Despite 
apparent differences between these categories, meaningful genetic differences do not exist between 
races.5 A related but different term, “ethnicity,” refers to the cultural identity of a person and can 
include aspects of their language, nationality, ancestry and customs. Like race, ethnicity is a social 
construct and relies on the recognition of these shared characteristics. Therefore, the reader is 
strongly encouraged to interpret the disparities reviewed in this report not as the consequences of 
biological fate or choice, but rather as the limitations imposed on marginalized populations by the 
maldistribution of the social determinants of health. 


Much of the following report focuses on the disparities between people who are White and 
non-White and people who are Hispanic/Latino and people who are not. People who are non-White 
are analyzed using the following racial and ethnic categorizations: Hispanic/Latino, African 
American, Asian American, American Indian/Native Alaskan, Native Hawaiian/Pacific Islander, 
people of multiple races and those of another race not included in the previous categories. Depending 
on the data source, it is possible to separate racial and ethnic categories.  Where this is possible it is 
indicated with NH (Non-Hispanic). 


For some indicators it is not possible to report reliable estimates for all racial/ethnic categories 
due to data limitations. As a result, some findings are omitted or indicated with instructions for the 
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reader to interpret them cautiously.  Please refer to the appendix for more information on data 
sources and methodology.  


Racial & Ethnic Populations in Lane County 
 


 
 The population of Lane County is predominantly White (83%), however the distribution of 
racial and ethnic groups varies substantially throughout the county (Table 1). Of the approximately 
363,000 people living in Lane County, 63,000 are people of color, or roughly one in six. People who 
are Hispanic/Latino are the second largest racial/ethnic group after people who are White and make 
up approximately half of the non-White population. Of the remaining people who are non-White and 
who are not Hispanic/Latino, approximately one-third report multiple races, one-third are Asian 
American and one third are American Indian/Native Alaskan, African American or Native Hawaiian/ 
Pacific Islander. 
 


Lane County & Oregon State by Race/Ethnicity, 2015 
Race/Ethnicity Lane County 


N (%) 
Oregon 
N (%) 


White NH 300,082 (83) 3,086,301 (77)  
Hispanic/Latino 30,759 (8) 511,901 (13) 
Multiple races NH 13,332 (4) 124,151 (3) 
Asian American NH 10,577 (3) 172,298 (4) 
American Indian/Alaska Native NH 3,770 (1) 45,141 (1) 
African American NH 3,507 (1) 73,459 (2) 
Native Hawaiian/Pacific Islander NH 868 (< 1) 15,726 (< 1) 
Total 362,895 (100) 4,028,977 (100) 
Table 1. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
 


Geography 
 
Roughly half of the total population of Lane County lives in the Eugene/Springfield area. 


Nearly two thirds of people of color in Lane County live in this area as well (44,254 people) (Figure 
1). This population concentration makes Eugene and Springfield the most diverse communities in the 
region (Figure 2). In both Eugene and Springfield, about 1 out of five people are non-White, which is 
substantially greater than the county average. Despite this greater concentration of people of color in 
the area, Cottage Grove has the second greatest proportional Hispanic/Latino population of any 
community in Lane County with 10% of the local population reporting Hispanic ethnicity. 
Springfield has the largest population reporting Hispanic ethnicity (13%). In contrast to communities 
in central Lane County, the communities of Oakridge and Westfir in eastern Lane County and 
Florence and Dunes City in western Lane County are the least diverse (Figure 2). 
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Figure 1. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 


 
 


 
Figure 2. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
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Image 1. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 


 


Population Growth 
 


From the 2000 to 2016 the population of Lane County has grown at an average annual rate of 
0.8%. While the majority of Lane County residents are White, other racial and ethnic populations are 
growing at rates that are ten to twenty times as great as Whites. As a result, while the total county 
population growth is quite modest, the composition of the population is diversifying and is 
forecasted to continue diversifying as people of color continue to make up a greater proportion of the 
overall population.6 From 2006 to 2015 the population of people who are White grew only 2%. People 
who are Hispanic/Latino saw the greatest population growth during this same time period with 42% 
growth (Figure 3). Populations of people who are African American, Asian American or multiracial 
grew by roughly 26% each in this same time period. The population of people who are Native 
Hawaiian/Pacific Islander grew 16% and the population of people who are American Indian grew by 
12%.   
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Figure 3. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
 


Age Distribution 
 
 On average, residents of Lane County are generally older, with a median age of 39 years 
(Figure 4). There are also a substantial number of youth ages 20 – 24 yrs in the region. This is likely 
due to the post-secondary educational opportunities available in the area. Younger age groups in 
Lane County are considerably more diverse than older groups (Figure 5). Among people 55 – 64 
years of age, less than one in ten is a person of color. Among people 18 years and younger more than 
one in four is a person of color. This pattern of growing diversity within younger populations is even 
more dramatic in sub-populations of people of color. People who are Hispanic/Latino and people of 
more than one race each account for roughly one in fifty of those 55 – 64, however among people 18 
years or younger, nearly one in ten are Hispanic/Latino or of more than one race.  
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Figure 4. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 


 


 
Figure 5. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
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Language 
 


In the homes of Lane County residents, most families speak English (92%), however over 
30,000 people (nearly one in ten) speak a language other than English. Of those who speak a language 
other than English, nearly 17,000 speak Spanish, over 6,000 speak an Asian or Pacific Island language 
and 5,000 speak another Indo-European Language (Figure 6). For a comprehensive list of all 
languages spoken in Lane County, please refer to the Appendix. In addition to analyzing the 
distribution of languages in the county, it is critical to understand the proportions among these 
language communities who speak English proficiently as well. In Oregon, the ability to effectively 
speak English is often necessary to access services and supports for healthy living. In Lane County, of 
those that speak a language other than English, more than one in three does not speak English 
proficiently. Those who do not speak English proficiently must navigate a healthcare system that 
may not understand their healthcare needs and with which they may be unable to communicate 
effectively. Culturally and linguistically appropriate healthcare is strongly associated with increased 
patient satisfaction, increased comprehension of personal health and improved quality of care.7  


 


 
Figure 6. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
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Socio-Economic Factors 
 


 
Poor socio-economic status is a significant risk factor for numerous adverse health outcomes. 


Poor health can limit a person’s socio-economic opportunity and those who are of lower socio-
economic status may have severely limited access to healthcare and the resources required to support 
good health. For marginalized racial and ethnic populations this can be particularly true. For 
example, the intersection of social vulnerability & poor health can decrease a person’s ability to work 
which in turn can further limit their access to healthcare, healthy foods, affordable housing, and 
educational opportunities which will further negatively impact their health. Without intervention, 
this interplay between socio-economic status and health may be inescapable for some. 
 


Median Household Income 
 


Median household income is a strong indicator of socio-economic status. In the U.S., the 
median household income is 55,775 dollars per year; in Oregon it is 54,148 dollars per year. In Lane 
County it is 44,103 dollars per year. In addition to this county wide income disparity, most people of 
color live in households with lower median income than people who are White. Compared to White 
households, African-American households make about 16,000 dollars less per year, Asian-American 
households make 12,000 dollars less per year and Hispanic/Latino and American Indian/Native 
Alaskan households make 7,000 less per year (Figure 7). 


 


 
Figure 7. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
* Statistically unreliable estimate – Interpret with caution 
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Poverty 
 


The median household income for African-American households is 28,000 dollars a year. An 
African-American household of four that makes this amount makes just slightly more than the 
federal poverty level (Table 2). A direct interpretation of this median income estimate means that 
1,500 Black households make less than 28,000 dollars per year in Lane County. In both the U.S. and 
the state of Oregon more than 11% of families live below the federal poverty level. Here in Lane 
County that number is nearly double with over 20% of families living below federal poverty levels 
(Figure 8). In some cases that means that a couple is subsisting on a little over 16,000 dollars per year 
and living in a state of deprivation, unable to afford common, necessary items such as healthy food, 
clothing or healthcare.  


In Lane County the impact of poverty is 
particularly pronounced in specific racial and 
ethnic groups. All non-White racial/ethnic 
groups experience greater rates of poverty 
compared to Whites, with Asian-American and 
African-American families experiencing the 
highest rates (Figure 8). However, even if a 
family is not technically impoverished, they 
may likely be experiencing severe economic 
hardship. 


 
 
 
 
 
 
 
 
 


 


 
Figure 8. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
* Statistically unreliable estimate – Interpret with caution 
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U.S. Federal Poverty Levels, 2017 
$12,060 for individuals 


$16,240 for a family of 2 
$20,420 for a family of 3 
$24,600 for a family of 4 
$28,780 for a family of 5 
$32,960 for a family of 6 


Table 2. Data Source: U.S. Census Bureau, 2011 - 
2015 American Community Survey 5-Year Estimates 
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Household income and poverty are important measures of current socio-economic status, 


however educational status, while strongly related to income and poverty, is an indication of future 
opportunity as well. Greater levels of education provide access to more employment opportunities, 
income and healthcare. Education has intrinsic value for individuals and our community; however it 
is critical that it be viewed as a risk/protective factor as well for the public health of communities of 
color because of its enduring implications throughout a person’s life.   


In Oregon 9 out of 10 people over the age of eighteen have a high school diploma. Compared 
to this, most racial/ethnic groups have statistically similar average high school graduation rates in 
Lane County with two exceptions (Figure 9). People who are Hispanic/Latino and people who are of 
some other race have dramatically lower high school graduation rates: 65.6% and 53.0% respectively. 
In terms of post-secondary education, the pattern of educational attainment by race/ethnicity remains 
similar however the relative difference between groups grows (Figure 10). One in two Asian 
Americans in Lane County has a bachelor’s degree or greater which is nearly double the proportion 
of Whites (28.6%).  Both people who are Hispanic/Latino and of some other race are half as likely as 
people who are White to have a Bachelor’s degree or greater. 


 


 
Figure 9. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
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Figure 10. Data Source: Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
* Statistically unreliable estimate – Interpret with caution 
^ Suppressed 


 


Health Insurance 
 


Nearly one in five people who are African American, Hispanic/Latino, American 
Indian/Alaska Native and Native Hawaiian/Pacific Islanders do not have health insurance in Lane 
County (Figure 11). This is nearly twice the proportion of Whites. Insurance rates are the lowest in 
those who are of some other race with over one in three lacking access to healthcare. Without any 
form of health insurance many people may rely on hospital emergency departments for their 
healthcare or simply forgo acute healthcare needs or preventative services all together. Ultimately, 
this strains local healthcare resources, increasing costs for all and making healthcare even less 
affordable for already marginalized populations.8 


 


 
Figure 11. Data Source: U.S. Census Bureau, 2015 American Community Survey 1-Year Estimates 
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Public Health Insurance (Oregon Health Plan/Medicaid) 


 
In Oregon Coordinated Care 


Organizations (CCO’s) manage the healthcare 
needs of people who receive their healthcare 
coverage under the Oregon Health Plan 
(Medicaid). A CCO is a network of numerous 
types of health care providers including 
physical health care, addictions and mental 
health care and dental care providers who 
have agreed to collaborate in their local 
communities. In Lane County, Trillium 
Community Health Plan is the CCO which 
manages all Medicaid members. Based on 
available data, over half of Trillium members 
are White, 5% are Hispanic/Latino, and people 
who are African American, American 
Indian/Alaska Native and Asian/Pacific 
Islanders each make up 1% of the population 
respectively (Figure 13). 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 


Employment 
 


While direct analysis of health insurance coverage is important, most people in the U.S. receive 
health insurance from an employer, making employment a key indicator of not only economic 
vitality, but sustainable, individual healthcare access. In 2015 the unemployment rate in Oregon and 
Lane County was 9.3% (Figure 12). The greatest rates of unemployment in Lane County were among 
people who are American Indian/Alaska Natives (16.6%) and people of multiple races (15.5%). This 
high rate of unemployment and subsequent limitation in healthcare access compounds other socio-
economic disparities in these populations, increasing the magnitude of marginalization and 
vulnerability.  
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Figure 12. Data Source: Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
* Statistically unreliable estimate – Interpret with caution 
^ Suppressed 
 


Mortality 
 
 


Life Expectancy 
 
 Life expectancy is a good measure of a population's longevity and general health. It is highly 
influenced by infant mortality rates and death rates, but still provides a picture of the cumulative 
effects of the social determinants of health throughout a person’s life. The average life expectancy 
from birth has been steadily increasing in the U.S, however this increase has not been uniform among 
racial and ethnic populations. People who are American Indian/Native Alaskan and African 
American live significantly shorter lives than people who are White. In 2015, the average life 
expectancy in the U.S. was 78.8 years from birth. In Lane County, the average life expectancy is quite 
similar to the national average (79 years) and in many ways the trends seen here among racial and 
ethnic populations are similar to national and state trends (Figure 14). On average, people who are 
African American, American Indian/Native Alaskan and Native Hawaiian/Pacific Islanders live 
shorter lives (1-2 years less) than the majority of Lane County residents. In contrast people who are of 
multiple races, Asian American or Hispanic live significantly longer lives (5-8 years more). 
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Figure 14. Data Source: Oregon Center for Health Statistics 
 


Years of Potential Life Lost 
 
 In addition to life expectancy and death rate, Years of Potential Life Lost (YPLL) is another 
important way to characterize the distribution of mortality in a population. It is measured by 
summing the average annual years of life lost in a population due to death before the age of 75. In 
this sense, YPLL can be interpreted as the burden of premature mortality and lost productivity. YPLL 
in Lane County sheds light on significant disparities among people who are American Indian/Native 
Alaskans. Considering death from all causes, American Indian/Native Alaskans lose nearly 1000 
more years of life per 100,000 people per year compared to Whites in Lane County (Figure 15). When 
compared to life expectancy, YPLL in Lane County shows that not only are people who are American 
Indian/Alaska Native living shorter lives than other populations, they are also dying prematurely 
more often.  
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Figure 15. Data Source: Oregon Center for Health Statistics 
^ Suppressed 


 


Leading Causes of Death 
 
 In the U.S. the five leading causes of death are heart disease, cancer, chronic lower respiratory 
disease, unintentional injuries and stroke. Over half of all deaths in the U.S. are attributable to these 
five causes. Each year for the past decade, the leading causes of death have remained fairly 
consistent. 9 Each of these causes of death is strongly correlated with the social determinants of health 
and more specifically with tobacco usage. Due to data limitations, we cannot provide reliable 
estimates of stroke by race/ethnicity in Lane County, however analysis of the remaining four leading 
causes of death is possible.    
 


Cardiovascular Disease 
Currently, cardiovascular disease is the leading cause of death in the U.S.9 In 2014 167 deaths 


per 100,000 people per year were attributed to cardiovascular disease accounting for 614,348 deaths 
overall. In comparison, Lane County residents die at a rate of 185 deaths per 100,000 people per year. 
Racial and ethnic groups experience little disparity in terms of the rate at which they die from 
cardiovascular disease in Lane County (Figure 16). In fact, it appears that most people of color die at 
rates similar or substantially less than people who are White from cardiovascular disease. However, 
when YPLL is considered, it reveals that while these populations may be dying at similar rates, 


0


1000


2000


3000


4000


5000


6000


7000


8000


9000


Ye
ar


s P
ot


en
tia


l L
ife


 L
os


t (
ag


e 
75


) p
er


 1
00


,0
00


 
pe


op
le


 


All Cause Years of Potential Life Lost by Race/Ethnicity in Lane 
County, Oregon 2011 - 2015 


Lane County


American Indian/Alaska Native NH


White NH


African American NH


Native Hawaiian/Pacific Islander NH


Two or More Races NH


Hispanic/Latino


Asian American NH







Page | 20  September 28, 2017 Lane County Public Health 
 


people who are African American die prematurely more often from cardiovascular disease than any 
other population (Figure 17).  
 


 
Figure 16. Data Source: Oregon Center for Health Statistics 
^ Suppressed 
 


 
Figure 17. Data Source: Oregon Center for Health Statistics 
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Cancer 
Cancer is the second leading cause of death in the U.S.9 In 2014 161 deaths per 100,000 people 


per year were attributed to cancer totaling 591,699 total deaths. In this regard as well, Lane County 
residents experience significantly higher rates of cancer related deaths than the U.S. population (170 
deaths per 100,000 people) (Figure 18). The mortality of people who are African American is 
particularly affected by cancer in Lane County. 43 more people who are African American die per 
year per 100,000 people compared to the county average.    


 


 
Figure 18. Data Source: Oregon Center for Health Statistics 
^ Suppressed 


 


Chronic Lower 
Respiratory Disease 


 Chronic lower respiratory diseases (CLRD) are the third leading cause of death in the U.S. (40 
deaths per 100,000 people per year) and accounted for 147,101 deaths in 2014. CLRD includes 
diseases such as chronic bronchitis, emphysema and asthma. In Lane County 47 people per 100,000 
people die as a result of CLRD (Figure 19). This rate is particularly pronounced in American 
Indian/Alaska Natives who die at a rate nearly 50% greater than people who are White (67 deaths per 
100,000 people per year). A consideration of YPLL demonstrates that this death rate also leads to 
dramatically more early death among people who are American Indian/Alaska Native compared to 
people who are White, accounting for nearly 200 more years of premature death per 100,000 people 
per year (Figure 20). 
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Figure 19. Data Source: Oregon Center for Health Statistics 
^ Suppressed 


 
 


 
Figure 20. Data Source: Oregon Center for Health Statistics 
^ Suppressed 
 


Unintentional Injuries 
 Unintentional injuries are the fourth leading cause of death in the U.S. The most common 
unintentional injuries result from motor vehicle crashes, falls, fires and burns, drownings, poisonings 
and suffocation.9 In 2014 136,053 people died from unintentional injuries in the U.S. In Lane County, 
the burden of unintentional injuries leads to the greater premature death among people who are 
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American Indian/Alaskan Native and accounts for nearly 400 years of potential life lost before the age 
of 75 per 100,000 people per year compared to people who are White (Figure 21). 
 
 


 
Figure 21. Data Source: Oregon Center for Health Statistics 
^ Suppressed 


 


Tobacco Use 
 


The patterns seen in mortality among people who are American Indian and African American 
in Lane County may partly be driven by tobacco use. There are no reliable, direct estimates of tobacco 
consumption available by race/ethnicity in Lane County; however the impact of tobacco use is 
evident in tobacco related mortality. People who are American Indian/Native Alaskan or African 
American die earlier, more often and lose significantly more years of potential life than people who 
are White do due to tobacco use (Figures 22 & 23). Similar to all-cause YPLL, people of two or more 
races, Native Hawaiian/Pacific Islanders and Hispanic/Latino populations do not experience this 
same burden. Notably, despite the lack of disparity across the five leading causes of death, people 
who are Asian American also die at significantly higher rates due to tobacco use compared to people 
who are White. 
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Figure 22. Data Source: Oregon Center for Health Statistics 


 
 


 
Figure 23. Data Source: Oregon Center for Health Statistics 
^ Suppressed 
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Pregnancy/Fertility 
 


General Fertility 
 


The general fertility rate is a common way to measure the total number of live births per 1,000 
women ages 15 – 44. Additionally, it is a useful measure for anticipating populations who require 
healthcare services such as family planning, prenatal care and parenting education to improve birth 
outcomes. National averages in the US have hovered around 60 live births per 1,000 women for 
nearly 3 decades. From 2011 – 2015 the fertility rate in Lane County has been consistently lower than 
national averages (50 live births/1,000 women) (Figure 24). People who are Hispanic/Latino in Lane 
County have generally had the highest fertility rates among all racial and ethnic populations, while 
people who are Asian American have generally had the lowest fertility rates. 
 


 
Figure 24. Data Source: Oregon Center for Health Statistics 
^ Suppressed 
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Teenage Pregnancy 
 


Teenage pregnancy is associated with both acute and long-term adverse health outcomes for 
mothers and babies. Babies born to teenage mothers are more likely to suffer respiratory, digestive, 
vision, cognitive, and other health problems.10 Additionally, young mothers and their families may be 
disadvantaged in terms of the socio-economic determinants of health as a result of raising a child 
before they are prepared to do so. In Lane County people who are Hispanic/Latino and American 
Indian/Native Alaskans both have rates of teenage pregnancy nearly 1.5 times that of people who are 
White (Figure 25). Among these populations, having a child as a teenager may limit their ability to 
complete high school and gain access to employment opportunities that will improve their ability to 
provide for the well-being of their child. 


 


 


Figure 25. Data Source: Oregon Center for Health Statistics 
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While the vast majority of low birth weight (< 2,500 grams) children have normal health 
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impairment.11 These outcomes can often persist through adolescence and have long term effects into 
adulthood, increasing the odds of heart disease, diabetes and high blood pressure. In 2015 in the U.S., 
8% of babies were born with low birthweight. Oregon consistently has lower averages than the US 
with 6% of babies born with low birthweight. In Lane County rates are similar to the State (6.7%), 
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however nearly all racial and ethnic groups have higher rates than people who are White (Figure 26). 
People who are Asian American and American Indian/Native Alaskans have the highest rates which 
are slightly in excess of national averages. 


 


 
Figure 26. Data Source: Oregon Center for Health Statistics 
^ Suppressed 


 


Smoking during Pregnancy 
 


Smoking during pregnancy directly affects the health of the fetus and can have significant 
impact on the child’s health throughout their life, increasing their risk for tobacco use, asthma, 
cardiovascular disease, cancer and death.12 Despite decreasing overall smoking rates in the U.S., 
between 12% and 20% of women still smoke during pregnancy. In Lane County, some populations 
exceed these rates. Nearly one out of four mothers who are American Indian/Native Alaskan smoke 
during pregnancy followed by more than one out of five mothers who are of multiple races (Figure 
27). Mothers who are African American also have slightly higher rates of smoking during pregnancy 
compared to mothers who are White. These findings are particularly concerning given the impact of 
tobacco use on premature mortality (YPLL) in the American Indian/Native Alaskan and African 
American communities as it demonstrates that the impact of smoking may be intergenerational in 
those communities. 
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Figure 27. Data Source: Oregon Center for Health Statistics 
^ Suppressed 
 


Prenatal Care 
 


Despite numerous services for expectant mothers in Lane County, many still receive no or 
inadequate prenatal care. Common barriers to prenatal care include lack of transportation, 
knowledge of recommendations and/or access to healthcare. Mothers who do not receive adequate 
prenatal care miss the opportunity for education, counseling, screening for risk factors and their 
babies often have poorer health outcomes compared to mothers who do receive adequate prenatal 
care.13 Nearly 15% of Lane County mothers receive no or inadequate care (Figure 28). For Native 
Hawaiian/Pacific Islanders the odds of receiving no or inadequate care is nearly double the county 
average. In fact, all other groups receive less prenatal care compared to people who are White in Lane 
County.  
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Figure 28. Data Source: Oregon Center for Health Statistics 
^ Suppressed 
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Gonorrhea, Chlamydia & Chronic Hepatitis C 
 


In the U.S. and the state of Oregon, people who are African American have consistently higher 
rates of select communicable diseases compared to the general population.14 Few other health 
measures show such profound and consistent disparities among racial and ethnic populations in the 
US. The fact that these cases are entirely preventable only highlights how the social determinants of 
health influence the behavioral environments and associated risk factors for people of color in the US. 
Specifically, the history of overt racial discrimination and callous experimentation on the African 
American community has created a culture of mistrust associated with seeking healthcare especially 
for stigmatized diseases.15 16 


In Lane County people who are African American have two to six times the rate of Gonorrhea, 
Chlamydia and Chronic Hepatitis C compared to the general population (Figures 29,39 & 31). In 
contrast, all other racial and ethnic groups have levels of communicable diseases equivalent to or less 
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than local averages, with the exception of people who are Native Hawaiian/Pacific Islander in which 
the rate of Chlamydia is nearly double the county average.   
 


 
Figure 29. HIV/STD/TB Prevention Program, Center for Public Health Practice, Public Health Division, Oregon Health 
Authority 


 


 
Figure 30. HIV/STD/TB Prevention Program, Center for Public Health Practice, Public Health Division, Oregon Health 
Authority 
* Statistically unreliable estimate – Interpret with caution 
^ Suppressed 
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Figure 31.  HIV/STD/TB Prevention Program, Center for Public Health Practice, Public Health Division, Oregon Health 
Authority 
^ Suppressed 
 


Conclusion & 
Recommendations 
 
 As this report has demonstrated, numerous health disparities exist among people of color in 
Lane County compared to people who are White. These disparities are the consequence of the 
maldistribution of the social determinants of health which unjustly impacts marginalized populations 
in the US, Oregon and Lane County. With this perspective in mind, it is entirely achievable that our 
community can address these disparities to improve social and health equity.   


Based on the findings from the health-related measures reviewed, we offer the following 
recommendations: 
 


1) Increase county-wide awareness of the impact of the social determinants of health on 
communities of color in Lane County. Efforts should be made to foster dialogue with and 
engage community leaders, medical providers and government officials among others to 
address the multiple factors that influence the health of marginalized communities. 
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2) Improve employment opportunities for communities of color to increase their access to greater 
economic and educational resources. 


 


3) Medical providers serving the Hispanic/Latino community at a minimum should provide 
services in English and Spanish to ensure that care is both linguistically and culturally 
appropriate.  


 


4) Tobacco prevention and intervention programs should specifically highlight the needs of 
people who are American Indian/Native Alaskan, of multiple races and African American in 
Lane County to reduce tobacco related morbidity, mortality. 


 


5) Sexual education programs in the community should address the disparity among the 
Hispanic/Latino community regarding teenage pregnancy in their curricula to improve health 
outcomes among children and increase opportunities for mothers and their families. 


 


6) Further community-based, collaborative research should be done to explore the potential 
underutilization of prenatal care in the Native Hawaiian/Pacific Islander community and what 
can be done to improve it.  


 


7) Health promotion initiatives related to sexual behavior should focus on improving sexually 
transmitted infection rates in the African American community. This should be accomplished 
in way that addresses the social determinants of health that foster these  disparities. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







Page | 33  September 28, 2017 Lane County Public Health 
 


References 
 


1. Healthy People 2020. (n.d.). Retrieved June 05, 2017, from https://www.healthypeople.gov/. 
2. Booske B, Athens J, Kindig D, Park H, Remington P. “County Health Rankings Working 


Paper. Different Perspectives for Assigning Weight to Determinants of Health.” University of 
Wisconsin, Population Health Institute, February 2010. 


3. Bailey, Z. D., Krieger, N., Agénor, M., Graves, J., Linos, N., & Bassett, M. T. (2017). Structural 
racism and health inequities in the USA: evidence and interventions. The Lancet, 389(10077), 
1453-1463. 


4. Commission on Social Determinants of Health - final report. (n.d.). Retrieved June 05, 2017, 
from http://www.who.int/social_determinants/thecommission/finalreport/en/ 


5. Yudell, M., Roberts, D., Desalle, R., & Tishkoff, S. (2016). Taking race out of human genetics. 
Science, 351(6273), 564-565. 


6. Ruan, X., Proehl, R.S., Jurjevich, J. R., Rancik, K., Kessi, J., Gorecki, C., Tetrick, D. Coordinated 
Population Forecast for Lane County, its Urban Growth Boundaries (UGB) and Area Outside 
UGBs 2015-2065. Portland State University, Population Research Center, College of Urban And 
Public Affairs. 2016. 


7. Schnater, A., Kimbro, R. T., Gorman, B.K.,. (2012). Language Proficiency and Health Status: 
Are Bilingual Immigrants Healthier? Journal of Health and Social Behavior. Vol 53, Issue 1. 


8. Cowling, T. E., & Majeed, A. (2013). Overuse of Emergency Departments. Jama, 309(24), 2549. 
9. Leading Causes of Death. (2017, March 17). Retrieved June 05, 2017, from 


https://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm. 
10. Reproductive Health: Teen Pregnancy. (2017, May 09). Retrieved June 06, 2017, from 


https://www.cdc.gov/teenpregnancy/about/index.htm 
11. Mccormick, M. C. (1985). The Contribution of Low Birth Weight to Infant Mortality and 


Childhood Morbidity. New England Journal of Medicine, 312(2), 82-90. 
12. Tobacco Use and Pregnancy. (2016, July 20). Retrieved June 06, 2017, from 


https://www.cdc.gov/reproductivehealth/maternalinfanthealth/tobaccousepregnancy/index.ht
m 


13. Gateway to Health Communication & Social Marketing Practice. (2017, March 24). Retrieved 
June 06, 2017, from 
https://www.cdc.gov/healthcommunication/toolstemplates/entertainmented/tips/PregnancyPr
enatalCare.html 


14. African Americans/Blacks. (2017, February 01). Retrieved June 06, 2017, from 
https://www.cdc.gov/nchhstp/healthdisparities/africanamericans.html 


15. Understanding African Americans Views of the Trustworthiness of Physicians. (2006). Journal 
of General Internal Medicine, 21(6). 


16. Boulware, L. E. (2003). Race and Trust in the Health Care System. Public Health Reports, 
118(4), 358-365. 


 



https://www.healthypeople.gov/

http://www.who.int/social_determinants/thecommission/finalreport/en/

https://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm

https://www.cdc.gov/teenpregnancy/about/index.htm

https://www.cdc.gov/reproductivehealth/maternalinfanthealth/tobaccousepregnancy/index.htm

https://www.cdc.gov/reproductivehealth/maternalinfanthealth/tobaccousepregnancy/index.htm

https://www.cdc.gov/healthcommunication/toolstemplates/entertainmented/tips/PregnancyPrenatalCare.html

https://www.cdc.gov/healthcommunication/toolstemplates/entertainmented/tips/PregnancyPrenatalCare.html

https://www.cdc.gov/nchhstp/healthdisparities/africanamericans.html





Page | 34  September 28, 2017 Lane County Public Health 
 


Appendix 
 
 


Methodology & Data Sources 
 
 The data used in this report comes from three sources: 1) Publicly available data from The 
American Community Survey administered by the US Census Bureau 2) birth & death records from 
the Oregon Health Authority and 3) reportable disease data from the Oregon Health Authority.  


In an effort to standardize variability estimations across a variety of health metrics, the coefficient of 
variation for each metric was calculated and compared to pre-established thresholds. Briefly, the 
coefficient of variation is the ratio of the standard error (the square root of the variance) to the value 
being estimated and is expressed as a percentage.  


𝐶𝐶𝐶𝐶 =
𝑆𝑆𝑆𝑆
𝑋𝑋�
∗ 100 


A lower coefficient of variation means greater reliability of the estimate. The pre-established 
thresholds of variation were good (CV <= 15%), interpret with caution (15% > CV <=30%), or suppress 
(CV > 30%).  
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Additional Table 
 
Distribution of Languages Spoken in Lane County, 
Oregon, 2015 


  
Lane County, 
Oregon 


      Estimate Margin 
of Error 


Total: 339,213 ***** 
 Speak only English 309,766 +/-1,326 
 Spanish or Spanish Creole: 16,894 +/-914 
  Speak English "very well" 11,022 +/-801 
  Speak English less than "very 
well" 


5,872 +/-560 


 French (incl. Patois, Cajun): 748 +/-182 
  Speak English "very well" 689 +/-174 
  Speak English less than "very 
well" 


59 +/-45 


 French Creole: 15 +/-22 
  Speak English "very well" 0 +/-28 
  Speak English less than "very 
well" 


15 +/-22 


 Italian: 377 +/-159 
  Speak English "very well" 311 +/-141 
  Speak English less than "very 
well" 


66 +/-46 


 Portuguese or Portuguese 
Creole: 


150 +/-100 


  Speak English "very well" 144 +/-96 
  Speak English less than "very 
well" 


6 +/-11 


 German: 1,415 +/-284 
  Speak English "very well" 1,267 +/-269 
  Speak English less than "very 
well" 


148 +/-68 


 Yiddish: 67 +/-81 
  Speak English "very well" 67 +/-81 
  Speak English less than "very 
well" 


0 +/-28 


 Other West Germanic 
languages: 


173 +/-80 
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  Speak English "very well" 149 +/-72 
  Speak English less than "very 
well" 


24 +/-29 


 Scandinavian languages: 388 +/-163 
  Speak English "very well" 386 +/-162 
  Speak English less than "very 
well" 


2 +/-7 


 Greek: 85 +/-67 
  Speak English "very well" 85 +/-67 
  Speak English less than "very 
well" 


0 +/-28 


 Russian: 442 +/-201 
  Speak English "very well" 341 +/-173 
  Speak English less than "very 
well" 


101 +/-68 


 Polish: 33 +/-27 
  Speak English "very well" 26 +/-25 
  Speak English less than "very 
well" 


7 +/-9 


 Serbo-Croatian: 13 +/-22 
  Speak English "very well" 13 +/-22 
  Speak English less than "very 
well" 


0 +/-28 


 Other Slavic languages: 89 +/-64 
  Speak English "very well" 58 +/-39 
  Speak English less than "very 
well" 


31 +/-36 


 Armenian: 0 +/-28 
  Speak English "very well" 0 +/-28 
  Speak English less than "very 
well" 


0 +/-28 


 Persian: 137 +/-99 
  Speak English "very well" 81 +/-62 
  Speak English less than "very 
well" 


56 +/-58 


 Gujarati: 0 +/-28 
  Speak English "very well" 0 +/-28 
  Speak English less than "very 
well" 


0 +/-28 


 Hindi: 437 +/-224 
  Speak English "very well" 409 +/-216 
  Speak English less than "very 28 +/-51 
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well" 
 Urdu: 71 +/-52 
  Speak English "very well" 48 +/-44 
  Speak English less than "very 
well" 


23 +/-35 


 Other Indic languages: 214 +/-148 
  Speak English "very well" 206 +/-146 
  Speak English less than "very 
well" 


8 +/-12 


 Other Indo-European 
languages: 


186 +/-134 


  Speak English "very well" 106 +/-72 
  Speak English less than "very 
well" 


80 +/-72 


 Chinese: 2,568 +/-387 
  Speak English "very well" 1,002 +/-278 
  Speak English less than "very 
well" 


1,566 +/-348 


 Japanese: 1,165 +/-333 
  Speak English "very well" 859 +/-267 
  Speak English less than "very 
well" 


306 +/-126 


 Korean: 777 +/-230 
  Speak English "very well" 343 +/-147 
  Speak English less than "very 
well" 


434 +/-165 


 Mon-Khmer, Cambodian: 92 +/-84 
  Speak English "very well" 50 +/-41 
  Speak English less than "very 
well" 


42 +/-51 


 Hmong: 0 +/-28 
  Speak English "very well" 0 +/-28 
  Speak English less than "very 
well" 


0 +/-28 


 Thai: 176 +/-114 
  Speak English "very well" 86 +/-76 
  Speak English less than "very 
well" 


90 +/-80 


 Laotian: 37 +/-34 
  Speak English "very well" 31 +/-33 
  Speak English less than "very 
well" 


6 +/-8 
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 Vietnamese: 370 +/-141 
  Speak English "very well" 169 +/-86 
  Speak English less than "very 
well" 


201 +/-94 


 Other Asian languages: 122 +/-78 
  Speak English "very well" 122 +/-78 
  Speak English less than "very 
well" 


0 +/-28 


 Tagalog: 367 +/-180 
  Speak English "very well" 291 +/-144 
  Speak English less than "very 
well" 


76 +/-61 


 Other Pacific Island languages: 283 +/-114 
  Speak English "very well" 210 +/-92 
  Speak English less than "very 
well" 


73 +/-50 


 Navajo: 0 +/-28 
  Speak English "very well" 0 +/-28 
  Speak English less than "very 
well" 


0 +/-28 


 Other Native North American 
languages: 


208 +/-158 


  Speak English "very well" 208 +/-158 
  Speak English less than "very 
well" 


0 +/-28 


 Hungarian: 33 +/-29 
  Speak English "very well" 9 +/-10 
  Speak English less than "very 
well" 


24 +/-28 


 Arabic: 899 +/-480 
  Speak English "very well" 430 +/-236 
  Speak English less than "very 
well" 


469 +/-300 


 Hebrew: 63 +/-44 
  Speak English "very well" 63 +/-44 
  Speak English less than "very 
well" 


0 +/-28 


 African languages: 324 +/-137 
  Speak English "very well" 321 +/-139 
  Speak English less than "very 
well" 


3 +/-7 


 Other and unspecified 29 +/-23 
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languages: 
  Speak English "very well" 20 +/-19 
  Speak English less than "very 
well" 


9 +/-13 


Table 3. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
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Author’s Note 
 
Lane County Public Health acknowledges that generations-long social, economic and environmental 
inequities result in adverse health outcomes. They affect communities differently and have a greater 
influence on health outcomes than either individual choices or one’s ability to access health care. 
Reducing health disparities through policies, practices and organizational systems can help improve 
opportunities for all Lane County residents. 
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EXECUTIVE SUMMARY  i 
 


Background 
This report summarizes the findings pertaining to progress toward meeting the goals of the 


Behavioral Health Initiative (BHI, or the Initiative) for Older Adults and People with Disabilities 


(July 2017 to June 2019). The goal of the Initiative is “to create greater access to mental health 


and addiction services geared to the needs of seniors and people with disabilities within the 


senior/disability and community mental health systems and other public and private mental 


health and addiction services.”1 Twenty-four Behavioral Health Specialists (Specialists) located 


in communities throughout Oregon and overseen by the Statewide Director of the Initiative, 


were hired “to facilitate outreach and services to seniors and people with disabilities 


experiencing mental health and addiction problems.”2 The three major job functions of the 


Specialists are to (a) promote collaboration and coordination among core stakeholders and 


community partners, (b) provide complex case consultation for older adults and people with 


disabilities who have behavioral health needs, and (c) offer training to support workforce 


development and community health and wellness promotion.  


Data were gathered from the Specialists via quarterly reports, reports on complex case 


consultations they organized or participated in, and reports on workforce development 


trainings and community education events they conducted, facilitated, or planned. Data from 


participants in the trainings were also gathered, and an annual online survey of community 


stakeholders was conducted. Where possible, changes over time were examined. 


Barriers and Gaps in Services 
There was considerable agreement between stakeholders and Specialists about the many 


barriers to serving this population. Stakeholders and Specialists perceived three of the same 


top five challenges: lack of affordable housing, lack of behavioral health services in long-term 


                                                           
1 Oregon Legislative Work Group on Senior and Disability Mental Health and Addictions, in cooperation with the 
Senate Health Care and Human Services Committee. (2013, January 31). Final Report. P. 9. 
2 Ibid, p. 10. 
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care settings, and restrictive eligibility criteria. The two remaining top five barriers identified by 


stakeholders were the lack of behavioral health programs specific to older adults and people 


with physical disabilities and the lack of in-home services. As reported by the Specialists, the 


two remaining top five barriers were distance to services and lack of transportation.   


Although still seen as major barriers, several barriers lessened in the last two years. According 


to Specialists’ perceptions, these included the lack of behavioral health programs specific to 


older adults and people with disabilities, the lack of in-home services, waitlists, the lack of 


needed services other than those specifically asked about, the lack of credentialed providers 


willing to accept Medicare reimbursement for behavioral health services, and the lack of 


personnel with the required expertise to provide quality behavioral health services. Among 


stakeholders, there was some evidence that distance to services was seen as less of a barrier.  


Strategies and Actions for Addressing Barriers 


Collaboration and Coordination 


There was consistent community partner involvement over time, as reported by Specialists. 
However, as revealed in the stakeholder survey data, representatives of other community 
partners such as law enforcement, veterans services, tribal organizations, and faith 
communities comprised a larger share of respondents; thus, Specialists may be reaching out to 
previously unconnected community partners. 


There were both improvements and downturns in the indicators of collaboration and 


coordination over time as revealed in the stakeholder survey data. Community partners who 


attended collaborative meetings showed greater agreement on priorities for addressing gaps. 


They also reported less competition for stakeholders’ time and attention by other projects. At 


the same time, although a majority of the stakeholders continued to agree that the Initiative 


was a priority for their organization, this indicator worsened since 2017. There was also a 


decline in the percentage of stakeholders who reported having participated regularly in 


discussions or meetings whose primary purpose was to talk about collaboration or coordination 


of services, and the share of stakeholders who reported having never attended these meetings 


increased. It is important to note, though, that the sample for the survey was again expanded in 


2019, and this may have negatively affected the results, with a larger number of those surveyed 


likely being more tangentially involved in and perhaps less knowledgeable about the Initiative.  


Specialists’ reports indicated no change over time in core stakeholders’ engagement in 
coordination activities such as expressing support, having direct involvement, having regular 
contact with other stakeholders, and agreement on gaps and priorities in behavioral health 
services for older adults and people with disabilities. There were several improvements, 
though, with respect to community partner involvement in community capacity building 
activities.  Specialists were more likely to report that community partners had formed a 
cohesive group committed to addressing gaps in services, community partners met often 
enough to make progress in reducing gaps in services, consumers were well represented at 
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community partner meetings, coordination among community partners had improved, 
memoranda of understanding or participation agreements were more likely to be in place, 
agencies were not working in silos, and turnover in community partner organizations had 
declined. 


Complex Case Consultation 


Specialists were involved in a large number of complex case consultations (CCCs): 2,331 
between October 2017 and March 2019 (six quarters), or roughly an average of 16 cases per 
quarter per Specialist. The number of cases per quarter varied considerably by Specialist, 
however, ranging from a few to over 50.   


Many stakeholders (42%), reported involvement in one or more CCCs that had included the 
Specialist in their community, and 90 percent saw these CCCs as somewhat or very successful 
in resolving the problems or concerns about the care or treatment plan for the older adults or 
adults with physical disabilities. Over time there was no statistically significant change in 
stakeholders’ views of the overall success of the CCCs,  


The most common actions Specialists reported taking during the CCCs were:  


 Assisting with information or referrals to services 


 Providing clinical information about the consumer’s presenting problems 


 Providing additional staff training or coaching 


 Providing the consumer and/or surrogate with short-term help in accessing services 


The issues addressed in these complex case consultations were indeed complex. Most of the 
CCCs (62%) involved consumers with five or more issues; half of these cases (or 30% of all 
cases) had 10 or more issues. Difficulties in navigating the system for the consumer, family 
members or other supports and complex and/or co-occurring medical conditions were the 
consumer issues most likely to be reported, followed by the lack of or poor family/natural 
supports. About one third of cases involved consumers with functional limitations, isolation or 
loneliness, or difficulties in understanding eligibility for services. 


For about half of the cases, a change in residence was recommended. In over half of those 
cases, however, a change in residence was not obtained either because the option was not 
available (42%) or the consumer refused (12%). Most of the recommended changes in 
residential setting were moves to a higher level of care. In nearly all of the CCCs, the Specialists 
reported that the community could provide at least some of the resources necessary to 
address the needs of the CCC consumer.  


Workforce Development and Community Education 


Specialists conducted, hosted or planned a large number of training events: 405 community 
education events and 484 workforce development events between July 2017 and March 2019, 
for an average of 58 community education and 69 workforce development events (127 training 
events) per quarter. A wide array of topics was covered (e.g., system navigation, available 
resources, communicating needs, physical disability/function, and advance planning/end-of-life 
care) for participants ranging from advocates and consumers to individuals working in 
behavioral health services, primary care, or local law enforcement. 
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Most of the stakeholders responding to the online stakeholder survey had attended at least 
one behavioral health-related in-service and/or training event planned, conducted or 
facilitated by the Specialist since June 2015, increasing from 62% of stakeholders in 2017 to 
74% in both 2018 and 2019. This increase is due in part because participants who took a 
training evaluation survey were subsequently invited to participate in the stakeholder survey. 
The most common reasons given for not attending training events were lack of awareness 
about training opportunities and lack of time; these did not change from 2018. There was some 
evidence, though, that financial constraints increased as a barrier to attending trainings. 
Although the vast majority of trainings offered by Specialists are provided at no cost to 
participants, and only 11 percent of stakeholders reported in 2018 that trainings were too 
expensive (e.g., due to the cost of travel or time away from work), 30 percent did so in 2019. 


The trainings were evaluated very highly by participants with respect to the amount learned, 
confidence in their ability to use the knowledge gained, the trainings having met their 
expectations, the usefulness of the information in their work, support by their employer for the 
topic, preparation for work with or advocacy for older adults and people with disabilities with 
behavioral health needs, and the trainers’ preparedness, knowledge, and responsiveness to 
their questions. 


The trainings continued to be very positively evaluated by the training participants who 
responded to the follow-up survey two months after the training. The vast majority of 
respondents reported that their supervisor supported their using the knowledge and skills 
gained, they had shared information with their coworkers, their agency had the staff and 
resources needed to apply the information, they were providing better services to older adults 
and people with disabilities, they were able to use information from the training in their job, 
their work improved as a result of training, and that the training gave them confidence in their 
ability to meet the needs of this population. However, among respondents who did not select 
“not applicable” or “don’t know,” only one third reported that their agency was using screening 
or assessment tools they had learned about at the training. This may be because most 
participants were not in a position to introduce new tools for use in their agencies.  


Systems Change 
A key element for bringing about systems change and positive consumer outcomes is the 
availability of a multidisciplinary team (MDT). There was a slight but statistically significant 
increase in overall MDT success as reported by Specialists over time. 


Specialists and stakeholders were asked about progress toward achieving various desired 
outcomes for consumers. The wording of items was not directly comparable for the two groups, 
however, and many Specialists and stakeholders alike responded that they did not know about 
the extent to which success had been achieved in a given outcome. Other ways of collecting 
data about outcomes must be considered, such as interviews with stakeholders and Specialists. 


Among the Specialists who responded to questions related to the outcomes of the Initiative, 
several improvements over time were revealed. These included increased referrals for 
complex case consultation, greater ease in making referrals, greater willingness among 
providers to accept Medicare reimbursement for this population, greater access by consumers 
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and family members to needed services, decline in inappropriate hospitalizations, and greater 
knowledge of each other on the part of relevant services agencies. 


Among the stakeholders surveyed, there was some evidence that some outcomes had 
worsened over time. There was less agreement that older adults and people with physical 
disabilities who have behavioral health needs were recognized as priority populations, were 
more likely to have timely access to the full range of services they need, were more likely to 
have access to community-based behavioral health programs or services that have 
demonstrated their effectiveness, and were more likely to receive help from direct service 
and/or primary care providers with the requisite knowledge and skills. Also, fewer stakeholders 
in 2019 agreed that community partners were more successful in resolving complex cases.  


Stakeholders reported only minimal behavioral health service provision to various groups of 
older adults and people with physical disabilities who have unique vulnerabilities (e.g., those 
living in long-term care or community-based care, ethnic minorities, LGBTQ+ populations, 
veterans, those who are socially isolated, those with serious mental health issues, those with 
addictions issues). Furthermore, there was some evidence of decline in the provision of 
behavioral health services to those at risk of behavioral health issues due to isolation. Greater 
awareness of the extent and effects of social isolation, due to Specialists’ efforts to raise 
awareness and attention in the media, likely contributed to this result. Again, because of 
expansion and changes in the sample for the stakeholder survey each year, these findings 
should be viewed with caution.   


Retention and Recruitment of Behavioral Health Specialists 
Behavioral Health Specialists are the backbone of the Initiative. As of June 2019, seven of the 
original cohort of 24 Specialists remained in their positions. Progress on the Initiative may be 
stalled when turnover occurs and vacant positions must be filled. Moreover, it is unclear 
whether Specialists “have the authority necessary to assure that system changes can be made 
to ensure service delivery systems will meet individual needs,” as stipulated in the report 
regarding the Special Purpose Appropriation in 2013 for Senior and Disabled Mental Health 
Services.3 Further exploration is needed of the decision-making authority of Specialists and 
ways to enhance their retention and recruitment.  


Recommendations 
The following recommendations were developed by the Portland State University Institute on Aging 


based on our analyses of the evaluation data (i.e., stakeholder surveys, Behavioral Health Specialists’ 


quarterly reports, training evaluations, complex case consultation reports, recommendation survey for 


Behavioral Health Specialists), with the aim of improving outcomes for older adults and people with 


physical disabilities 


1. Integrate behavioral health (OHA) and aging services (DHS) for older adults and people 
with disabilities with cross-system care needs. 


                                                           
3 Report regarding the Special Purpose Appropriation in 2013 for Senior and Disabled Mental Health Services. 
(2014, August 15). Pp. 2-3. 
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a. Acknowledge shared responsibilities for services by executing MOUs at the state 
and local levels. 


b. Use “braided” or blended funding strategies so that each agency contributes to 
the needed array of services. 


c. Prioritize building bridges between local agency leaders and their staff to reduce 
state agency siloes. 


2. Elevate older adults and people with disabilities as a priority population in organizations 
and programs that offer behavioral health services and supports.  


a. Allocate funding for appropriate services. 
b. Support and invest in a knowledgeable and skilled workforce. 
c. Promote program development to enhance access to services and specialized 


housing. 
3. Increase Medicare literacy and promote structural changes. 


a. Allocate funding for technical assistance for providers. 
b. Educate providers on behavioral health billing codes and alternative strategies. 
c. Advocate for increased reimbursement rates and a larger group of qualified 


professionals who can provide billable mental health services for this population. 
4. Consider and address the personnel-related factors that may impact progress.   


a. Assess the factors affecting Specialist turnover.   
b. Identify ways to recruit and sustain a qualified workforce of Behavioral Health 


Specialists. 


 


Conclusion 
Many barriers remain to addressing the behavioral health needs of older adults and people 
with physical disabilities in the state of Oregon, and there is considerable agreement between 
stakeholders and Specialists, at least, concerning what these barriers are. At the same time, 
several barriers appear to have lessened in the last two years, which is good news. 


The evidence for progress toward accomplishing the goal of the Initiative is mixed, however. 
There were both improvements and downturns in the indicators of collaboration and 
coordination over time. With respect to community partner involvement in community capacity 
building activities, there were several improvements. Specialists appear to be reaching out to 
community partners previously unconnected to the Initiative. 


Specialists are the backbone of the Initiative, and they are busy! Each was involved in an 
average of five workforce development or community education events per quarter and an 
average of 16 complex case consultations per quarter. The trainings they conducted, hosted, or 
planned were evaluated very highly. They have initiated many unique and innovative programs.  


Other reasons for optimism about the prospects for success for the Initiative are the increase in 
overall success of multidisciplinary teams and improvements in several consumer outcomes as 
perceived by Specialists over time. Among the stakeholders surveyed, however, there was 
some evidence that some outcomes had worsened over time. Also, few of the most vulnerable 







EXECUTIVE SUMMARY  vii 
 


groups of older adults and people with disabilities were reported by stakeholders as having 
received behavioral health services, and there was some evidence of decline in service for 
some, although these results should be viewed with caution given changes over time in the 
sample for the stakeholder survey. 


Clearly, gains have been made. Nonetheless, work remains to be done to address the 
behavioral health needs of older adults and people with physical disabilities in Oregon. Formal 
agreements for sharing information and resources and reducing silos between community 
partners still are needed. Work toward a Memorandum of Understanding between OHA and 
APD is underway, and similar agreements are in place or are being pursued in some 
communities at the local level. Ground needs to be made up with respect to elevating older 
adults and people with disabilities who have behavioral health needs as a priority population. 
Although progress has been made with respect to getting providers to accept Medicare 
reimbursement, continued effort is needed to educate federal policy makers about flaws in 
Medicare reimbursement rates and practices and to inform local providers about alternative 
billing strategies. Finally, because progress in the Initiative rests heavily on the work of the 
Behavioral Health Specialists, it is critically important to identify ways to recruit and sustain a 
qualified cadre of Specialists.  
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Background 
 In 2014 the Oregon legislature allocated funding to the Oregon Health Authority (OHA) 
for the Behavioral Health Initiative (BHI, or the Initiative) for Older Adults and People with 
Disabilities. Subsequently, the OHA contracted with the Institute on Aging (IOA) at Portland 
State University (PSU) to conduct an assessment of the behavioral health needs of older adults 
and how best to address the gaps. Early in 2015, a Statewide Director, Nirmala Dhar, was 
named to lead the BHI within the OHA. Community Mental Health Programs and other 
nonprofit entities were awarded contracts to hire 24 Behavioral Health Specialists 
(subsequently referred to as Specialists) located in communities throughout Oregon (see Figure 
1). Since July 2016, the OHA has contracted with the IOA at PSU to document the activities and 
accomplishments of the Initiative.1 The current report describes the evaluation findings from 
July 2017 - June 2019, with an emphasis on findings pertaining to progress toward meeting the 
goals and objectives of the Initiative and identifying ways to improve services. When possible, 
comparisons are made with data from the previous year. 


 


 


Figure 1. 2019 Behavioral Health Specialist service areas 


                                                           
1 PSU Institute on Aging (2017). Evaluation of the Behavioral Health Initiative for Older Adults and People with 
Disabilities in Oregon, July 2016-June 2017. This report can be found at https://www.pdx.edu/ioa/more-about-the-
program.  
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Gaps in Services 


The needs assessment conducted in 2014 identified a number of issues related to 
addressing the behavioral health needs of older adults and people with disabilities in Oregon, 
as presented in Table 1.  
 
Table 1  
Gaps in Behavioral Health Services Identified for Older Adults and People with Physical 
Disabilities as Identified in the 2014 Needs Assessment 


Lack of Coordination 


 Systems are fragmented 


 No one agency willing to take the lead in assessing or coordinating services 


 Services are provided in silos; as a result, those with behavioral health needs who also have 
age-related or disability-related needs are not a priority for any organization.  


 Each system (e.g., health system, aging and disability system, behavioral health system) has 
different requirements and funding sources 


 Little information sharing among agencies takes place for those with complex needs 


 Those with complex needs are often invisible to multiple service systems until there is a crisis 
 


Lack of Availability 


 All health, aging and disabilities, and behavioral health systems are overloaded due to limited 
resources and funding and lower priority being placed on this population. 


 Lack of knowledgeable providers 


 Issues of availability are particularly high in rural communities 
 


Lack of Accessibility 


 No approved Medicare providers willing to take clients in the area  


 Lack of transportation  


 Restrictive eligibility requirements 


 Issues of accessibility are particularly high in rural communities 
 


Lack of Affordability 


 Those who do not qualify for public services often cannot afford to pay out of pocket 
 


Lack of Acceptability 


 Stigma associated with behavioral health makes older adults or people with disabilities 
reluctant to seek out or accept services 


 Few services are tailored to the population in terms of service location (e.g., mental health 
clinics rather than in home or primary care settings) or program design 
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The Specialists focus on bridging these gaps through their three primary job functions: 
(1) to promote collaboration and coordination among core stakeholders and community 
partners, (2) provide complex case consultation for older adults and people with disabilities 
who have behavioral health needs, and (3) to offer training to support workforce development 
and increase public awareness of behavioral health issues and resources (see Figure 2). 


 


 
Figure 2. Behavioral Health Specialist job functions 


 


Purpose and Methods 
The purpose of the evaluation has been: (1) to systematically collect and analyze data to 


document the activities and accomplishments of the Behavioral Health Initiative for Older 
Adults and People with Disabilities and (2) to identify ways to continue to improve behavioral 
health services for older adults and people with disabilities in Oregon. The evaluation is based 
on an adaptation of the logic model developed by the research team to guide the evaluation, as 
shown in the following figure. The data collected have focused on the activities related to the 
three functions of the Specialists and how these have contributed to better meeting the 
behavioral health needs of older adults and people with disabilities. Data have also been 
gathered pertaining to the systems-related changes that have occurred to date resulting from 
the work of the Specialists and other community partners. The logic model serves as the 
organizing framework for this report. 
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Data Sources 


Data were gathered from multiple sources using various tools2 developed by IOA team, 
as described below. The results of the evaluation to date are presented for each element in the 
logic model. This report includes data collected in the fiscal year (FY) period 2017-2019 (Years 2 
and 3 of the evaluation). When possible, we compare these data with those collected in FY 
2016 (Year 1 of the evaluation). 


Quarterly Reports. Specialists submit reports quarterly, although some aspects of their 
job are reported on every six months (every other quarter) instead of quarterly to minimize 
reporting burden. The Specialists’ reports contain information about barriers, collaboration and 
coordination, and perceived progress in systems changes and outcomes. 


Some quarterly reports cover more than one county (e.g., both Linn and Benton). Also, 
some reports during FY 2017 were not submitted or received due to position vacancies. 
Nonetheless, the reports submitted for the present evaluation covered from 90 to 100 percent 
of Oregon’s population, depending on the quarter. Several indices using multiple questions 
were created to measure change in various aspects of the Initiative over time. All statistical 
tests were conducted using within-county models to ensure comparability over time. 


Reports on Complex Case Consultations. Beginning in October 2017, Specialists began 
recording detailed information about the complex case consultations (CCC) they organized or 
participated in. This information provides rich data and further insight into the needs of the 
population and the extensive work of Specialists to address this job function. The data available 
for this report were reported between October 2017 and March 2019. During this period, 
Specialists reported on a total of 2,331 complex case consultations. Note that this figure does 
not correspond to total number of consumers served by Specialists through these 
consultations, since consumers (and their proxies, or referral source) can receive more than 
one consultation. The reporting form has been revised and updated multiple times based on 
Specialists’ suggestions and experiences. 


Trainings Conducted and Participants’ Evaluations of Trainings. Specialists organize 
two types of training: workforce development and community education events. Workforce 
development trainings are aimed at enhancing the behavioral health-related knowledge and 
skills of aging services, health services, mental health services, and other professionals. 
Community awareness events are intended to inform the public about topics related to 
wellness, healthy aging and behavioral health. In their quarterly reports, Specialists reported 
conducting, facilitated or planning a total of 405 community education (CE) events and 484 
workforce development (WD) events between July 2017 and March 2019 – for an average of 58 
CE and 69 WD events per quarter during this period (or an average of 127 CE or WD events per 
quarter).  


In addition, to evaluate the workforce development events, data were collected directly 
from training participants using online questionnaires sent to the email addresses provided by 
the participants. Surveys were sent within a few days following the training and again two 


                                                           
2 The specific tools used to collect data are available upon request. 
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months after the training to determine how participants were using what they had learned in 
the training in their work.  


Between October 2017 and March 2019 (when we started collecting post-training 
follow-up data and the latest quarter for which we have data), 376 workforce development 
training events were conducted, hosted, or planned by a Behavioral Health Specialist. The 
training evaluation data in this report come from those individuals who attended one or more 
of those events. Electronic post-training evaluation forms were successfully sent to over 5,500 
participants; more than 2,300 (42%) participants completed the post-training survey. Between 
October 2017 and December 2018, 4,687 follow-up surveys were successfully sent to 
participants, and 965 surveys (21%) were completed. 


The estimated number of attendees at the community education events conducted, 
facilitated, or planned by the Specialists was over 13,000 (not an unduplicated count). Several 
of these events (e.g., information booths at health fairs), did not lend themselves to formal 
evaluation. At these events, Specialists distribute customized paper evaluation surveys tailored 
to the content and audience. These surveys are sent to the evaluation team for an event-
specific summary of participant responses. Because these evaluations are customized to 
specific events, no cumulative analysis was conducted.  


Stakeholder Survey. Community stakeholders across Oregon completed surveys that 
focused on all areas of the logic model: gaps in and barriers to services, the Specialists’ core job 
functions, systems changes, and progress toward improving consumer outcomes. The sample 
for the survey consisted mostly of individuals named by the Specialists as people in their 
country or region having an interest in the Initiative and being decision makers or having 
influence with decision makers about issues such as budgeting, staffing, programming, training, 
or direct services. These included administrators, managers, direct service and primary care 
providers, and lay persons or advocates. The Specialists’ lists were then supplemented with 
stakeholder names and email addresses provided by the BHI Director, Advisory Council 
members, and searches by the PSU team through agency listings to ensure similarity in 
coverage across different communities, as well as individuals who participated in evaluations of 
training conducted by the Specialists. In 2017, the Stakeholder Survey was distributed to 700 
individuals. In 2018, the Stakeholder Survey was distributed to 1,213 individuals between 
February and March, representing an increase in the sample of 513, or about a 73% increase in 
identified stakeholders. In 2019, the Stakeholder Survey was distributed successfully to 1,784 
stakeholders during February and March, representing an increase in the sample of 571, or a 
47% increase. The response rates were 33, 32, and 26 percent in 2016-17, 2017-18, and 2018-
19, respectively. The declining response rate may be due to a number of factors: the continually 
expanding list of individuals included as stakeholders, including more laypersons, some of 
whom may be more tangentially involved in and perhaps less knowledgeable about the 
Initiative; respondent fatigue from participating in previous years; and technical issues in the 
delivery of the questionnaire (i.e., restrictive firewall settings in some agencies, blocking receipt 
of the survey). The size of stakeholder lists varied by county and across the three years of the 
survey, with some counties experiencing an increase and others a decrease in terms of their 
share of respondents in the sample. Participating stakeholders represented all regions of the 
state and all types of program positions. About 52% of the stakeholders who answered the 
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survey item about the service area in which they worked, volunteered, or advocated were in 
rural counties, providing good representation of those communities. In 2017 and 2018 (Years 1 
and 2 of the Stakeholder Survey), middle managers, program managers, and clinic directors 
comprised the largest share by position type. In 2019 (Year 3 of the Stakeholder Survey), direct 
service providers and primary care providers made up the largest share of respondents (Figure 
4 below). 


 


 


Figure 4. Distribution of stakeholders by position type 


The results of the evaluation to date for each component of the logic model are presented in 
the next section. When available, data collected in FY 2016-2017 are compared with those 
collected during FY 2017-2019. 


 


Evaluation Results 


Barriers and Gaps in Services 


 Both stakeholders and Specialists were asked about each of 16 barriers to serving older 
adults and people with physical disabilities who have behavioral health needs that emerged 
from the 2014 needs assessment. These barriers comprised four categories: (1) physical 
infrastructure, (2) lack of services and programs, (3) lack of providers, and (4) policy and 
systems issues. Figures 5-8 show responses of stakeholders and Specialists over time. The 
stakeholder data were collected during the first quarter of each year through the online survey. 
The closest data point for Specialists consisted of the quarterly reports from the previous year, 
so those are the data used to maximize comparability in terms of time of measurement for the 
two groups. 
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Table 2 
Top Five Barriers According to Specialists and Stakeholders  


# Specialists (Q4 2018) Stakeholders (Q1 2019) 


1 Lack of affordable housing (100%) Lack of affordable housing (95%) 


2 Lack of behavioral health services in long-
term care settings (79%) 


Lack of behavioral health services in long-
term care settings (83%) 


3 Distance to services (79%) Restrictive eligibility criteria/person does not 
qualify (79%) 


4 Restrictive eligibility criteria/person does not 
qualify (76%) 


Lack of behavioral health programs specific to 
older adults and people with physical 
disabilities (77%) 


5 Lack of transportation (65%) Lack of in-home services (76%) 


 


The two groups shared three of the top five challenges: lack of affordable housing, lack of 
behavioral health services in long-term care settings, and restrictive eligibility criteria. 


 


Physical Infrastructure (Housing and Transportation)  


Lack of affordable housing remained the top barrier identified by both stakeholders and 
Specialists, with over 90 percent of both groups identifying this as a barrier (see Figure 5 
below). Transportation and distance to services continued to be barriers as well, with over 50 
percent of both groups identifying these two barriers as present in their communities. When 
we analyzed the responses of stakeholders over time, there was some evidence that 
stakeholders perceived distance to services as having lessened somewhat as a challenge in 
2019 compared to 2017. (Note that the figures below show the cross-sectional results and thus 
differ somewhat from the findings from the longitudinal analyses, which included only 
respondents who had responded to at least two of the three Stakeholder Surveys.) 
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Figure 5. Percent of stakeholders and Specialists reporting housing, transportation and distance 
barriers 


 


We do not have enough low-cost housing for elders who can live independently, 
but need to be close to services. Transportation is minimal throughout the 
county. 


-Stakeholder    
 


Transportation remains a high need for many of our clients. There is also a huge 
need for in-home services that remains to be unrecognized. 


-Stakeholder  
 


We still have a huge need for affordable housing and transportation. There is 
also a lack of housing for older adults who have both physical and mental health 
issues. 


-Specialist 
 


Lack of affordable housing, lack of transportation, and distance to services 
continue to be an issue in Douglas County. 


        -Specialist 
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Lack of Services and Programs  


The next most challenging barrier according to both stakeholders (83%) and Specialists 
(79%), was the lack of behavioral health services in long-term care settings such as nursing 
homes and assisted living residential settings (see Figure 6). For stakeholders, the lack of 
behavioral health programs specific to older adults and people with disabilities was another 
significant barrier (reported by 77% of stakeholders). Specialists, however, perceived this 
barrier to have become significantly weaker over time, from 87 percent of Specialists 
identifying this barrier in Q4 2016 down to 56% in Q4 2018 (not shown on the above table). 


An additional challenge related to lack of services and programs included a lack of in-home 
services, identified by three-quarters of stakeholders in all three years of the survey, and by 
86% of Specialists in Q4 2016 down to 50% in Q4 2018. According to Specialists, therefore, this 
is another area of significant improvement. Lack of prevention and wellness services were 
reported by 63% of stakeholders in 2017, 57% in 2018 and 55% in 2019. Fewer than 50% of 
Specialists identified this as an issue in Q4 2017 (42%) and Q4 2018 (44%). Wait lists to obtain 
services were seen as a barrier by about 66% of stakeholders in both 2019 and 2017. 
Specialists’ perceptions demonstrated significant improvement, however: in Q4 2016, 75% of 
Specialists reported wait lists as a significant barrier, but in Q4 2018, only 30% of Specialists did 
so. Lack of needed services other than those listed also lessened as a barrier, according to 
Specialists, with 82% listing these in Q4 2016 compared to 58% in Q4 2018. 


 


Figure 6. Percentage of stakeholders and Specialists reporting service and program barriers 


Note: Data on behavioral health services and lack of prevention and wellness services were not collected 
from Specialists in 2016. 
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Policy and Systems Issues 


Only one of the top five challenges identified by both stakeholders and Specialists fell in 
the category of policy and systems issues: restrictive eligibility criteria which prevent people 
with significant or complex needs from qualifying for services. About 76% of Specialists and 79% 
of stakeholders reported this barrier in their communities, with no significant change in either 
group. About three quarters of stakeholders perceived a lack of credentialed providers willing 
to accept Medicare reimbursement for behavioral health services as a barrier in both 2017 and 
2019. As perceived by Specialists, however, this was an area of significant improvement: 
between Q4 2016 and Q4 2018, the share of Specialists identifying the lack of credentialed 
providers willing to accept Medicare reimbursement for behavioral health services as a barrier 
declined from 95 to 60 percent. 


Other barriers related to policy and systems issues included a lack of integration of 
behavioral health and physical health services, reported by about two-thirds of stakeholders 
throughout the period. In contrast, 77% of Specialists identified this as a barrier in 2016, 
compared to fewer than 50% in Q4 2017 and Q4 2018 (although this improvement was not 
statistically significant). This change in Specialists’ perception may be due to their continued 
efforts to build capacity for complex case consultation in their communities. In addition, there 
has been a push for the integration of behavioral health services in primary care among 
Coordinated Care Organizations. The change in perception among Specialists may be in 
response to these efforts. Finally, among Specialists, poor communication between relevant 
agencies and organizations was reported as a significant barrier by less than 50 percent of 
them, while the corresponding figures among stakeholders were slightly higher, ranging from 
53 percent in 2017 to 54 percent in 2019. Figure 7 below displays the results pertaining to 
barriers related to policy and systems issues. 


   


 


Figure 7. Percentage of stakeholders and Specialists reporting policy and systems barriers 
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Lack of Providers 


Issues within this category are also important to recognize, although none were in the 
top five barriers reported by stakeholders and Specialists (see Figure 8 below). All involve 
training or expertise of providers about behavioral health issues. 


The share of Specialists who reported a lack of personnel with the required expertise to 
provide quality behavioral health services as a barrier in their communities declined from 76 
percent in 2016 to 47 percent as of Q4 2018, a statistically significant improvement. However, 
among stakeholders, two-thirds continued to perceive this issue as a barrier throughout 2017 
to 2019. Similarly, the share of Specialists who perceived a lack of primary care providers 
knowledgeable about behavioral health as a barrier decreased from 86 to 39 percent between 
Q4 2016 and Q4 2018 (although this decline was not linear and consistent over time, so it was 
not statistically significant). Among stakeholders, about two-thirds perceived this issue as a 
barrier in each of the three years of the survey. Finally, because Centers for Medicare & 
Medicaid Services (CMS) policies limit which types of providers can be reimbursed for services, 
many otherwise qualified providers cannot receive reimbursement. This limits access to 
services for those consumers who rely on Medicare for payment, as these consumers often do 
not have the means to pay out of pocket for these services. A little over half of Specialists (56%) 
perceived a lack of providers with the credentials required to get reimbursed for providing 
behavioral health services in their communities as a barrier. Although there was a decrease in 
the share of Specialists who reported this issue as a barrier since 2016, the change was not 
statistically significant. About two-thirds of stakeholders perceived a lack of providers with the 
required credentials for Medicare reimbursement to be an issue in their communities in 2019. 
 
 


 


Figure 8. Percentage of stakeholders and Specialists reporting barriers related to providers 
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Strategies and Actions for Addressing Barriers 


 We now turn to the strategies and actions of the Specialists designed to address these 
barriers, including building community capacity through collaboration and coordination, 
training, and providing complex case consultation. 


 


Collaboration and Coordination 


 Collaboration and coordination include any activity with community partners that is 
intended to or contributes to improvements to the local behavioral health system for older 
adults and adults with physical disabilities who have behavioral health needs. Collaboration 
typically occurs in meetings with community partners and may involve reviewing gaps in 
services, setting priorities, discussing solutions (e.g., evidence-based programs), allocating 
resources, and/or monitoring progress. Improved coordination of services may occur as a result 
of a meeting or discussion between community partners or a complex case consultation or may 
be the result of implementing or expanding an evidence-based program. 


As of December 2018, at least half of the Specialists identified involvement in their 
regions from the following community partners: aging and disability services (97%), behavioral 
health services (88%), area Coordinated Care Organization (67%), residential care (64%), and 
hospital emergency departments (50%). With response categories ranging from (1) “not at all” 
to (4) “a great deal”, both aging and behavioral health services were perceived to be involved in 
coordination and collaboration somewhat (3) to a great deal (4). Primary care clinics and 
hospital/emergency departments were seen as a little (2) to somewhat (3) involved. Other 
community partners were seen as having little (2) to no (1) involvement.  


There was consistent community partner involvement over time as perceived by 
Specialists.  


 


Table 3  
Perceived Community Partner Involvement in Coordination and Collaboration Activities: 
Specialists’ Quarter Reports, 2016-2018 


Community Partner 2016 
Q4 


2017 
Q4 


2018 
Q4 


Trend 


a. Aging services 97 97 97 n/s 


b. Behavioral health services 86 91 88 n/s 


c. Center for Independent Living 28 19 27 n/s 


d. Veterans services 24 31 33 n/s 


e. Primary care clinic 52 53 48 n/s 


f. Hospital/emergency department 55 50 50 n/s 


g. Area coordinating care organization 66 78 67 n/s 


h. Local law enforcement 38 38 34 n/s 


i. EMT or similar emergency responder 38 44 31 n/s 
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Table 3 (Continued) 
Community Partner 2016 


Q4 
2017 
Q4 


2018 
Q4 


Trend 


j. Tribal organization 7 21 13 n/s 


k. Advocacy organization/consumer/family member 34 50 30 n/s 


l. Residential care 55 56 64 n/s 


m. Faith community 21 19 15 n/s 


n. Elected government official 14 22 18 n/s 


o. Home care/Home health care 55 42 48 n/s 


 
Note: The percentages above include Specialists who indicated the community partner was involved 
either “somewhat” or “a great deal.” Not all data points/quarterly data are shown for ease of 
presentation, but tests of linear trend utilized all available data; “n/s” indicates that the linear trend 
coefficient is not statistically significant. 


 
In the Stakeholder Survey, respondents included all of these categories of community 


partners, with the largest proportions representing aging and disability services and behavioral 
health, as displayed in Figure 9 below. These two groups represented 22 and 20 percent of all 
responding stakeholders in 2019, respectively. The “other” category was composed of various 
community partners such as law enforcement, veterans services, tribal organizations, and faith 
communities, among others. The slight increase over time in the share of this group from 53% 
to 58% may be a sign that Specialists are reaching out to previously unconnected community 
partners. 


 


 
Figure 9. Percentage of stakeholders from each stakeholder group 
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Stakeholder Engagement. Engaging core stakeholders is imperative for building 
partnerships and bridging gaps between service sectors. A majority of stakeholders agreed or 
strongly agreed that the Initiative was a priority for their organization throughout the period 
(53% in 2017; 60% in 2018; 55% in 2019). Fifty-three percent of stakeholders also agreed or 
strongly agreed that “Community partners who attended coordination and collaboration 
discussions or meetings have agreed on what their priorities should be for addressing the gaps 
in behavioral health services for older adults and adults with physical disabilities,” and this 
indicator improved between 2017 and 2019. About 70% of stakeholders agreed or strongly 
agreed that they had several other projects that were competing for their time and attention” 
but this indicator improved slightly (that is, there was less competition) (from 73% in 2018). 
Participants in joint discussions or meetings were seen as very committed to improving 
behavioral health services for older adults and adults with physical disabilities, with 86 percent 
of stakeholders agreeing or strongly agreeing with this statement. 


Stakeholders also identified obstacles to engagement. There was strong evidence of 
worsening since 2018 and some evidence of worsening since 2017 with respect to the indicator 
that “the Initiative was a priority for their organization”, which was a setback. In addition, the 
“right people” may be missing from the table in these collaboration and coordination 
discussions, with only 45% of stakeholders in 2019 reporting that the people who can make 
changes in agency programs or services were participating (a slight but not statistically 
significant increase from 42% in 2018). 


The percentage of stakeholders who reported having participated regularly in 
discussions or meetings whose primary purpose was to talk about collaboration or coordination 
of services in their communities declined from 43 percent in 2018 to 34 percent in 2019 (Figure 
10 below). The share of stakeholders who reported having never attended these meetings 
increased from 18 percent in 2017 to 31 percent in 2019. There is some evidence to suggest 
that these observed changes in attendance in these meetings are statistically significant. 


 


Figure 10. Participation by stakeholders in discussions with Specialists  
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In their quarterly reports, Specialists were asked to rate seven statements (1=strongly 
disagree to 5=strongly agree) about the extent to which core stakeholders were engaged with 
the Initiative through such activities as expressing support, having direct involvement, having 
regular contact with the stakeholders, and agreement on gaps and priorities in behavioral 
health services for older adults and people with disabilities (see Figure 11 below). The majority 
of Specialists agreed or strongly agreed with these statements. Core stakeholders’ engagement 
in these activities as reported by Specialists did not change over time (it increased slightly 
between Q3 2016 and Q2 2017 (not significantly), but then it declined significantly back to the 
Q3 2016 level).  


 


Figure 11. Specialists’ ratings of stakeholder engagement 


 


Community Building. Building and supporting community capacity is critically important 
to the success and sustainability of the Initiative. Specialists reported on 10 indicators of 
capacity in their communities. Examples of these indicators include: (1) forming a cohesive 
group to address gaps in services, (2) meeting often enough to make progress in reducing gaps 
in services, (3) putting formal agreements in place, and (4) ensuring “the right people” are 
participating in their meetings. Since July 2016, community partners’ involvement in these 
activities has increased significantly (see Figure 12 below). Specifically, Specialists were more 
likely to report that: community partners had formed a cohesive group committed to 
addressing gaps in services; community partners met often enough to make progress in 
reducing gaps in services; consumers were well represented at community partner meetings; 
coordination among community partners had improved; formal agreements (such as 
memoranda of understanding or participation agreements) were more likely to be in place; 
agencies were not working in silos; and the interference of turnover in community partner 
organizations with the Initiative’s momentum had declined. 


 







  16 
 


 


Figure 12. Specialists’ ratings of community capacity 


 


Complex Case Consultation 


A complex case consultation (CCC) is defined as a discussion (in-person or via 
conference call) among the Specialist and one or more direct service provider, primary care 
providers, hospital staff, emergency responders, consumers or family members with the 
express purpose of resolving problems or concerns about the care or treatment plan for an 
older adult or adult with physical disabilities who have behavioral health needs. Specialists 
across Oregon used a reporting instrument to collect information about each complex case 
consultation in which they participated during between October 2017 and March 2019 (six 
quarters). This reporting instrument was developed in consultation with Specialists. During this 
period, Specialists reported on a total of 2,331 complex case consultations, roughly an average 
of 16 per quarter per Specialist. The number of cases per quarter varied considerably by 
Specialist, however, ranging from a few to over 50. (Note that because some cases have missing 
values on some variables, the sample size for each field or variable varies.) 


The percentage of stakeholders who reported that they participated in any complex 
case consultation (CCCs) that included the Specialist remained fairly similar over time: 39% of 
Stakeholders in 2017, 44% in 2018, and 42% in 2019. When asked about the nature of complex 
case consultations that they attended, 45 percent of stakeholders reported that the majority of 
CCCs were unplanned, due to an urgent or crisis situation or the need to locate a resource for a 
client. This figure was similar in 2017 (47%) and 2018 (42%). The share of stakeholders who 
reported that the majority of CCCs were part of a regularly scheduled case review that involved 
staff only from their own agencies was 14 percent. Finally, the percentage of stakeholders who 
reported that the majority of the CCCs were part of a regularly scheduled case review meeting 
that included staff from different organizations or different departments within a large agency 
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(e.g., a multidisciplinary team meeting) remained the same, at 41 percent and did not change 
significantly over time. 


 


Figure 13. Stakeholder ratings of the success of complex case consultations 


 Overall, there was no statistically significant change over time in stakeholders’ views of 
the success of CCCs in resolving the problems or concerns about the care or treatment plan for 
the older adults or adults with physical disabilities. About 44 percent saw the CCCs as having 
been very (6%) or pretty successful (38%) (almost all or most, respectively, problems were 
addressed) and another 46 percent saw them as somewhat successful (some problems were 
resolved but many remained unresolved); only 9 percent reported the CCCs as being not very 
successful (8%) or not successful at all (1%). 


The reporting tool used by Specialists provided important new detail about the nature 
and scope of CCCs and the consumers who are served. These data were available beginning in 
October 2017 and through March 2019 (six quarters). The reporting instrument changed 
slightly over time, after incorporating feedback from the Specialists using the form and the OHA 
Project Director. Pooling the data from all six quarters, the consumers served in CCCs were 
slightly more likely to be female (52%), and the largest age group of consumers included people 
between ages 65 and 74 (34%), followed by those younger than age 60 (24%). The CCC 
consumers were older compared to Oregon’s general population, based on available data from 
the American Community Survey 2012-2017 (see Figure 14).  
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Figure 14. Age distribution among CCC consumers and Oregon residents 


  


Eleven percent of consumers for whom information was available about their veteran 
status were veterans, although veteran status was unknown in one quarter (24%) of 
consultations. In 35 percent of cases, Specialists had previously consulted about the consumer. 
(This variable was added in Q2 2018 (n=1,239).) Just over half of consultations were planned 
(54%) and involved people from multiple organizations or multidisciplinary teams (51%) 
(combined because this variable changed over time). A small portion (13%) of cases involved a 
team from a single organization only. 


The most common types of actions taken by the Specialists during the consultations 
were: assisting the person/organization who referred the case (“consultee”) with information 
or referrals to services required by the consumer (63%); providing the consultee with clinical 
information about the consumer’s presenting problems (33%); providing the consultee with 
additional staff training or coaching (29%); and providing the consumer and/or surrogate with 
short-term help in accessing services (28%). In 15 percent of cases, Specialists also took other 
actions, such as completing an assessment with a consumer or assisting the consumer with the 
service eligibility process.  


For about half of the cases (45%), a change in residence was recommended. In 54 
percent of those cases, however, a change in residence was not obtained either because the 
option was not available (42%) or the consumer refused (12%). A majority of recommended 
changes (70%) in residential setting were moves to higher level of care (see Figure 15). When 
residential needs were identified, Specialists noted special circumstances, such as the consumer 
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having refused the recommended residential setting or providers being unclear as to which 
setting would best suit consumer needs. 


 


Figure 15. Recommended change in residential setting (if any recommended) 


 


The Specialists reported that the community could provide at least some of the 
resources necessary to address the needs of the CCC consumer in 91 percent of cases. 
Resolution of complex cases often takes considerable time, particularly when resources are 
limited and barriers to services are significant. These cases also often demand considerable 
follow-up time from Specialists. Fourteen percent of cases were projected by Specialists to take 
more than three hours for follow-up activities. 


As expected, most consumers presented with multiple issues. These issues were 
categorized as physical or medical; neuro-cognitive; psychiatric or mental health; social or 
individual characteristics; and systems issues (see Table 4). Overall, 62% of cases involved 
consumers with five or more issues; half of these cases (or 30% of all cases) had 10 or more 
issues. Specialists and others in the CCC did not always know whether the consumer had a 
relevant diagnosis. In other situations, a diagnosis was suspected but not yet determined. 
Consumer issues varied for each case consultation. Difficulties in navigating the system for the 
client, family members or other supports (51% of all cases) and complex and/or co-occurring 
medical conditions (46% of all cases) were the consumer issues most likely to be reported, 
followed by the lack of or poor family/natural supports (43%). There were several issues that 
were part of at least one third of cases: ADL and other functional limitations (34%), isolation or 
loneliness (35%), or understanding eligibility for services (36%). Specialists also identified 
“other” reasons for consultations that were not included in the reporting instrument. Examples 
include refusal to take opioid medication due to stigma and the need for durable medical 
equipment due to a physical disability. The distribution of presenting issues is displayed in Table 
4 below. The quarters in which data were available for each problem/issue are also noted in 
this table. 
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Table 4 
Share of Cases with Diagnosed and Suspected (or Diagnosis Pending) Issues,  
October 2017-March 2019 


Broad 
Category 


Problem/Issue 


Data 
Availability 
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0
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0
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8
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0


1
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 2
0


1
8


 


Q
1


 2
0


1
9


 


Physical 


Medical 


Complex and/or co-occurring medical conditions X X X X X  46 2 


Co-occurring medical conditions      X 43 2 


Geriatric Syndromes (e.g., frailty, falls, self-neglect) X X X X X X 27 3 


Unresolved medical need X X X X X X 15 2 


ADL and other functional limitations X X X X X X 34 5 


Delirium X X X X X X 1 1 


Polypharmacy X X X X X X 5 1 


High utilization of emergency department and/or 911 X X X X X X 11 2 


Medical assistive device   X X X X 5 1 


Neurological 


Cognitive 


Dementia X X X X X X 16 9 


Lack of capacity, competence for decision making X X X X X X 18 11 


Acquired or traumatic brain injury X X X X X X 7 1 


Intellectual disability   X X X X 4 1 


Neurological disorder (e.g., seizures, Parkinson's) X X X X X X 3 <1 


Psychiatric 


Mental 


Health 


Mood Disorders (e.g., depression, anxiety) X X X X X X 26 16 


History of serious mental illness X X X    16 3 


Serious mental illness   X X X X 29 4 


Psychotic Disorders X X X    10 1 


Personality Disorders X X X X X X 4 3 


Hoarding X X X X X X 3 1 


Animal hoarding X X X X X X <1 <1 


Substance Use Disorders X X X X X  15 4 


Substance Use Disorders (excl. Opioid Use Disorder)      X 12 2 


Opioid Use Disorder      X 3 1 


Medication misuse X X X X X X 3 2 


Suicidality X X X   X 7 2 


Disruptive behaviors X X X   X 12 3 
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Table 4 (Continued) 


Broad 
Category 


Problem/Issue 
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Social 


Individual 


Isolation/loneliness X X X X X X 35 - 


Client refuses services X X X X X X 22 - 


Financial (e.g., cannot afford services, limited income) X X X X X X 27 - 


Housing/homelessness X X X    28 - 


Housing   X X X X 21 - 


Homelessness   X X X X 22 - 


Lack of or poor family/natural supports X X X X X X 43 - 


Law enforcement/criminal justice involvement X X X X X X 12 - 


Food insecurity X X X X X X 12 - 


Abuse (physical, emotional sexual, financial) X X X    7 - 


Self-Neglect X X X    17 - 


Lack of insurance X X X    2 - 


System System navigation (difficult for client/family/supports) X X X X X X 51 - 


Understanding eligibility X X X X X X 36 - 


Does not qualify for aging supports due to BH needs X X X X X X 13 - 


Does not qualify for BH supports due to ADL needs X X X X X X 10 - 


In home services needed and not available X X X X X X 9 - 


Health insurance limitations X X X X X X 6 - 


Workforce X X X X X  2 - 


Inadequate workforce (insufficient, lack of training)      X 5  


Can't afford/insurance won't cover services X X X X X  4 - 


Can’t afford services      X 9  


Lack of services X X X X X X 11 - 


Lack of or limited transportation X X X X X X 9 - 


Lack of communication between agencies X X X X X X 14 - 


Could not agree on a care plan X X X X X X 7 - 


Wait list is full or would take too long X X X X X X 2 - 


Hard to determine root cause(s) X X X X X X 7 - 


Legal issues (e.g., inappropriate evictions; guardianship 


issues) 
  X X X X 9 - 


 


Note: Date were not collected for suspected/diagnosis pending in issues under the social/individual and 


systems categories (as indicated by dashes). 
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Training: Workforce Development and Community Education 


In their quarterly reports, Specialists reported conducting, facilitated or planning a total 
of 405 community education (CE) events and 484 workforce development (WD) events 
between July 2017 and March 2019 – for an average of 58 CE and 69 WD events per quarter 
during this period (or an average of 127 CE or WD events per quarter). These events covered a 
wide array of topics, such as system navigation, available resources, communicating needs, 
physical disability/function, and advance planning/end-of-life care. Participants ranged from 
advocates and consumers to individuals who work in behavioral health services, primary care, 
or local law enforcement. See Figure 16 for the topics covered most frequently in the trainings. 


                           


 


Figure 16. Trainings offered most frequently by Behavioral Health Specialists 
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Most of the stakeholders responding to the stakeholder survey had attended at least 
one behavioral health-related in-service and/or training event planned, conducted or facilitated 
by the Specialist since June 2015, increasing from 62% of Stakeholders in 2017 to 74% in both 
2018 and 2019. In both 2018 and 2019, about 90% of stakeholders (both managers and staff) 
reported that their agencies were supportive of using the knowledge and skills they gained 
from trainings. In 2019, 72% of stakeholders agreed or strongly agreed that their agency 
provided opportunities for them to discuss or explore practice changes based on traning. 


Stakeholders who reported that they did not attend any in-service or training events 
were asked why this was the case. The reasons cited most frequently were lack of awareness 
about training opportunities (57%) and lack of time (47%); these did not change from 2018. 
There was some evidence of an increase of financial constraints being a contributing barrier to 
attending trainings: Although in 2018, only 11 percent of stakeholders reported that trainings 
were too expensive, in 2019, 30 percent of stakeholders reported this to be a barrier. It should 
be noted that the Specialists generally provide trainings at no charge, but there may be travel 
or costs related to the loss of work that may present a financial barrier.   


As described in the Data Sources section, 2,366 training participants completed the 
online evaluation of the training. They answered questions concerning their job characteristics, 
their knowledge about the topic before the training, how much they learned as a result of the 
training, their confidence in their ability to use the knowledge they gained, their perceptions of 
the training, trainer(s), and the training environment as well as demographic items. The training 
participants who responded to the evaluation represented a wide range of disciplines and 
positions within agencies. A majority of participants reported working for an aging and disability 
services organization (28%), followed by behavioral health services (24%). A smaller share 
reported working for health services (13%) or long-term services and supports organizations 
(6%). About one quarter of respondents (27%) reported working for other types of agencies, 
including but not limited to law enforcement, housing, faith organizations, advocacy groups and 
non-profits. 


In October 2018, the online evaluation began including some additional demographic 
items, such as the participant’s highest level of education, credentials, and hours provided of 
direct care service to clients, consumers, or patients. Of the participants who responded, 68 
percent had a four-year or Bachelor’s degree or higher. Across both quarters of data, 
MA/MS/MSW was the most common credential among participants (11%), followed by LCSW 
(7%). Seventy-seven percent of respondents reported providing at least one hour of direct care 
service, and 58 percent were providing direct care at least half of the time. Only eight percent 
reported providing care full time as part of their job. 


We asked participants to rate their level of knowledge about the training subject before 
they attended the training. Twenty-nine percent of respondents reported having little or no 
knowledge of the training topic prior to the training, while seventy-one percent reported having 
at least a moderate amount of knowledge before the training. 


According to the training participants, the trainings attended provided them with 
valuable information. Seventy-two percent of training participants reported having learned a 
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good or great deal, and another 20 percent reported they learned a moderate amount. Only 
nine percent reported having learned little or nothing at all. 


An important workforce development objective is for training participants to be able to 
use their knowledge gains in their work. To gauge this, participants were asked how confident 
they were that they would be able to use the knowledge they had gained in their work. Since 
October 2017, a majority (83%) reported being pretty or extremely confident that they would 
be able to use the knowledge they gained in their work. Only a small portion (5%) reported 
being only slightly confident or not confident at all. 


To explore whether these measures improved or worsened over time, we examined 
changes in mean scores over time for reported knowledge prior to training, perceived 
knowledge gains as a result of training, and confidence in ability to use the knowledge gained 
from training (see Figure 17 below). As the figure shows, the initial declines in reported 
knowledge prior to training were followed with a sustained increase beginning in Q3 2018. 
Initial declines in knowledge gained as a result of the training and in confidence in ability to use 
the knowledge gained were followed by increases, but then declines. 


 


 


Figure 17. Participants’ ratings of prior knowledge, knowledge gained, and confidence in ability 
to use the knowledge gained as a result of the training 


 


By way of explanation, it is possible that training participants were being exposed to 
new topics and ideas during the period between October 2017 and September 2018, so they 
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were increasingly learning new things (hence the drop in knowledge before and increase in 
knowledge gained). Starting with July 2018, perhaps there was a period of stagnation in terms 
of topics covered or a saturation of topics. The decline in confidence in ability to use the 
knowledge gained from training may be due to participants becoming more aware of the 
structural constraints or barriers to their use of the knowledge they gain. 


As part of our evaluation, we asked training participants several questions about the 
training/workshop, the trainer(s), and the environment in which the training took place. 
Overall, participants were positive regarding the contributions of the training to their work. 
Most participants (88%) somewhat or strongly agreed that the training met their expectations. 
The vast majority (91%) somewhat or strongly agreed that the training provided information 
that would be useful in their work. 


It is important to have the support of employers for workforce events since they can 
help address barriers to training through co-sponsoring, providing release time, and 
contributing space. Most participants (91%) perceived that the topic of the training they had 
attended was in an area supported by their employer. 


Considering that this Initiative focuses on older adults and people with disabilities who 
have behavioral health needs, it is important that the training topics are relevant to these two 
groups. A majority of training participants somewhat or strongly agreed that the training 
prepared them to work with or advocate for these two populations (86% and 82%, 
respectively). 


Almost all participants perceived the trainer(s) to be prepared, knowledgeable and 
responsive to their questions. A majority of training participants somewhat or strongly agreed 
that trainers were well prepared and that the trainer(s) gave clear explanations of the training 
topic (93% each). Finally, 95 percent somewhat or strongly agreed that the trainer(s) welcomed 
questions and responded to them appropriately. 


From October 2017 through December 2018, all training participants with valid email 
addresses were sent follow-up surveys two months after the training to understand how the 
information acquired in the training had been utilized in their work. Response rates were low, 
however (ranging from 17% to 26%), so these findings should be interpreted with caution. Still, 
the response rates for follow-up evaluations have been improving over time (in Q4 2017: 17 
percent; Q1 2018: 19 percent; Q2 2018: 20 percent; Q3 2018: 23 percent; and Q4 2018: 26 
percent). (The data from the Q1 2019 trainings’ follow-up surveys were not available until mid-
June and could not be included here.) 


 Among those who responded to the follow-up survey, the trainings had a significant 
impact (see Figure 18 below). With respect to organizational support, the vast majority (90%) 
reported having their supervisor’s support for using the knowledge and skills gained from the 
training, 83% reported that they shared information from the training with their coworkers, and 
three quarters (72%) reported that their agency had the staff and resources needed to apply the 
information presented in the training. 


The trainings also influenced services to older adults and people with disabilities. Two-
thirds of the training participants reported that they were providing better services to older 
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adults (65%) and people with disabilities (63%) as a result of the training. Eighty-seven percent 
reported that they were able to use the information from the training in their job, 72 percent 
reported that their work improved as a result of training, and 81 percent reported that the 
training gave them confidence in their ability to meet the needs of this population. However, 
only one-third of respondents (30%) reported that their agency was using screening or 
assessment tools they had learned about at the training. 


 


Figure 18. Percent of follow-up training evaluation respondents who agree or strongly agree 
with each statement (excluding “don’t know” and “not applicable” responses),  


Q3 2017 through Q4 2018 


Systems Change 
As described throughout this report, as a result of this Initiative, the Specialists have 


established stakeholder groups that are engaged in active problem solving and building 
community capacity, provided training that is increasing knowledge and improving practice, 
and supporting complex case consultations. These activities are intended to contribute to 
system changes, so we turn now to examining the evidence for system changes that are 
resulting from these efforts.  


A key element for bringing about systems change and positive consumer outcomes is 
the availability of a multidisciplinary team. A multidisciplinary team (MDT) is a group of 
professionals representing several disciplines who come together regularly to discuss 
consumers’ specific needs. Specialists were asked six questions about the presence and 
characteristics of MDTs in their communities, including the availability of expertise, presence of 
core stakeholders on MDTs, and stakeholder organizations’ willingness to provide services to 
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the client population. There was a slight but statistically significant increase in the overall MDT 
success as reported by Specialists over time (see Figure 19 below). 


 


Figure 19. Specialists’ ratings of success in multidisciplinary teams over time 


Table 5 below reports the percentage of Specialists who reported that an outcome was 
achieved in their community to a fair or great extent as reported in the first quarter of 2017, 
2018, and 2019.The final column of the table indicates whether there was a statistically 
significant, positive or negative linear (i.e., consistent) change over time since the first quarter 
data were available (some items were added in later quarters) to the first available quarter to 
Q1 2019. Note that for some items, the reported percentage is inconsistent with the finding 
because the changes were tested using longitudinal data, while the reports are cross-sectional 
in nature. In addition, it should be noted that for several indicators, there were as many as 60 
percent “Don’t know” responses. Indicators with “Don’t Know” responses of more than 30 
percent are followed by an asterisk. 


With these caveats in mind, the findings reveal that over time, Specialists became 
significantly more likely to report that referrals for complex case consultation had increased 
(38% in Q1 2017 to 58% in Q1 2019), it had become easier to make referrals, providers were 
increasingly willing to accept Medicare reimbursement for older adults and people with 
disabilities who have behavioral health needs, consumers and their family members had 
greater access to needed services, inappropriate hospitalizations had declined, and relevant 
services agencies were more knowledgeable about each other and the role each plays in 
addressing the behavioral health needs of this population. There were already very high levels 
of commitment among community partners to improving behavioral health services for older 
adults and adults with physical disabilities (90% of Specialists agreed in Q1 2018, and 97% 
agreed in Q1 2019) and that relevant services agencies (mental health and addictions) were 
coordinating and/or collaborating to better meet the behavioral health needs of older adults 
and adults with physical disabilities (80% in Q1 2018 and 81% in Q1 2019). 
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Table 5 
Specialists’ Ratings of Indicators of Success Over Time 


 2017 


Q1 


2018 


Q1 


2019 


Q1 


Sig. 


a. Referrals for complex case consultation have increased. 38% 71% 58% + 


b. It has become easier to make referrals. 45% 72% 77% ++ 


c. Providers are increasingly willing to accept Medicare reimbursement 
for older adults and people with disabilities who have behavioral 
health needs.* 


0% 4% 13% + 


d. Community partners have been more successful in resolving 
complex cases. 


52% 32% 50% n/s 


e. Consumers and their family members have greater access to needed 
services. 


24% 25% 50% + 


f. Organizations are able to obtain/grant waivers to existing eligibility 
criteria to expand access to services.* 


12% 0% 21% n/s 


g. Emergency Department stays have declined.* 13% 6% 6% n/s 


h. Inappropriate hospitalizations have declined.* 17% 6% 12% + 


i. Fewer people are being evicted from care settings for behavioral 
issues.* 


15% 10% 27% n/s 


j. Older adults and people with disabilities who have behavioral health 
needs and/or their family members are more likely to seek advice or 
help from direct service providers to better understand their signs and 
symptoms.* 


23% 22% 53% n/s 


k. Relevant services agencies [aging, physical disability, and behavioral 
health (mental health and addictions)] are more knowledgeable about 
each other and the role each plays in addressing the behavioral health 
needs of this population. 


62% 84% 81% + 


l. The majority of the people involved in the discussions or meetings 
are very committed to improving behavioral health services for older 
adults and adults with physical disabilities. 


- 90% 97% n/s 


m. Relevant services agencies (mental health and addictions) are 
coordinating and/or collaborating to better meet the behavioral health 
needs of older adults and adults with physical disabilities. 


- 80% 81% n/s 


Notes: Percentages refer to the share of cases responding “to a fair extent” or “to a great extent” in 
each quarter. A dash (-) indicates that the item was not asked that quarter. + p < .01, ++ p < .05.  
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Many stakeholders also reported systems-related successes. Below is a sample of their 
comments. 


The most significant success has been to have more engagement with 
multiple systems of care in order for them to talk to each other. 
   


Having our older adult care coordinator stationed in our behavioral health 
department (and next door to our mental health walk-in center) has been 
very helpful.     
    


[A success is] that there is even a discussion occurring regarding this 
population. Bringing the issue front and center is vital in order for the issue to 
be addressed. The collaborations and partnerships that have developed out of 
this effort is [sic] also a success. 
     


The MDT meetings have been so very helpful in attempts to try creative approaches 
in solving specific case problems.     


 


Consumer Outcomes 


Many groups within the population of older adults and people with physical disabilities 
are especially underserved yet have unique vulnerabilities that lead to increased needs for 
behavioral services. Stakeholders were provided a list of these groups and asked the extent to 
which behavioral health services were being provided to various specific subgroups of older 
adults and people with physical disabilities (Table 6 below). A sizable portion of stakeholders 
(from 18 to 39 percent) reported that they did not know the extent to which these groups were 
served. However, among stakeholders who did provide an assessment, none of the groups 
were reported to have been served to even a fair extent by more than one third of 
respondents. There was some evidence of decline between 2018 and 2019 in the share of 
stakeholders who reported that those living in memory care units and those at risk of 
behavioral health issues due to isolation were receiving behavioral health services to a fair or 
great extent. The item concerning memory care units is misleading; residents of memory care 
units are not the target of behavioral health services; rather, it is the staff who are the target 
for training. With respect to the finding concerning less agreement that behavioral health 
services were being provided for those who are isolated, greater awareness of the extent and 
effects of social isolation, due to more attention in the media and Specialists’ efforts to raise 
awareness, likely contributed to this result. 
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Table 6 
Stakeholders’ Reports of Behavioral Health Services Provided to Underserved Populations,  
2017-2019 


 2017 


% 


2018 


% 


2019 


% 


a. Those living in nursing homes 16 12 13 


b. Those living in assisted living communities 14 14 15 


c. Those living in adult foster/care homes 23 18 17 


d. Those living in memory care units - 19 12 


e. Those living independently 22 24 20 


f. Those with early/mild behavioral health issues 19 19 14 


g. Those at risk of behavioral health issues due to isolation 12 17 9 


h. Ethnic minority populations - - 10 


i. LGBTQ+ populations - - 12 


j. Veterans 27 28 29 


k. Those with substance use disorders 24 26 23 


l. Those with serious mental illness - - 33 


m. Dementia with behavioral symptoms - - 19 


Notes: Percentages refer to the share of stakeholders who responded “to a fair extent” or “to a great 
extent” within valid (non-missing) responses each year. Dash (-) indicates that an item was not asked 
that year. 


 


The long-term goal of the Behavioral Health Initiative is to improve the quality of life for 
older adults and people with disabilities who have behavioral health needs. Results from 
systems changes and their effect on large numbers of consumers may not be apparent in the 
short term, but ultimately they are how the Initiative will be evaluated. It is important to keep 
the focus on these consumer outcomes. These desired consumer outcomes are listed in Table 7 
(see the next page).  


To learn about stakeholders’ perceptions of consumer outcomes, they were asked a 
series of questions about the extent to which progress had been made in the previous year to 
improve services in their community for older adults and adults with physical disabilities with 
behavioral health needs. There was a significant number of “don’t know” responses (ranging as 
high as 50-60 percent), which most likely reflected the diverse nature of the stakeholders who 
were surveyed and their job positions (e.g., policymakers vs. direct care workers) as well as the 
lack of availability of outcome-specific data. Table 7 below displays stakeholders’ responses. As 
reported earlier, Specialists were also asked to identify progress made toward system changes 
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and various consumer outcomes and had similarly high levels of “don’t know” reponses for 
some items (as with Specialists’ reports, those items with 30 percent or higher levels of “don’t 
know” are noted with an asterisk). In addition, the wording of items across the two groups is 
not comparable. In the future, other ways of collecting data about these outcomes can be 
considered, including interviews with stakeholders and Specialists. 


 None of the indicators were assessed as having reached a fair or great extent between 
2017 and 2019 by more than a third of stakeholders (see Table 7 below). There was also some 
evidence that some outcomes worsened over time, as reported by stakeholders. In particular, 
there was less agreement that older adults and people with physical disabilities who have 
behavioral health needs: 


 “were recognized as priority populations in their community.” 


 “were now more likely to have timely access to the full range of services they need (such 
as housing, medication management, transportation).” 


 “were now more likely to have access to community-based behavioral health programs 
or services that have demonstrated their effectiveness.” 


 “were more likely to receive help from direct service and/or primary care providers with 
the requisite knowledge and skills.” 


Finally, there was less agreement that “Community partners were more successful in resolving 
complex cases.” 


 


Table 7 
Stakeholder Assessment of Progress Toward Consumer Outcome Goals, 2017-2019  


 2017 


% 


2018 


% 


2019 


% 


a. Older adults and people with physical disabilities who have 
behavioral health needs are recognized as priority populations in the 
community. 


29% 28% 25% 


b. These adults are more likely to have timely access to the full range 
of services they need (e.g., housing, medication management, 
transportation). 


9% 11% 10% 


c. These adults are more likely to have access to community-based 
behavioral health programs or services that have demonstrated their 
effectiveness. 


19% 19% 11% 


d. These adults are more likely to have information about ways to 
promote mental health well-being (e.g. social engagement, physical 
activities). 


13% 17% 14% 
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Table 7 (Continued) 


 2017 


% 


2018 


% 


2019 


% 


e. Lengths of stay for emergency departments, hospitals, jails, 
inpatient psychiatric units, the Oregon State Hospital have reduced 
for these adults.* 


17% 17% 18% 


f. “Evictions” of these adults from community-based long-term care 
facilities, nursing homes, public housing, etc. have been reduced.* 


14% 10% 9% 


g. These adults are more likely to have their signs and symptoms 
recognized as behavioral health needs rather than as being due to 
“aging.” 


29% 23% 22% 


h. These adults are more likely to receive help from direct service 
and/or primary care providers with the requisite knowledge and skills. 


22% 21% 17% 


i. Older adults, adults with physical disabilities and/or their family 
members are more likely to seek advice or help from direct service or 
primary care providers to better understand their signs and 
symptoms.* 


26% 32% 26% 


j. Community partners have been more successful in resolving 
complex cases. 


31% 31% 23% 


Notes: Percentages refer to the share of stakeholders who responded “to a fair extent” or “to a great 
extent” within valid (non-missing) responses each year. An asterisk indicates that the percentage of 
“don’t know” responses was 30% or greater. 


 


Retention and Recruitment of Behavioral Health Specialists 


Turnover of Behavioral Health Specialists, who form the backbone of the Behavioral 
Health Initiative, has the potential to affect the overall success of the Initiative.  While a 
replacement Specialist is being recruited, local capacity building efforts may be stymied. Other 
factors related to turnover will affect the pace of local efforts as well, including the skills and 
experience of the new Specialist, the extent of the orientation that the new Specialist receives 
from the outgoing Specialist and/or the contractor, and the time it takes for the new Specialist 
to engage with local stakeholders and resume Initiative activities. Consequently, we 
recommend that the impact of turnover should be examined in the next biennium. 


As of June 2019, seven of the original cohort of 24 Specialists remained in their 
positions, indicating that a majority have left and local communities and contractors have had 
to deal with turnover. It is difficult to determine what an expected rate of turnover would be 
for this position. Data to address this question are not available for Oregon, but every two years 
the U.S. Bureau of Labor Statistics publishes this information for the nation, which results from 
supplemental questions included in the Current Population Survey. The most recent data show 







  33 
 


that median turnover for employees in the health care and social assistance category of 
industries has been fairly steady and was 3.9 years in January 2018.3 For employees in 
healthcare support occupations, median tenure was 3.0 years in January 2018.4 Public-sector 
workers tend to stay in their jobs longer than the average in the much larger private-sector 
workforce. The median tenure for public-sector workers in January 2018 was 6.8 years, 
compared with 3.8 years among workers in the private sector. Among public-sector workers in 
State government, median tenure was 5.9 years.5 


The median tenure of Specialists excluding current Specialists is 2.75 years (2 years and 
9 months); the median tenure including current Specialists is 2.83 years. Each of these statistics 
is less than either the national median tenure for employees in healthcare support occupations 
or especially that for employees in the health care and social assistance industry in the private 
sector.  


There may be recruitment “best practices” that contractors could use when filling 
vacant positions. For example, if the applicant pool continues to be people with clinical 
experience in behavioral health, it would be helpful to explore how contractors can identify 
applicants who want to transition into a new role that does not involve having a caseload, may 
require a steep learning curve and may be the only position of its kind in the agency. Similarly, it 
would be useful to identify effective strategies for orienting a new Specialist.  


Sources of job dissatisfaction that might impact retention should also be explored. 
These may include: salary and benefits, including financial and managerial support for 
professional development; workload, including travel; access to management for advice, 
support and direction; access to clerical support; and concern about continued state funding for 
the Specialists’ positions. 


Another important factor to consider is the extent to which Specialists “have the 
authority necessary to assure that system changes can be made to ensure service delivery 
systems will meet individual needs” that the Budget Workgroup originally intended them to 
have. Without this authority, it may not be possible to accomplish the desired systems changes. 
Similarly, some Specialists have considerable experience in bringing groups together; others do 
not, and could potentially benefit from professional development. Also, some managers are 
very supportive of the Initiative, while others are less so, and this can limit progress toward 
achieving the goals of the Initiative.  


In 2020, the Initiative will mark its fifth year of operation. This would be a logical time to 
consider those personnel factors that may impact progress toward improving behavioral health 
systems of care for older adults and people with physical disabilities in local communities. Since 
Specialists are the mainstay of the Initiative, identifying ways to recruit and sustain a qualified 
workforce is critical to the Initiative’s success statewide. 


  


                                                           
3 Retrieved on 7/12/19 from https://www.bls.gov/news.release/tenure.t05.htm 
4 Retrieved on 7/12/19 from https://www.bls.gov/news.release/tenure.t06.htm 
5 Retrieved on 7/12/19 from https://www.bls.gov/news.release/tenure.t05.htm 



https://www.bls.gov/news.release/tenure.t05.htm

https://www.bls.gov/news.release/tenure.t06.htm

https://www.bls.gov/news.release/tenure.t05.htm
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Recommendations 


The following recommendations have been developed by the Portland State University 
Institute on Aging evaluation team based on analyses of the evaluation data (i.e., Stakeholder 
surveys, Behavioral Health Specialists’ quarterly reports, training evaluations, complex case 
consultation reports, and surveys of the Behavioral Health Specialists), with the aim of 
improving outcomes for older adults and people with physical disabilities. 


 


1. Integrate behavioral health (OHA) and aging services (DHS) for older adults and people 
with disabilities with cross-system care needs. 


a. Acknowledge shared responsibilities for services by executing MOUs at the state 
and local levels. 


b. Use “braided” or blended funding strategies so that each agency contributes to 
the needed array of services. 


c. Prioritize building bridges between local agency leaders and their staff to reduce 
state agency siloes. 


2. Elevate older adults and people with disabilities as a priority population in organizations 
and programs that offer behavioral health services and supports.  


a. Allocate funding for appropriate services. 
b. Support and invest in a knowledgeable and skilled workforce. 
c. Promote program development to enhance access to services and specialized 


housing. 
3. Increase Medicare literacy and promote structural changes. 


a. Allocate funding for technical assistance for providers. 
b. Educate providers on behavioral health billing codes and alternative strategies. 
c. Advocate for increased reimbursement rates and a larger group of qualified 


professionals who can provide billable mental health services for this population. 
4. Consider and address the personnel-related factors that may impact the progress of the 


Initiative. Since the Behavioral Health Specialists are the backbone of the Initiative:   
d. Assess the factors affecting Specialist turnover.   
e. Identify ways to recruit and sustain a qualified workforce of Behavioral Health 


Specialists. 
 


 
 


  







  35 
 


Conclusion  
Many barriers remain to addressing the behavioral health needs of older adults and 


people with physical disabilities in the state of Oregon, and there is considerable agreement 
between stakeholders and Specialists, at least, concerning what these barriers are. At the same 
time, several barriers appear to have lessened in the last two years, which is good news. 


The evidence for progress toward accomplishing the goal of the Initiative is mixed, 
however. There were both improvements and downturns in the indicators of collaboration and 
coordination over time. With respect to community partner involvement in community capacity 
building activities, there were several improvements. Specialists appear to be reaching out to 
community partners previously unconnected to the Initiative. 


Specialists are the backbone of the Initiative, and they are busy! Each was involved in an 
average of five workforce development or community education events per quarter and an 
average of 16 complex case consultations per quarter. The trainings they conducted, hosted, or 
planned were evaluated very highly. They have initiated many unique and innovative programs.  


Other reasons for optimism about the prospects for success for the Initiative are the 
increase in overall success of multidisciplinary teams and improvements in several consumer 
outcomes as perceived by Specialists over time. Among the stakeholders surveyed, however, 
there was some evidence that some outcomes had worsened over time. Also, few of the most 
vulnerable groups of older adults and people with disabilities were reported by stakeholders as 
having received behavioral health services, and there was some evidence of decline in service 
for some, although these results should be viewed with caution given changes over time in the 
sample for the stakeholder survey. Clearly, gains have been made, but work remains to be done 
to address the behavioral health needs of older adults and people with physical disabilities in 
Oregon. These findings demonstrate a need for system-level changes, the majority of which 
cannot be addressed by individual Specialists. Moreover, positive changes in the desired 
outcomes are likely to require considerably more time to realize than the few years of the 
Initiative’s existence. Formal agreements for sharing information and resources and reducing 
silos between community partners still are needed. Ground needs to be made up with respect 
to elevating older adults and people with disabilities who have behavioral health needs as a 
priority population. Although progress has been made with respect to getting providers to 
accept Medicare reimbursement, continued effort is needed to educate federal policy makers 
about flaws in Medicare reimbursement rates and practices and to inform local providers about 
alternative billing strategies. Because progress in the Initiative rests heavily on the work of the 
Behavioral Health Specialists, it is critically important to identify ways to recruit and sustain a 
qualified cadre of Specialists.  


 


 






[bookmark: _GoBack]What It Means To Be Transgender And To Experience Gender Dysphoria

Transgender individuals have a “gender identity”—a “deeply felt, inherent sense” of their gender—that is not aligned with the sex assigned to them at birth.[footnoteRef:1] Transgender people differ from non-transgender individuals, whose gender identity aligns with the sex assigned at birth.[footnoteRef:2] A transgender man is someone who is assigned the sex of female at birth, but transitions later in his life to being male. A transgender woman is an individual who is assigned the sex of male at birth, but transitions later in her life to being female. A transgender man is a man. A transgender woman is a woman.  [1:  Am. Psychol. Ass’n, Guidelines for Psychological Practice with Transgender and Gender Nonconforming People, 70 Am. Psychologist 832, 834 (2015) [hereinafter “Am. Psychol. Ass’n Guidelines”]; see also David A. Levine & Comm. on Adolescence, Am. Acad. of Pediatrics Technical Report, Office-Based Care for  Lesbian, Gay, Bisexual, Transgender, and Questioning Youth, 132 Pediatrics e297, 298 (2013) [hereinafter “AAP Technical Report”]. Although most people have a gender identity that is male or female, some individuals have a gender identity that is “a blend of male or female[,] or an alternative gender.” Am. Psychol. Ass’n Guidelines, at 834.  ]  [2:  Am. Psychol. Ass’n Guidelines, supra, at 861.  ] 


Recent estimates suggest that approximately 1.4 million transgender adults live in the United States, or 0.6 percent of the adult population.[footnoteRef:3] That said, “population estimates likely underreport the true number of [transgender] people.”[footnoteRef:4] People of all different races and ethnicities identify as transgender.[footnoteRef:5] [3:  Andrew R. Flores, et al., The Williams Inst., How Many Adults Identify as Transgender in the United States? 2 (2016), 
http://williamsinstitute.law.ucla.edu/wp-content/uploads/How-Many-Adults- Identify-as-Transgender-in-the-United-States.pdf.  ]  [4:  Am. Psychol. Ass’n Guidelines, supra, at 832.  ]  [5:  See Halley P. Crissman, et al., Transgender Demographics: A Household Probability Sample of US Adults, 2014, 107 Am. J. Pub. Health 213, 214-15 (2017); Andrew R. Flores, et al., The Williams Inst., Race and Ethnicity of Adults Who Identify as Transgender in the United States 2 (2016), 
https://williamsinstitute.law.ucla.edu/wp-content/uploads/Race-and-Ethnicity-of-Transgender-Identified-Adults-in-the-US.pdf.  ] 


Our professions recognize that being transgender “implies no impairment in judgment, stability, reliability, or general social or vocational capabilities”—and that stigmatizing transgender people also causes significant harm.[footnoteRef:6] [6:  Am. Psychiatric Ass’n, Position Statement on Discrimination Against Transgender and Gender Variant Individuals (2012), 
https://psychiatry.org/File%20Library/About-APA/Organization-Documents-Policies/Policies/Position-2012-Transgender-Gender-Variant-Discrimination.pdf.  ] 


A. Gender Identity 

“[G]ender identity” refers to a person’s internal sense of being male, female, or another gender.[footnoteRef:7]  Every person has a gender identity,[footnoteRef:8] which cannot be altered voluntarily[footnoteRef:9] or necessarily ascertained immediately after birth.[footnoteRef:10] Many people develop stability in their gender identity between ages three and four.[footnoteRef:11] [7:  Am. Psychol. Ass’n, Answers to Your Questions About Transgender People, Gender Identity, and Gender Expression 1 (2014), 
http://www.apa.org/topics/lgbt/transgender.pdf.  ]  [8:  See Caitlin Ryan, Family Acceptance Project, Supportive Families, Healthy Children: Helping Families with Lesbian, Gay, Bisexual, & Transgender Children, 17 (2009), 
http://familyproject.sfsu.edu/sites/default/files/FAP_English%20Booklet_pst.pdf.  ]  [9:  Colt Meier & Julie Harris, Am. Psychol. Ass’n, Fact Sheet: Gender Diversity and Transgender Identity in Children 1, 
http://www.apadivisions.org/division-44/resources/advocacy/transgender-children.pdf; see also Am. Acad. of Pediatrics, Gender Identity Development in Children (2015), 
https://healthychildren.org/English/ages-stages/gradeschool/Pages/Gender-Identity-and-Gender-Confusion-In-Children.aspx.  ]  [10:  Am. Psychol. Ass’n Guidelines, supra, at 862.  ]  [11:  Id. at 841. “Although gender identity is usually established in childhood, individuals may become aware that their gender identity is not in full alignment with sex assigned at birth in childhood, adolescence, or adulthood.” Id. at 836.  ] 


“[G]ender expression refers to the way a person communicates gender identity to others through behavior, clothing, hairstyles, voice, or body characteristics.”[footnoteRef:12] There are many individuals who depart from stereotypical male and female appearances and roles, but who are not transgender.[footnoteRef:13] Indeed, most people who express their gender in a non-stereotypical or non-conforming manner are or become comfortable with the sex they were assigned at birth.[footnoteRef:14] [12:  Am. Psychol. Ass’n, Answers to Your Questions About Transgender People, supra, at 1.  ]  [13:  Ethan C. Cicero & Linda M. Wesp, Supporting the Health and Well-Being of Transgender Students, J. Sch. Nursing 1, 6 (2017).  ]  [14:  16 World Prof’l Ass’n for Transgender Health, Standards of Care for the Health of Transsexual, Transgender, and Gender-Nonconforming People 5 (7th Version, 2011), http://www.wpath.org/site_page.cfm?pk_association_webpage_menu=1351&pk_association_webpage=4655 [hereinafter “WPATH Standards of Care”]  ] 


B. Gender Dysphoria 

As noted above, being transgender “implies no impairment in judgment, stability, reliability, or general social or vocational capabilities.”[footnoteRef:15] However, many transgender individuals are diagnosed with gender dysphoria, a condition that is characterized by clinically-significant distress and anxiety resulting from the incongruence between an individual’s gender identity and birth-assigned sex.[footnoteRef:16] As discussed in detail below, the recognized treatment for someone with severe gender dysphoria is medical support that allows the individual to transition from their assigned sex to the sex associated with his or her gender identity.[footnoteRef:17] These treatmentsare “effective in alleviating gender dysphoria and are medically necessary for many people.”[footnoteRef:18] [15:  Am. Psychiatric Ass’n, Position Statement on Discrimination Against Transgender and Gender Variant Individuals, supra.  ]  [16:  Am. Psychiatric Ass’n, Diagnostic and Statistical Manual of Mental Disorders 451-53 (5th ed. 2013) [hereinafter “DSM-5”].  ]  [17:  WPATH Standards of Care, supra, at 9-10.  ]  [18:  Id. at 5; see also Joycelyn Elders, et al., Palm Center, Report of the Transgender Military Service Commission 10 (2014), 
http://archive.palmcenter.org/files/Transgender%20Military%20Service%20Report_2.pdf [hereinafter “Elders Commission”] (“While gender identity disorder was pathologized as an all-encompassing mental illness, gender dysphoria is understood as a condition that is amenable to treatment.”).  ] 


1. The Diagnostic Criteria and Seriousness Of Gender Dysphoria

The Diagnostic and Statistical Manual of Mental Disorders codifies the diagnostic criteria for gender dysphoria in adults as follows: “A marked incongruence between one’s experienced/expressed gender and assigned gender, of at least 6 months’ duration, as manifested by at least two” out of six criteria, and “clinically significant distress or impairment in social, occupational, or other important areas of functioning.”[footnoteRef:19] The six criteria include (1) “[a] marked incongruence between one’s experienced/expressed gender and primary and/or secondary sex characteristics”; (2) “[a] strong desire to be rid of one’s primary and/or secondary sex characteristics”; (3) “[a] strong desire for the primary and/or secondary sex characteristics of the other gender”; (4) “[a] strong desire to be of the other gender (or some alternative gender . . .)”; (5) “[a] strong desire to be treated” as a gender different from one’s assigned gender; and (6) “[a] strong conviction that one has the typical feelings and reactions” of a different gender.[footnoteRef:20] Similarly, the World Health Organization’s International Classification of Diseases recognizes that gender dysphoria is “characterized by a persistent and intense distress about assigned sex, together with a desire to be (or insistence that one is) of the other sex.”[footnoteRef:21] [19:  DSM-5, supra, at 451-53.  ]  [20:  Id. at 452.  ]  [21:  World Health Organization (“WHO”), International Classification of Diseases-10 F64.2 (2015 ed.), 
http://apps.who.int/classifications/icd10/browse/2015/en#/F64.2. For its upcoming International Statistical Classification of Diseases-11, the WHO has proposed using “gender incongruence” as the name for the gender identity–related diagnoses. Wylie C. Hembree, et al., Endocrine Treatment of Gender-Dysphoric/Gender-Incongruent Persons: An Endocrine Society Clinical Practice Guideline, 102 J. Clinical Endocrinology & Metabolism 3869, 3875 (2017).  ] 


If untreated, gender dysphoria can cause debilitating distress, depression, impairment of function, self-mutilation to alter one’s genitals or secondary sex characteristics, other self-injurious behaviors, and suicide.[footnoteRef:22] Like other minority groups, transgender individuals also are frequently subjected to prejudice and discrimination in multiple areas of their lives, which intensifies distress. This reality makes access to appropriate medical care all the more important.[footnoteRef:23] [22:  See, e.g., DSM-5, supra, at 455, 458; George R. Brown, Autocastration and Autopenectomy as Surgical Self-Treatment in Incarcerated Persons with Gender Identity Disorder, 12 Int’l J. Transgenderism 31, 31-39 (2010).  ]  [23:  Michael L. Hendricks & Rylan J. Testa, A Conceptual Framework for Clinical Work with Transgender and Gender Nonconforming Clients: An Adaptation of the Minority Stress Model, 43 Prof’l Psychol.: Research & Practice 460 (2012); Jessica Xavier et al, Va. Dep’t of Health, The Health, Health-Related Needs, and Lifecourse Experiences of Transgender Virginians (2007),  http://www.vdh.virginia.gov/content/uploads/sites/10/2016/01/THISFINALREPORTVol1.pdf.  ] 


2. The Accepted Treatment Protocols for Gender Dysphoria 

Gender dysphoria is completely treatable.[footnoteRef:24] Today, transgender people have widespread access to gender-affirming medical and mental health support and treatment.[footnoteRef:25] For over 30 years, the accepted treatment protocols for gender dysphoria[footnoteRef:26] have sought to alleviate the distress associated with the incongruence between gender identity and birth-assigned sex.[footnoteRef:27] These protocols are laid out in the Standards of Care for the Health of Transsexual, Transgender, and Gender Nonconforming People (Version 7) developed by amicus curiae, the World Professional Association for Transgender Health (“WPATH”).[footnoteRef:28] Many of the major medical and mental health groups in the United States expressly recognize the WPATH Standards of Care as representing the consensus of the medical and mental health community regarding the appropriate treatment for gender dysphoria.[footnoteRef:29] [24:  RAND Report, supra, at 7; Elders Commission, supra, at 10.  ]  [25:  Am. Psychol. Ass’n Guidelines, supra, at 835; WPATH Standards of Care, supra, at 8-9.  ]  [26:  Earlier versions of the DSM used different terminology, e.g., gender identity disorder, to refer to this condition. Am. Psychol. Ass’n Guidelines, supra, at 861.  ]  [27:  Am. Med. Ass’n, Comm. on Human Sexuality, Human Sexuality 38 (1972).   ]  [28:  WPATH Standards of Care, supra.  ]  [29:  Am. Med. Ass’n, Policy H-185.950, Removing Financial Barriers to Care for Transgender Patients (2008); Am. Psychol. Ass’n, Report of the APA Task Force on Gender Identity and Gender Variance 32 (2008), 
https://www.apa.org/pi/lgbt/resources/policy/gender- identity-report.pdf.  [hereinafter “Am. Psychol. Ass’n Task Force Report”]; AAP Technical Report, supra, at 307-08.  ] 


The recommended treatment for gender dysphoria includes assessment, counseling, and, as appropriate, social transition, hormone therapy, and surgical interventions to bring the body into alignment with one’s gender identity.[footnoteRef:30] However, each patient requires an individualized treatment plan that accounts for the patient’s specific needs.[footnoteRef:31] [30:  Am. Psychol. Ass’n Task Force Report, supra, at 32-39; Am. Psychiatric Ass’n Workgroup on Treatment of Gender Dysphoria, Assessment and Treatment of Gender Dysphoria and Gender Variant Patients: A Primer for Psychiatrists 16-18 (2016); AAP Technical Report, supra, at 307-09.  ]  [31:  Am. Psychol. Ass’n Task Force Report, supra, at 32.  ] 


Social transition—i.e., living one’s life fully in accordance with one’s gender identity—is often a critically important part of treatment. This typically includes publicly identifying oneself as that gender through all of the ways that people signal their gender to others such as through their name, pronoun usage, dress, manner and appearance, and social interactions.[footnoteRef:32]  [32:  AAP Technical Report, supra, at 308; Am. Psychol. Ass’n Guidelines, supra, at 840.  ] 


For some people, the course of treatment includes hormone therapy to bring the person’s body into alignment with their gender identity.[footnoteRef:33]  The Endocrine Society, the oldest and largest global professional membership organization representing the field of endocrinology, considers these treatments to be the standard of care for gender dysphoria.[footnoteRef:34] A transgender man undergoing hormone therapy, for example, will have hormone levels within the same range as other men; and just as they do in any other man, these hormones will affect most of his major body systems.[footnoteRef:35] Hormone therapy physically changes the patient’s genitals and secondary sex characteristics such as increased muscle mass, increased body and facial hair, male pattern baldness (for some), and a deepening of the voice in men, and breast growth, female-associated fat distribution, softening of the skin, and decreased muscle mass in women.[footnoteRef:36] Hormones have been clinically proven as an effective treatment for gender dysphoria with a low rate of complications.[footnoteRef:37] [33:  Am. Med. Ass’n, Policy H-185.950, Removing Financial Barriers to Care for Transgender Patients, supra; Am. Psychol. Ass’n Guidelines, supra, at 861, 862; Madeline B. Deutsch, Center of Excellence for Transgender Health, University of California, San Francisco, Guidelines for the Primary and Gender-Affirming Care of Transgender and Gender Nonbinary People 23 (2d ed. 2016); WPATH Standards of Care, supra, at 33, 54.   ]  [34:  Hembree, et al., Endocrine Treatment of Gender-Dysphoric/Gender-Incongruent Persons, supra, at 3869-70; see also Alessandra D. Fisher, et al., Cross-Sex Hormone Treatment and Psychobiological Changes in Transsexual Persons: Two-Year Follow-Up Data, 101 J. Clinical Endocrinology & Metabolism 4260 (2016).  ]  [35:  Hembree, et al., Endocrine Treatment of Gender-Dysphoric/Gender-Incongruent Persons, supra, at 3885-87.  ]  [36:  Id. at 3886-89.  ]  [37:  Marco Colizzi, Rosalia Costa & Orlando Todarello, Transsexual Patients’ Psychiatric Comorbidity and Positive Effect of Cross-Sex Hormonal Treatment on Mental Health: Results from Longitudinal Study, 39 Psychoneuroendocrinology 65 (2014); Henk Asscheman, at al., A Long-Term Follow-Up Study of Mortality in Transsexuals Receiving Treatment with Cross-Sex Hormones, 164 Eur. J. Endocrinology 635 (2011); Paul J.M. Van Kesteren, et al., Mortality and Morbidity in Transsexual Subjects Treated with Cross-Sex Hormones, 47 Clinical Endocrinology 337 (1997).  ] 


For some patients, relief from gender dysphoria may sometimes require further physical changes to align their bodies with their gender identity.[footnoteRef:38] Gender-affirming surgeries may be an appropriate and effective treatment for many patients. These procedures could include chest reconstruction surgery for transgender men, breast augmentation for transgender women, or genital surgeries.[footnoteRef:39] Decades of clinical evidence show these surgical procedures are effective in reducing gender dysphoria and improving mental health.[footnoteRef:40] Empirical studies reflect the importance of the interplay among treatments, finding hormone therapy in conjunction with psychotherapy and, for some, surgery, to be necessary elements of treating severe levels of gender dysphoria.[footnoteRef:41] [38:  WPATH Standards of Care, supra, at 54-55.  ]  [39:  Hembree, et al., Endocrine Treatment of Gender-Dysphoric/Gender-Incongruent Persons, supra, at 3893-95; see also WPATH Standards of Care, supra, at 57-58.  ]  [40:  WPATH Standards of Care, supra; see also William Byne, et al., Report of the American Psychiatric Association Task Force on Treatment of Gender Identity Disorder, 41 Arch. Sexual Behav. 759, 778-79 (2012); Mohammad Hassan Murad, et al., Hormonal Therapy and Sex Reassignment: A Systematic Review and Meta-Analysis of Quality of Life and Psychosocial Outcomes, 72 Clinical Endocrinology 214 (2010); Luk Gijs & Anne Brewaeys, Surgical Treatment of Gender Dysphoria in Adults and Adolescents: Recent Developments, Effectiveness, and Challenges, 18 Ann. Rev. Sex Res. 178 (2007); Jan Eldh, Agnes Berg & Maria Gustafsson, Long-Term Follow Up After Sex Reassignment Surgery, 31 Scand. J. Plastic & Reconstructive Surgery & Hand Surgery 39 (1997).  ]  [41:  See Gianna E. Israel & Donald E. Tarver II, Transgender Care: Recommended Guidelines, Practical Information & Personal Accounts 56-73 (1997).  ] 


Ultimately—regardless of the particular treatments required for a specific individual and when such treatment begins—the goal is for individuals with gender dysphoria to experience “identity integration,” where “being transgender is no longer the most important signifier of one’s identity” and the individual can refocus on their relationships, school, jobs, and other life activities.[footnoteRef:42] [42:  Walter Bockting & Eli Coleman, Developmental Stages of the Transgender Coming-Out Process: Toward an Integrated Identity, in Principles of Transgender Medicine and Surgery 137, 153 (Randi Ettner, Stan Monstrey & Eli Coleman eds., 2d ed. 2016).  ] 
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Executive Summary 
 

 

This report is the first effort in Lane County to document health disparities among racial and 
ethnic populations and to highlight the disproportionate burden of disease among communities of 
color. It also describes the connection between health and social and economic opportunities. It is 
written to foster dialogue and guide future public health policy and practice. 

Health is a state of complete physical, social, and mental well-being. It is not simply the lack of 
disease, illness or injury. The greatest predictors of the health of a community are social and 
economic factors, and where we live work and play. When some populations are marginalized, or 
consistently blocked from social and economic opportunities, rights, resources or privileges, health 
inequities are the result. Health disparities are the outcomes of these health inequities. They are 
differences in health that are the result of a system that advantages some and disadvantages others.  
 

The primary findings of the report are as follows: 
 

• Health inequity and health disparities exist in Lane County, and oftentimes the differences are 
greater than national and state levels. 

• The population of Lane County will continue to diversify. Should health disparities among racial 
and ethnic populations persist, the burden of health disparities will become even greater. 

• Compared to people who are White, all other racial and ethnic groups experience greater rates of 
poverty. With fewer economic resources marginalized populations have fewer opportunities to 
access healthcare and other supports to maintain their well-being. 

• While most people who are Hispanic/Latino graduate from high school, people who are 
Hispanic/Latino have significantly lower high school graduation rates compared to all other racial 
and ethnic groups. 

• Tobacco use has profound effects on rates of disability and death among the African-American and 
American Indian/Native Alaskan populations. These populations die younger and more often 
from tobacco related deaths compared to people who are White. 

• People who are American Indian/Native Alaskan or Hispanic/Latino are 50% more likely to be 
teenage mothers compared to people who are White. Teenage pregnancy may affect the health of 
the child. In addition, it may impact the health and economic opportunity of the mother and her 
family. 

• People who are African American have two to six times the rates of gonorrhea, chlamydia and 
chronic hepatitis C compared to the general population.  

The health disparities reported here are the consequences of multi-generational social, economic 
and environmental inequities. The results persist today. These inequities have a greater influence on 
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health outcomes than either individual choices or one's ability to access health care. A universal 
commitment to improve health for all is not enough to change the health inequities. Only committed 
social justice actions, and changes in policies, practices and organizational systems can improve 
opportunities for all Lane County residents. The structure of our community fosters health inequity, 
but what our community does it can also undo by responding to promote equity for those who are 
marginalized.  
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Introduction 
 

Why Focus on Racial & Ethnic Populations? 
 
 The term “inequity” has a moral and ethical dimension. It refers to differences which are unnecessary 
and avoidable, but in addition are considered unfair and unjust – Margaret Whitehead  
 

Health disparities are differences in health outcomes and exposure to health-related risk 
factors which oftentimes disproportionately affect some racial and ethnic populations. These 
disparities are the results of the underlying structural inequities that disadvantage some groups 
while advantage other groups in the United States. Looking at public health through an equity 
framework provides a platform from which to interpret and address inequities as the consequence of 
the historical and systematic oppression of some racial and ethnic populations in the U.S. The U.S. 
Office of Disease Prevention & Health Promotion’s Healthy People 2020 initiative defines health 
equity and the means to it as the “attainment of the highest level of health for all people. Achieving 
health equity requires valuing everyone equally with focused and ongoing societal efforts to address 
avoidable inequalities, historical and contemporary injustices, and the elimination of health and 
health care disparities.”1 To achieve health equity in Lane County, it is critical to also understand the 
disparities, which are the symptoms of health inequities. This information can be used to develop 
targeted and culturally appropriate recommendations to improve the public health of marginalized 
communities. 
 This report will demonstrate that health disparities exist in Lane County, sometimes in even 
greater proportion than national and state levels. Among people of color, health disparities often 
persist even after taking into account other socio-economic factors such as income, employment and 
level of education. This intersection of marginalization by race and class compounds the magnitude 
of health inequity for people of color.  In Lane County people who are African American, 
Hispanic/Latino, Asian American, American Indian/Native Alaskan, Native Hawaiian/Pacific 
Islander, of multiple races or of another race/ethnicity all experience greater risk factors for poor 
health and poorer health outcomes compared to people who are White. This report represents the 
first effort in Lane County to characterize the distribution of health disparities locally and is done to 
inform and guide community-wide prevention and intervention efforts.  
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Social Determinants of Health 
 
 The social determinants of health are the cultural, economic, physical, social and behavioral 
environments we live in that influence our health options, decisions, and exposures. The Robert 
Wood Johnson Foundation estimates that these factors are associated with 80% of our health 
outcomes.2 In contrast, clinical care contributes to only 20% of health outcomes. For people of color, 
the social determinants of health include the “upstream” factors that privilege one group over 
another well before they become sick or seek clinical care for an illness. As this report demonstrates, 
in Lane County, people of color are differentially exposed to the social determinants of health in ways 
that negatively impact the health of communities. Overt and structural racism disadvantages people 
of color in the United States, Oregon and Lane County in ways that are not only disparate but 
inequitable.  

The structure of our community fosters health inequity, but what our community does it can 
also undo by responding to promote equity for  
those marginalized. If we are to reduce the burden  
of health inequity experienced by people of color,  
additional efforts must be made in our community  
to “right” the unjust distribution of resources that 
support it. This is not the same as advocating for  
equality. Equality means treating everyone the  
same. Any equitable solution to resolving health  
disparities must take into account the history of  
overt and structural racial and ethnic 
 discrimination in the U.S. and incorporate the  
specific needs of marginalized communities in health and assistance programming.  

Despite civil rights laws prohibiting overt discrimination in the US, racism, classism and other 
forms of discrimination continue to exist, embedded in the structure of our society.3 The inequitable 
distribution of economic and social resources such as housing, health insurance, educational and 
occupational opportunities disproportionately affects people of color and negatively impacts their 
communities. Environmental and occupational health inequities mean that communities of color may 
live nearer to toxic health hazards or come into contact with them more often in the course of their 
work. The psychosocial trauma of interpersonal racism can have both acute and cumulative effects on 
a person’s mental and physical health throughout their lifetime. Additionally, the long reach of 
cultural trauma stemming from the history of genocide, slavery, medical experimentation and 
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internment in the United States continues to profoundly impact the social institutions of American 
Indians/Native Alaskan, African American and Asian American communities. Finally, the political 
exclusion of people disenfranchised in the U.S. through incarceration and/or barriers to citizenship, 
interferes with the ability of these communities to vote and meaningfully advocate for their needs. 

The health of marginalized communities cannot be improved through clinical care alone. The 
most effective way to address community health in Lane County is to prevent adverse health 
outcomes or exposures before they occur. According to the World Health Organization, the 
resolution of health inequities is to be found in social justice actions. “Social justice is a matter of life 
and death. It affects the way people live, their consequent chance of illness, and their risk of 
premature death.”4 The following report will focus primarily on the “upstream” determinants of 
health because 1) they have the greatest preventative impact on the health and well-being of Lane 
County residents 2) to emphasize the need for community involvement at multiple levels to improve 
the public’s health and 3) to foster dialogue in these communities and within Lane County as a whole 
to improve public health outcomes for vulnerable populations. 
   

Measures of Race & Ethnicity 
 
 The following sections demonstrate the distribution of health disparities in Lane County 
among racial and ethnic populations. Race is a social construct used to describe the physical 
characteristics of a person and categorize populations based on shared characteristics. Despite 
apparent differences between these categories, meaningful genetic differences do not exist between 
races.5 A related but different term, “ethnicity,” refers to the cultural identity of a person and can 
include aspects of their language, nationality, ancestry and customs. Like race, ethnicity is a social 
construct and relies on the recognition of these shared characteristics. Therefore, the reader is 
strongly encouraged to interpret the disparities reviewed in this report not as the consequences of 
biological fate or choice, but rather as the limitations imposed on marginalized populations by the 
maldistribution of the social determinants of health. 

Much of the following report focuses on the disparities between people who are White and 
non-White and people who are Hispanic/Latino and people who are not. People who are non-White 
are analyzed using the following racial and ethnic categorizations: Hispanic/Latino, African 
American, Asian American, American Indian/Native Alaskan, Native Hawaiian/Pacific Islander, 
people of multiple races and those of another race not included in the previous categories. Depending 
on the data source, it is possible to separate racial and ethnic categories.  Where this is possible it is 
indicated with NH (Non-Hispanic). 

For some indicators it is not possible to report reliable estimates for all racial/ethnic categories 
due to data limitations. As a result, some findings are omitted or indicated with instructions for the 
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reader to interpret them cautiously.  Please refer to the appendix for more information on data 
sources and methodology.  

Racial & Ethnic Populations in Lane County 
 

 
 The population of Lane County is predominantly White (83%), however the distribution of 
racial and ethnic groups varies substantially throughout the county (Table 1). Of the approximately 
363,000 people living in Lane County, 63,000 are people of color, or roughly one in six. People who 
are Hispanic/Latino are the second largest racial/ethnic group after people who are White and make 
up approximately half of the non-White population. Of the remaining people who are non-White and 
who are not Hispanic/Latino, approximately one-third report multiple races, one-third are Asian 
American and one third are American Indian/Native Alaskan, African American or Native Hawaiian/ 
Pacific Islander. 
 

Lane County & Oregon State by Race/Ethnicity, 2015 
Race/Ethnicity Lane County 

N (%) 
Oregon 
N (%) 

White NH 300,082 (83) 3,086,301 (77)  
Hispanic/Latino 30,759 (8) 511,901 (13) 
Multiple races NH 13,332 (4) 124,151 (3) 
Asian American NH 10,577 (3) 172,298 (4) 
American Indian/Alaska Native NH 3,770 (1) 45,141 (1) 
African American NH 3,507 (1) 73,459 (2) 
Native Hawaiian/Pacific Islander NH 868 (< 1) 15,726 (< 1) 
Total 362,895 (100) 4,028,977 (100) 
Table 1. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
 

Geography 
 
Roughly half of the total population of Lane County lives in the Eugene/Springfield area. 

Nearly two thirds of people of color in Lane County live in this area as well (44,254 people) (Figure 
1). This population concentration makes Eugene and Springfield the most diverse communities in the 
region (Figure 2). In both Eugene and Springfield, about 1 out of five people are non-White, which is 
substantially greater than the county average. Despite this greater concentration of people of color in 
the area, Cottage Grove has the second greatest proportional Hispanic/Latino population of any 
community in Lane County with 10% of the local population reporting Hispanic ethnicity. 
Springfield has the largest population reporting Hispanic ethnicity (13%). In contrast to communities 
in central Lane County, the communities of Oakridge and Westfir in eastern Lane County and 
Florence and Dunes City in western Lane County are the least diverse (Figure 2). 
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Figure 1. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 

 
 

 
Figure 2. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
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Image 1. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 

 

Population Growth 
 

From the 2000 to 2016 the population of Lane County has grown at an average annual rate of 
0.8%. While the majority of Lane County residents are White, other racial and ethnic populations are 
growing at rates that are ten to twenty times as great as Whites. As a result, while the total county 
population growth is quite modest, the composition of the population is diversifying and is 
forecasted to continue diversifying as people of color continue to make up a greater proportion of the 
overall population.6 From 2006 to 2015 the population of people who are White grew only 2%. People 
who are Hispanic/Latino saw the greatest population growth during this same time period with 42% 
growth (Figure 3). Populations of people who are African American, Asian American or multiracial 
grew by roughly 26% each in this same time period. The population of people who are Native 
Hawaiian/Pacific Islander grew 16% and the population of people who are American Indian grew by 
12%.   
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Figure 3. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
 

Age Distribution 
 
 On average, residents of Lane County are generally older, with a median age of 39 years 
(Figure 4). There are also a substantial number of youth ages 20 – 24 yrs in the region. This is likely 
due to the post-secondary educational opportunities available in the area. Younger age groups in 
Lane County are considerably more diverse than older groups (Figure 5). Among people 55 – 64 
years of age, less than one in ten is a person of color. Among people 18 years and younger more than 
one in four is a person of color. This pattern of growing diversity within younger populations is even 
more dramatic in sub-populations of people of color. People who are Hispanic/Latino and people of 
more than one race each account for roughly one in fifty of those 55 – 64, however among people 18 
years or younger, nearly one in ten are Hispanic/Latino or of more than one race.  
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Figure 4. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 

 

 
Figure 5. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
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Language 
 

In the homes of Lane County residents, most families speak English (92%), however over 
30,000 people (nearly one in ten) speak a language other than English. Of those who speak a language 
other than English, nearly 17,000 speak Spanish, over 6,000 speak an Asian or Pacific Island language 
and 5,000 speak another Indo-European Language (Figure 6). For a comprehensive list of all 
languages spoken in Lane County, please refer to the Appendix. In addition to analyzing the 
distribution of languages in the county, it is critical to understand the proportions among these 
language communities who speak English proficiently as well. In Oregon, the ability to effectively 
speak English is often necessary to access services and supports for healthy living. In Lane County, of 
those that speak a language other than English, more than one in three does not speak English 
proficiently. Those who do not speak English proficiently must navigate a healthcare system that 
may not understand their healthcare needs and with which they may be unable to communicate 
effectively. Culturally and linguistically appropriate healthcare is strongly associated with increased 
patient satisfaction, increased comprehension of personal health and improved quality of care.7  

 

 
Figure 6. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
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Socio-Economic Factors 
 

 
Poor socio-economic status is a significant risk factor for numerous adverse health outcomes. 

Poor health can limit a person’s socio-economic opportunity and those who are of lower socio-
economic status may have severely limited access to healthcare and the resources required to support 
good health. For marginalized racial and ethnic populations this can be particularly true. For 
example, the intersection of social vulnerability & poor health can decrease a person’s ability to work 
which in turn can further limit their access to healthcare, healthy foods, affordable housing, and 
educational opportunities which will further negatively impact their health. Without intervention, 
this interplay between socio-economic status and health may be inescapable for some. 
 

Median Household Income 
 

Median household income is a strong indicator of socio-economic status. In the U.S., the 
median household income is 55,775 dollars per year; in Oregon it is 54,148 dollars per year. In Lane 
County it is 44,103 dollars per year. In addition to this county wide income disparity, most people of 
color live in households with lower median income than people who are White. Compared to White 
households, African-American households make about 16,000 dollars less per year, Asian-American 
households make 12,000 dollars less per year and Hispanic/Latino and American Indian/Native 
Alaskan households make 7,000 less per year (Figure 7). 

 

 
Figure 7. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
* Statistically unreliable estimate – Interpret with caution 
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Poverty 
 

The median household income for African-American households is 28,000 dollars a year. An 
African-American household of four that makes this amount makes just slightly more than the 
federal poverty level (Table 2). A direct interpretation of this median income estimate means that 
1,500 Black households make less than 28,000 dollars per year in Lane County. In both the U.S. and 
the state of Oregon more than 11% of families live below the federal poverty level. Here in Lane 
County that number is nearly double with over 20% of families living below federal poverty levels 
(Figure 8). In some cases that means that a couple is subsisting on a little over 16,000 dollars per year 
and living in a state of deprivation, unable to afford common, necessary items such as healthy food, 
clothing or healthcare.  

In Lane County the impact of poverty is 
particularly pronounced in specific racial and 
ethnic groups. All non-White racial/ethnic 
groups experience greater rates of poverty 
compared to Whites, with Asian-American and 
African-American families experiencing the 
highest rates (Figure 8). However, even if a 
family is not technically impoverished, they 
may likely be experiencing severe economic 
hardship. 

 
 
 
 
 
 
 
 
 

 

 
Figure 8. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
* Statistically unreliable estimate – Interpret with caution 
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Household income and poverty are important measures of current socio-economic status, 

however educational status, while strongly related to income and poverty, is an indication of future 
opportunity as well. Greater levels of education provide access to more employment opportunities, 
income and healthcare. Education has intrinsic value for individuals and our community; however it 
is critical that it be viewed as a risk/protective factor as well for the public health of communities of 
color because of its enduring implications throughout a person’s life.   

In Oregon 9 out of 10 people over the age of eighteen have a high school diploma. Compared 
to this, most racial/ethnic groups have statistically similar average high school graduation rates in 
Lane County with two exceptions (Figure 9). People who are Hispanic/Latino and people who are of 
some other race have dramatically lower high school graduation rates: 65.6% and 53.0% respectively. 
In terms of post-secondary education, the pattern of educational attainment by race/ethnicity remains 
similar however the relative difference between groups grows (Figure 10). One in two Asian 
Americans in Lane County has a bachelor’s degree or greater which is nearly double the proportion 
of Whites (28.6%).  Both people who are Hispanic/Latino and of some other race are half as likely as 
people who are White to have a Bachelor’s degree or greater. 

 

 
Figure 9. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
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Figure 10. Data Source: Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
* Statistically unreliable estimate – Interpret with caution 
^ Suppressed 

 

Health Insurance 
 

Nearly one in five people who are African American, Hispanic/Latino, American 
Indian/Alaska Native and Native Hawaiian/Pacific Islanders do not have health insurance in Lane 
County (Figure 11). This is nearly twice the proportion of Whites. Insurance rates are the lowest in 
those who are of some other race with over one in three lacking access to healthcare. Without any 
form of health insurance many people may rely on hospital emergency departments for their 
healthcare or simply forgo acute healthcare needs or preventative services all together. Ultimately, 
this strains local healthcare resources, increasing costs for all and making healthcare even less 
affordable for already marginalized populations.8 

 

 
Figure 11. Data Source: U.S. Census Bureau, 2015 American Community Survey 1-Year Estimates 
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Public Health Insurance (Oregon Health Plan/Medicaid) 

 
In Oregon Coordinated Care 

Organizations (CCO’s) manage the healthcare 
needs of people who receive their healthcare 
coverage under the Oregon Health Plan 
(Medicaid). A CCO is a network of numerous 
types of health care providers including 
physical health care, addictions and mental 
health care and dental care providers who 
have agreed to collaborate in their local 
communities. In Lane County, Trillium 
Community Health Plan is the CCO which 
manages all Medicaid members. Based on 
available data, over half of Trillium members 
are White, 5% are Hispanic/Latino, and people 
who are African American, American 
Indian/Alaska Native and Asian/Pacific 
Islanders each make up 1% of the population 
respectively (Figure 13). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Employment 
 

While direct analysis of health insurance coverage is important, most people in the U.S. receive 
health insurance from an employer, making employment a key indicator of not only economic 
vitality, but sustainable, individual healthcare access. In 2015 the unemployment rate in Oregon and 
Lane County was 9.3% (Figure 12). The greatest rates of unemployment in Lane County were among 
people who are American Indian/Alaska Natives (16.6%) and people of multiple races (15.5%). This 
high rate of unemployment and subsequent limitation in healthcare access compounds other socio-
economic disparities in these populations, increasing the magnitude of marginalization and 
vulnerability.  
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Figure 12. Data Source: Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
* Statistically unreliable estimate – Interpret with caution 
^ Suppressed 
 

Mortality 
 
 

Life Expectancy 
 
 Life expectancy is a good measure of a population's longevity and general health. It is highly 
influenced by infant mortality rates and death rates, but still provides a picture of the cumulative 
effects of the social determinants of health throughout a person’s life. The average life expectancy 
from birth has been steadily increasing in the U.S, however this increase has not been uniform among 
racial and ethnic populations. People who are American Indian/Native Alaskan and African 
American live significantly shorter lives than people who are White. In 2015, the average life 
expectancy in the U.S. was 78.8 years from birth. In Lane County, the average life expectancy is quite 
similar to the national average (79 years) and in many ways the trends seen here among racial and 
ethnic populations are similar to national and state trends (Figure 14). On average, people who are 
African American, American Indian/Native Alaskan and Native Hawaiian/Pacific Islanders live 
shorter lives (1-2 years less) than the majority of Lane County residents. In contrast people who are of 
multiple races, Asian American or Hispanic live significantly longer lives (5-8 years more). 
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Figure 14. Data Source: Oregon Center for Health Statistics 
 

Years of Potential Life Lost 
 
 In addition to life expectancy and death rate, Years of Potential Life Lost (YPLL) is another 
important way to characterize the distribution of mortality in a population. It is measured by 
summing the average annual years of life lost in a population due to death before the age of 75. In 
this sense, YPLL can be interpreted as the burden of premature mortality and lost productivity. YPLL 
in Lane County sheds light on significant disparities among people who are American Indian/Native 
Alaskans. Considering death from all causes, American Indian/Native Alaskans lose nearly 1000 
more years of life per 100,000 people per year compared to Whites in Lane County (Figure 15). When 
compared to life expectancy, YPLL in Lane County shows that not only are people who are American 
Indian/Alaska Native living shorter lives than other populations, they are also dying prematurely 
more often.  
 

70

72

74

76

78

80

82

84

86

88

90
Av

er
ag

e 
Ag

e 
at

 D
ea

th
 

Life Expectancy by Race/Ethnicity in Lane County, Oregon,  
2011 - 2015 

Lane County

Two or More Races NH

Asian American NH

Hispanic

White NH

African American NH

American Indian/Alaska Native NH

Native Hawaiian / Pacific Islander NH

■ 

■ 

■ 

■ 

■ 

■ 

■ 

■ 



Page | 19  September 28, 2017 Lane County Public Health 
 

 
Figure 15. Data Source: Oregon Center for Health Statistics 
^ Suppressed 

 

Leading Causes of Death 
 
 In the U.S. the five leading causes of death are heart disease, cancer, chronic lower respiratory 
disease, unintentional injuries and stroke. Over half of all deaths in the U.S. are attributable to these 
five causes. Each year for the past decade, the leading causes of death have remained fairly 
consistent. 9 Each of these causes of death is strongly correlated with the social determinants of health 
and more specifically with tobacco usage. Due to data limitations, we cannot provide reliable 
estimates of stroke by race/ethnicity in Lane County, however analysis of the remaining four leading 
causes of death is possible.    
 

Cardiovascular Disease 
Currently, cardiovascular disease is the leading cause of death in the U.S.9 In 2014 167 deaths 

per 100,000 people per year were attributed to cardiovascular disease accounting for 614,348 deaths 
overall. In comparison, Lane County residents die at a rate of 185 deaths per 100,000 people per year. 
Racial and ethnic groups experience little disparity in terms of the rate at which they die from 
cardiovascular disease in Lane County (Figure 16). In fact, it appears that most people of color die at 
rates similar or substantially less than people who are White from cardiovascular disease. However, 
when YPLL is considered, it reveals that while these populations may be dying at similar rates, 
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people who are African American die prematurely more often from cardiovascular disease than any 
other population (Figure 17).  
 

 
Figure 16. Data Source: Oregon Center for Health Statistics 
^ Suppressed 
 

 
Figure 17. Data Source: Oregon Center for Health Statistics 
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Cancer 
Cancer is the second leading cause of death in the U.S.9 In 2014 161 deaths per 100,000 people 

per year were attributed to cancer totaling 591,699 total deaths. In this regard as well, Lane County 
residents experience significantly higher rates of cancer related deaths than the U.S. population (170 
deaths per 100,000 people) (Figure 18). The mortality of people who are African American is 
particularly affected by cancer in Lane County. 43 more people who are African American die per 
year per 100,000 people compared to the county average.    

 

 
Figure 18. Data Source: Oregon Center for Health Statistics 
^ Suppressed 

 

Chronic Lower 
Respiratory Disease 

 Chronic lower respiratory diseases (CLRD) are the third leading cause of death in the U.S. (40 
deaths per 100,000 people per year) and accounted for 147,101 deaths in 2014. CLRD includes 
diseases such as chronic bronchitis, emphysema and asthma. In Lane County 47 people per 100,000 
people die as a result of CLRD (Figure 19). This rate is particularly pronounced in American 
Indian/Alaska Natives who die at a rate nearly 50% greater than people who are White (67 deaths per 
100,000 people per year). A consideration of YPLL demonstrates that this death rate also leads to 
dramatically more early death among people who are American Indian/Alaska Native compared to 
people who are White, accounting for nearly 200 more years of premature death per 100,000 people 
per year (Figure 20). 
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Figure 19. Data Source: Oregon Center for Health Statistics 
^ Suppressed 

 
 

 
Figure 20. Data Source: Oregon Center for Health Statistics 
^ Suppressed 
 

Unintentional Injuries 
 Unintentional injuries are the fourth leading cause of death in the U.S. The most common 
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American Indian/Alaskan Native and accounts for nearly 400 years of potential life lost before the age 
of 75 per 100,000 people per year compared to people who are White (Figure 21). 
 
 

 
Figure 21. Data Source: Oregon Center for Health Statistics 
^ Suppressed 
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Figure 22. Data Source: Oregon Center for Health Statistics 

 
 

 
Figure 23. Data Source: Oregon Center for Health Statistics 
^ Suppressed 
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Pregnancy/Fertility 
 

General Fertility 
 

The general fertility rate is a common way to measure the total number of live births per 1,000 
women ages 15 – 44. Additionally, it is a useful measure for anticipating populations who require 
healthcare services such as family planning, prenatal care and parenting education to improve birth 
outcomes. National averages in the US have hovered around 60 live births per 1,000 women for 
nearly 3 decades. From 2011 – 2015 the fertility rate in Lane County has been consistently lower than 
national averages (50 live births/1,000 women) (Figure 24). People who are Hispanic/Latino in Lane 
County have generally had the highest fertility rates among all racial and ethnic populations, while 
people who are Asian American have generally had the lowest fertility rates. 
 

 
Figure 24. Data Source: Oregon Center for Health Statistics 
^ Suppressed 
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Teenage Pregnancy 
 

Teenage pregnancy is associated with both acute and long-term adverse health outcomes for 
mothers and babies. Babies born to teenage mothers are more likely to suffer respiratory, digestive, 
vision, cognitive, and other health problems.10 Additionally, young mothers and their families may be 
disadvantaged in terms of the socio-economic determinants of health as a result of raising a child 
before they are prepared to do so. In Lane County people who are Hispanic/Latino and American 
Indian/Native Alaskans both have rates of teenage pregnancy nearly 1.5 times that of people who are 
White (Figure 25). Among these populations, having a child as a teenager may limit their ability to 
complete high school and gain access to employment opportunities that will improve their ability to 
provide for the well-being of their child. 

 

 

Figure 25. Data Source: Oregon Center for Health Statistics 
 

Low Birthweight 
 
While the vast majority of low birth weight (< 2,500 grams) children have normal health 

outcomes, as a group they generally have higher rates of sub-optimal growth, illnesses, and cognitive 
impairment.11 These outcomes can often persist through adolescence and have long term effects into 
adulthood, increasing the odds of heart disease, diabetes and high blood pressure. In 2015 in the U.S., 
8% of babies were born with low birthweight. Oregon consistently has lower averages than the US 
with 6% of babies born with low birthweight. In Lane County rates are similar to the State (6.7%), 
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however nearly all racial and ethnic groups have higher rates than people who are White (Figure 26). 
People who are Asian American and American Indian/Native Alaskans have the highest rates which 
are slightly in excess of national averages. 

 

 
Figure 26. Data Source: Oregon Center for Health Statistics 
^ Suppressed 

 

Smoking during Pregnancy 
 

Smoking during pregnancy directly affects the health of the fetus and can have significant 
impact on the child’s health throughout their life, increasing their risk for tobacco use, asthma, 
cardiovascular disease, cancer and death.12 Despite decreasing overall smoking rates in the U.S., 
between 12% and 20% of women still smoke during pregnancy. In Lane County, some populations 
exceed these rates. Nearly one out of four mothers who are American Indian/Native Alaskan smoke 
during pregnancy followed by more than one out of five mothers who are of multiple races (Figure 
27). Mothers who are African American also have slightly higher rates of smoking during pregnancy 
compared to mothers who are White. These findings are particularly concerning given the impact of 
tobacco use on premature mortality (YPLL) in the American Indian/Native Alaskan and African 
American communities as it demonstrates that the impact of smoking may be intergenerational in 
those communities. 
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Figure 27. Data Source: Oregon Center for Health Statistics 
^ Suppressed 
 

Prenatal Care 
 

Despite numerous services for expectant mothers in Lane County, many still receive no or 
inadequate prenatal care. Common barriers to prenatal care include lack of transportation, 
knowledge of recommendations and/or access to healthcare. Mothers who do not receive adequate 
prenatal care miss the opportunity for education, counseling, screening for risk factors and their 
babies often have poorer health outcomes compared to mothers who do receive adequate prenatal 
care.13 Nearly 15% of Lane County mothers receive no or inadequate care (Figure 28). For Native 
Hawaiian/Pacific Islanders the odds of receiving no or inadequate care is nearly double the county 
average. In fact, all other groups receive less prenatal care compared to people who are White in Lane 
County.  
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Figure 28. Data Source: Oregon Center for Health Statistics 
^ Suppressed 

 

Communicable 
Disease 

 

Gonorrhea, Chlamydia & Chronic Hepatitis C 
 

In the U.S. and the state of Oregon, people who are African American have consistently higher 
rates of select communicable diseases compared to the general population.14 Few other health 
measures show such profound and consistent disparities among racial and ethnic populations in the 
US. The fact that these cases are entirely preventable only highlights how the social determinants of 
health influence the behavioral environments and associated risk factors for people of color in the US. 
Specifically, the history of overt racial discrimination and callous experimentation on the African 
American community has created a culture of mistrust associated with seeking healthcare especially 
for stigmatized diseases.15 16 

In Lane County people who are African American have two to six times the rate of Gonorrhea, 
Chlamydia and Chronic Hepatitis C compared to the general population (Figures 29,39 & 31). In 
contrast, all other racial and ethnic groups have levels of communicable diseases equivalent to or less 
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than local averages, with the exception of people who are Native Hawaiian/Pacific Islander in which 
the rate of Chlamydia is nearly double the county average.   
 

 
Figure 29. HIV/STD/TB Prevention Program, Center for Public Health Practice, Public Health Division, Oregon Health 
Authority 

 

 
Figure 30. HIV/STD/TB Prevention Program, Center for Public Health Practice, Public Health Division, Oregon Health 
Authority 
* Statistically unreliable estimate – Interpret with caution 
^ Suppressed 
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Figure 31.  HIV/STD/TB Prevention Program, Center for Public Health Practice, Public Health Division, Oregon Health 
Authority 
^ Suppressed 
 

Conclusion & 
Recommendations 
 
 As this report has demonstrated, numerous health disparities exist among people of color in 
Lane County compared to people who are White. These disparities are the consequence of the 
maldistribution of the social determinants of health which unjustly impacts marginalized populations 
in the US, Oregon and Lane County. With this perspective in mind, it is entirely achievable that our 
community can address these disparities to improve social and health equity.   

Based on the findings from the health-related measures reviewed, we offer the following 
recommendations: 
 

1) Increase county-wide awareness of the impact of the social determinants of health on 
communities of color in Lane County. Efforts should be made to foster dialogue with and 
engage community leaders, medical providers and government officials among others to 
address the multiple factors that influence the health of marginalized communities. 
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2) Improve employment opportunities for communities of color to increase their access to greater 
economic and educational resources. 

 

3) Medical providers serving the Hispanic/Latino community at a minimum should provide 
services in English and Spanish to ensure that care is both linguistically and culturally 
appropriate.  

 

4) Tobacco prevention and intervention programs should specifically highlight the needs of 
people who are American Indian/Native Alaskan, of multiple races and African American in 
Lane County to reduce tobacco related morbidity, mortality. 

 

5) Sexual education programs in the community should address the disparity among the 
Hispanic/Latino community regarding teenage pregnancy in their curricula to improve health 
outcomes among children and increase opportunities for mothers and their families. 

 

6) Further community-based, collaborative research should be done to explore the potential 
underutilization of prenatal care in the Native Hawaiian/Pacific Islander community and what 
can be done to improve it.  

 

7) Health promotion initiatives related to sexual behavior should focus on improving sexually 
transmitted infection rates in the African American community. This should be accomplished 
in way that addresses the social determinants of health that foster these  disparities. 
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Appendix 
 
 

Methodology & Data Sources 
 
 The data used in this report comes from three sources: 1) Publicly available data from The 
American Community Survey administered by the US Census Bureau 2) birth & death records from 
the Oregon Health Authority and 3) reportable disease data from the Oregon Health Authority.  

In an effort to standardize variability estimations across a variety of health metrics, the coefficient of 
variation for each metric was calculated and compared to pre-established thresholds. Briefly, the 
coefficient of variation is the ratio of the standard error (the square root of the variance) to the value 
being estimated and is expressed as a percentage.  

𝐶𝐶𝐶𝐶 =
𝑆𝑆𝑆𝑆
𝑋𝑋�
∗ 100 

A lower coefficient of variation means greater reliability of the estimate. The pre-established 
thresholds of variation were good (CV <= 15%), interpret with caution (15% > CV <=30%), or suppress 
(CV > 30%).  
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Additional Table 
 
Distribution of Languages Spoken in Lane County, 
Oregon, 2015 

  
Lane County, 
Oregon 

      Estimate Margin 
of Error 

Total: 339,213 ***** 
 Speak only English 309,766 +/-1,326 
 Spanish or Spanish Creole: 16,894 +/-914 
  Speak English "very well" 11,022 +/-801 
  Speak English less than "very 
well" 

5,872 +/-560 

 French (incl. Patois, Cajun): 748 +/-182 
  Speak English "very well" 689 +/-174 
  Speak English less than "very 
well" 

59 +/-45 

 French Creole: 15 +/-22 
  Speak English "very well" 0 +/-28 
  Speak English less than "very 
well" 

15 +/-22 

 Italian: 377 +/-159 
  Speak English "very well" 311 +/-141 
  Speak English less than "very 
well" 

66 +/-46 

 Portuguese or Portuguese 
Creole: 

150 +/-100 

  Speak English "very well" 144 +/-96 
  Speak English less than "very 
well" 

6 +/-11 

 German: 1,415 +/-284 
  Speak English "very well" 1,267 +/-269 
  Speak English less than "very 
well" 

148 +/-68 

 Yiddish: 67 +/-81 
  Speak English "very well" 67 +/-81 
  Speak English less than "very 
well" 

0 +/-28 

 Other West Germanic 
languages: 

173 +/-80 
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  Speak English "very well" 149 +/-72 
  Speak English less than "very 
well" 

24 +/-29 

 Scandinavian languages: 388 +/-163 
  Speak English "very well" 386 +/-162 
  Speak English less than "very 
well" 

2 +/-7 

 Greek: 85 +/-67 
  Speak English "very well" 85 +/-67 
  Speak English less than "very 
well" 

0 +/-28 

 Russian: 442 +/-201 
  Speak English "very well" 341 +/-173 
  Speak English less than "very 
well" 

101 +/-68 

 Polish: 33 +/-27 
  Speak English "very well" 26 +/-25 
  Speak English less than "very 
well" 

7 +/-9 

 Serbo-Croatian: 13 +/-22 
  Speak English "very well" 13 +/-22 
  Speak English less than "very 
well" 

0 +/-28 

 Other Slavic languages: 89 +/-64 
  Speak English "very well" 58 +/-39 
  Speak English less than "very 
well" 

31 +/-36 

 Armenian: 0 +/-28 
  Speak English "very well" 0 +/-28 
  Speak English less than "very 
well" 

0 +/-28 

 Persian: 137 +/-99 
  Speak English "very well" 81 +/-62 
  Speak English less than "very 
well" 

56 +/-58 

 Gujarati: 0 +/-28 
  Speak English "very well" 0 +/-28 
  Speak English less than "very 
well" 

0 +/-28 

 Hindi: 437 +/-224 
  Speak English "very well" 409 +/-216 
  Speak English less than "very 28 +/-51 
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well" 
 Urdu: 71 +/-52 
  Speak English "very well" 48 +/-44 
  Speak English less than "very 
well" 

23 +/-35 

 Other Indic languages: 214 +/-148 
  Speak English "very well" 206 +/-146 
  Speak English less than "very 
well" 

8 +/-12 

 Other Indo-European 
languages: 

186 +/-134 

  Speak English "very well" 106 +/-72 
  Speak English less than "very 
well" 

80 +/-72 

 Chinese: 2,568 +/-387 
  Speak English "very well" 1,002 +/-278 
  Speak English less than "very 
well" 

1,566 +/-348 

 Japanese: 1,165 +/-333 
  Speak English "very well" 859 +/-267 
  Speak English less than "very 
well" 

306 +/-126 

 Korean: 777 +/-230 
  Speak English "very well" 343 +/-147 
  Speak English less than "very 
well" 

434 +/-165 

 Mon-Khmer, Cambodian: 92 +/-84 
  Speak English "very well" 50 +/-41 
  Speak English less than "very 
well" 

42 +/-51 

 Hmong: 0 +/-28 
  Speak English "very well" 0 +/-28 
  Speak English less than "very 
well" 

0 +/-28 

 Thai: 176 +/-114 
  Speak English "very well" 86 +/-76 
  Speak English less than "very 
well" 

90 +/-80 

 Laotian: 37 +/-34 
  Speak English "very well" 31 +/-33 
  Speak English less than "very 
well" 

6 +/-8 
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 Vietnamese: 370 +/-141 
  Speak English "very well" 169 +/-86 
  Speak English less than "very 
well" 

201 +/-94 

 Other Asian languages: 122 +/-78 
  Speak English "very well" 122 +/-78 
  Speak English less than "very 
well" 

0 +/-28 

 Tagalog: 367 +/-180 
  Speak English "very well" 291 +/-144 
  Speak English less than "very 
well" 

76 +/-61 

 Other Pacific Island languages: 283 +/-114 
  Speak English "very well" 210 +/-92 
  Speak English less than "very 
well" 

73 +/-50 

 Navajo: 0 +/-28 
  Speak English "very well" 0 +/-28 
  Speak English less than "very 
well" 

0 +/-28 

 Other Native North American 
languages: 

208 +/-158 

  Speak English "very well" 208 +/-158 
  Speak English less than "very 
well" 

0 +/-28 

 Hungarian: 33 +/-29 
  Speak English "very well" 9 +/-10 
  Speak English less than "very 
well" 

24 +/-28 

 Arabic: 899 +/-480 
  Speak English "very well" 430 +/-236 
  Speak English less than "very 
well" 

469 +/-300 

 Hebrew: 63 +/-44 
  Speak English "very well" 63 +/-44 
  Speak English less than "very 
well" 

0 +/-28 

 African languages: 324 +/-137 
  Speak English "very well" 321 +/-139 
  Speak English less than "very 
well" 

3 +/-7 

 Other and unspecified 29 +/-23 
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languages: 
  Speak English "very well" 20 +/-19 
  Speak English less than "very 
well" 

9 +/-13 

Table 3. Data Source: U.S. Census Bureau, 2011 - 2015 American Community Survey 5-Year Estimates 
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Author’s Note 
 
Lane County Public Health acknowledges that generations-long social, economic and environmental 
inequities result in adverse health outcomes. They affect communities differently and have a greater 
influence on health outcomes than either individual choices or one’s ability to access health care. 
Reducing health disparities through policies, practices and organizational systems can help improve 
opportunities for all Lane County residents. 
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EXECUTIVE SUMMARY  i 
 

Background 
This report summarizes the findings pertaining to progress toward meeting the goals of the 

Behavioral Health Initiative (BHI, or the Initiative) for Older Adults and People with Disabilities 

(July 2017 to June 2019). The goal of the Initiative is “to create greater access to mental health 

and addiction services geared to the needs of seniors and people with disabilities within the 

senior/disability and community mental health systems and other public and private mental 

health and addiction services.”1 Twenty-four Behavioral Health Specialists (Specialists) located 

in communities throughout Oregon and overseen by the Statewide Director of the Initiative, 

were hired “to facilitate outreach and services to seniors and people with disabilities 

experiencing mental health and addiction problems.”2 The three major job functions of the 

Specialists are to (a) promote collaboration and coordination among core stakeholders and 

community partners, (b) provide complex case consultation for older adults and people with 

disabilities who have behavioral health needs, and (c) offer training to support workforce 

development and community health and wellness promotion.  

Data were gathered from the Specialists via quarterly reports, reports on complex case 

consultations they organized or participated in, and reports on workforce development 

trainings and community education events they conducted, facilitated, or planned. Data from 

participants in the trainings were also gathered, and an annual online survey of community 

stakeholders was conducted. Where possible, changes over time were examined. 

Barriers and Gaps in Services 
There was considerable agreement between stakeholders and Specialists about the many 

barriers to serving this population. Stakeholders and Specialists perceived three of the same 

top five challenges: lack of affordable housing, lack of behavioral health services in long-term 

                                                           
1 Oregon Legislative Work Group on Senior and Disability Mental Health and Addictions, in cooperation with the 
Senate Health Care and Human Services Committee. (2013, January 31). Final Report. P. 9. 
2 Ibid, p. 10. 
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care settings, and restrictive eligibility criteria. The two remaining top five barriers identified by 

stakeholders were the lack of behavioral health programs specific to older adults and people 

with physical disabilities and the lack of in-home services. As reported by the Specialists, the 

two remaining top five barriers were distance to services and lack of transportation.   

Although still seen as major barriers, several barriers lessened in the last two years. According 

to Specialists’ perceptions, these included the lack of behavioral health programs specific to 

older adults and people with disabilities, the lack of in-home services, waitlists, the lack of 

needed services other than those specifically asked about, the lack of credentialed providers 

willing to accept Medicare reimbursement for behavioral health services, and the lack of 

personnel with the required expertise to provide quality behavioral health services. Among 

stakeholders, there was some evidence that distance to services was seen as less of a barrier.  

Strategies and Actions for Addressing Barriers 

Collaboration and Coordination 

There was consistent community partner involvement over time, as reported by Specialists. 
However, as revealed in the stakeholder survey data, representatives of other community 
partners such as law enforcement, veterans services, tribal organizations, and faith 
communities comprised a larger share of respondents; thus, Specialists may be reaching out to 
previously unconnected community partners. 

There were both improvements and downturns in the indicators of collaboration and 

coordination over time as revealed in the stakeholder survey data. Community partners who 

attended collaborative meetings showed greater agreement on priorities for addressing gaps. 

They also reported less competition for stakeholders’ time and attention by other projects. At 

the same time, although a majority of the stakeholders continued to agree that the Initiative 

was a priority for their organization, this indicator worsened since 2017. There was also a 

decline in the percentage of stakeholders who reported having participated regularly in 

discussions or meetings whose primary purpose was to talk about collaboration or coordination 

of services, and the share of stakeholders who reported having never attended these meetings 

increased. It is important to note, though, that the sample for the survey was again expanded in 

2019, and this may have negatively affected the results, with a larger number of those surveyed 

likely being more tangentially involved in and perhaps less knowledgeable about the Initiative.  

Specialists’ reports indicated no change over time in core stakeholders’ engagement in 
coordination activities such as expressing support, having direct involvement, having regular 
contact with other stakeholders, and agreement on gaps and priorities in behavioral health 
services for older adults and people with disabilities. There were several improvements, 
though, with respect to community partner involvement in community capacity building 
activities.  Specialists were more likely to report that community partners had formed a 
cohesive group committed to addressing gaps in services, community partners met often 
enough to make progress in reducing gaps in services, consumers were well represented at 
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community partner meetings, coordination among community partners had improved, 
memoranda of understanding or participation agreements were more likely to be in place, 
agencies were not working in silos, and turnover in community partner organizations had 
declined. 

Complex Case Consultation 

Specialists were involved in a large number of complex case consultations (CCCs): 2,331 
between October 2017 and March 2019 (six quarters), or roughly an average of 16 cases per 
quarter per Specialist. The number of cases per quarter varied considerably by Specialist, 
however, ranging from a few to over 50.   

Many stakeholders (42%), reported involvement in one or more CCCs that had included the 
Specialist in their community, and 90 percent saw these CCCs as somewhat or very successful 
in resolving the problems or concerns about the care or treatment plan for the older adults or 
adults with physical disabilities. Over time there was no statistically significant change in 
stakeholders’ views of the overall success of the CCCs,  

The most common actions Specialists reported taking during the CCCs were:  

 Assisting with information or referrals to services 

 Providing clinical information about the consumer’s presenting problems 

 Providing additional staff training or coaching 

 Providing the consumer and/or surrogate with short-term help in accessing services 

The issues addressed in these complex case consultations were indeed complex. Most of the 
CCCs (62%) involved consumers with five or more issues; half of these cases (or 30% of all 
cases) had 10 or more issues. Difficulties in navigating the system for the consumer, family 
members or other supports and complex and/or co-occurring medical conditions were the 
consumer issues most likely to be reported, followed by the lack of or poor family/natural 
supports. About one third of cases involved consumers with functional limitations, isolation or 
loneliness, or difficulties in understanding eligibility for services. 

For about half of the cases, a change in residence was recommended. In over half of those 
cases, however, a change in residence was not obtained either because the option was not 
available (42%) or the consumer refused (12%). Most of the recommended changes in 
residential setting were moves to a higher level of care. In nearly all of the CCCs, the Specialists 
reported that the community could provide at least some of the resources necessary to 
address the needs of the CCC consumer.  

Workforce Development and Community Education 

Specialists conducted, hosted or planned a large number of training events: 405 community 
education events and 484 workforce development events between July 2017 and March 2019, 
for an average of 58 community education and 69 workforce development events (127 training 
events) per quarter. A wide array of topics was covered (e.g., system navigation, available 
resources, communicating needs, physical disability/function, and advance planning/end-of-life 
care) for participants ranging from advocates and consumers to individuals working in 
behavioral health services, primary care, or local law enforcement. 
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Most of the stakeholders responding to the online stakeholder survey had attended at least 
one behavioral health-related in-service and/or training event planned, conducted or 
facilitated by the Specialist since June 2015, increasing from 62% of stakeholders in 2017 to 
74% in both 2018 and 2019. This increase is due in part because participants who took a 
training evaluation survey were subsequently invited to participate in the stakeholder survey. 
The most common reasons given for not attending training events were lack of awareness 
about training opportunities and lack of time; these did not change from 2018. There was some 
evidence, though, that financial constraints increased as a barrier to attending trainings. 
Although the vast majority of trainings offered by Specialists are provided at no cost to 
participants, and only 11 percent of stakeholders reported in 2018 that trainings were too 
expensive (e.g., due to the cost of travel or time away from work), 30 percent did so in 2019. 

The trainings were evaluated very highly by participants with respect to the amount learned, 
confidence in their ability to use the knowledge gained, the trainings having met their 
expectations, the usefulness of the information in their work, support by their employer for the 
topic, preparation for work with or advocacy for older adults and people with disabilities with 
behavioral health needs, and the trainers’ preparedness, knowledge, and responsiveness to 
their questions. 

The trainings continued to be very positively evaluated by the training participants who 
responded to the follow-up survey two months after the training. The vast majority of 
respondents reported that their supervisor supported their using the knowledge and skills 
gained, they had shared information with their coworkers, their agency had the staff and 
resources needed to apply the information, they were providing better services to older adults 
and people with disabilities, they were able to use information from the training in their job, 
their work improved as a result of training, and that the training gave them confidence in their 
ability to meet the needs of this population. However, among respondents who did not select 
“not applicable” or “don’t know,” only one third reported that their agency was using screening 
or assessment tools they had learned about at the training. This may be because most 
participants were not in a position to introduce new tools for use in their agencies.  

Systems Change 
A key element for bringing about systems change and positive consumer outcomes is the 
availability of a multidisciplinary team (MDT). There was a slight but statistically significant 
increase in overall MDT success as reported by Specialists over time. 

Specialists and stakeholders were asked about progress toward achieving various desired 
outcomes for consumers. The wording of items was not directly comparable for the two groups, 
however, and many Specialists and stakeholders alike responded that they did not know about 
the extent to which success had been achieved in a given outcome. Other ways of collecting 
data about outcomes must be considered, such as interviews with stakeholders and Specialists. 

Among the Specialists who responded to questions related to the outcomes of the Initiative, 
several improvements over time were revealed. These included increased referrals for 
complex case consultation, greater ease in making referrals, greater willingness among 
providers to accept Medicare reimbursement for this population, greater access by consumers 
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and family members to needed services, decline in inappropriate hospitalizations, and greater 
knowledge of each other on the part of relevant services agencies. 

Among the stakeholders surveyed, there was some evidence that some outcomes had 
worsened over time. There was less agreement that older adults and people with physical 
disabilities who have behavioral health needs were recognized as priority populations, were 
more likely to have timely access to the full range of services they need, were more likely to 
have access to community-based behavioral health programs or services that have 
demonstrated their effectiveness, and were more likely to receive help from direct service 
and/or primary care providers with the requisite knowledge and skills. Also, fewer stakeholders 
in 2019 agreed that community partners were more successful in resolving complex cases.  

Stakeholders reported only minimal behavioral health service provision to various groups of 
older adults and people with physical disabilities who have unique vulnerabilities (e.g., those 
living in long-term care or community-based care, ethnic minorities, LGBTQ+ populations, 
veterans, those who are socially isolated, those with serious mental health issues, those with 
addictions issues). Furthermore, there was some evidence of decline in the provision of 
behavioral health services to those at risk of behavioral health issues due to isolation. Greater 
awareness of the extent and effects of social isolation, due to Specialists’ efforts to raise 
awareness and attention in the media, likely contributed to this result. Again, because of 
expansion and changes in the sample for the stakeholder survey each year, these findings 
should be viewed with caution.   

Retention and Recruitment of Behavioral Health Specialists 
Behavioral Health Specialists are the backbone of the Initiative. As of June 2019, seven of the 
original cohort of 24 Specialists remained in their positions. Progress on the Initiative may be 
stalled when turnover occurs and vacant positions must be filled. Moreover, it is unclear 
whether Specialists “have the authority necessary to assure that system changes can be made 
to ensure service delivery systems will meet individual needs,” as stipulated in the report 
regarding the Special Purpose Appropriation in 2013 for Senior and Disabled Mental Health 
Services.3 Further exploration is needed of the decision-making authority of Specialists and 
ways to enhance their retention and recruitment.  

Recommendations 
The following recommendations were developed by the Portland State University Institute on Aging 

based on our analyses of the evaluation data (i.e., stakeholder surveys, Behavioral Health Specialists’ 

quarterly reports, training evaluations, complex case consultation reports, recommendation survey for 

Behavioral Health Specialists), with the aim of improving outcomes for older adults and people with 

physical disabilities 

1. Integrate behavioral health (OHA) and aging services (DHS) for older adults and people 
with disabilities with cross-system care needs. 

                                                           
3 Report regarding the Special Purpose Appropriation in 2013 for Senior and Disabled Mental Health Services. 
(2014, August 15). Pp. 2-3. 
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a. Acknowledge shared responsibilities for services by executing MOUs at the state 
and local levels. 

b. Use “braided” or blended funding strategies so that each agency contributes to 
the needed array of services. 

c. Prioritize building bridges between local agency leaders and their staff to reduce 
state agency siloes. 

2. Elevate older adults and people with disabilities as a priority population in organizations 
and programs that offer behavioral health services and supports.  

a. Allocate funding for appropriate services. 
b. Support and invest in a knowledgeable and skilled workforce. 
c. Promote program development to enhance access to services and specialized 

housing. 
3. Increase Medicare literacy and promote structural changes. 

a. Allocate funding for technical assistance for providers. 
b. Educate providers on behavioral health billing codes and alternative strategies. 
c. Advocate for increased reimbursement rates and a larger group of qualified 

professionals who can provide billable mental health services for this population. 
4. Consider and address the personnel-related factors that may impact progress.   

a. Assess the factors affecting Specialist turnover.   
b. Identify ways to recruit and sustain a qualified workforce of Behavioral Health 

Specialists. 

 

Conclusion 
Many barriers remain to addressing the behavioral health needs of older adults and people 
with physical disabilities in the state of Oregon, and there is considerable agreement between 
stakeholders and Specialists, at least, concerning what these barriers are. At the same time, 
several barriers appear to have lessened in the last two years, which is good news. 

The evidence for progress toward accomplishing the goal of the Initiative is mixed, however. 
There were both improvements and downturns in the indicators of collaboration and 
coordination over time. With respect to community partner involvement in community capacity 
building activities, there were several improvements. Specialists appear to be reaching out to 
community partners previously unconnected to the Initiative. 

Specialists are the backbone of the Initiative, and they are busy! Each was involved in an 
average of five workforce development or community education events per quarter and an 
average of 16 complex case consultations per quarter. The trainings they conducted, hosted, or 
planned were evaluated very highly. They have initiated many unique and innovative programs.  

Other reasons for optimism about the prospects for success for the Initiative are the increase in 
overall success of multidisciplinary teams and improvements in several consumer outcomes as 
perceived by Specialists over time. Among the stakeholders surveyed, however, there was 
some evidence that some outcomes had worsened over time. Also, few of the most vulnerable 
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groups of older adults and people with disabilities were reported by stakeholders as having 
received behavioral health services, and there was some evidence of decline in service for 
some, although these results should be viewed with caution given changes over time in the 
sample for the stakeholder survey. 

Clearly, gains have been made. Nonetheless, work remains to be done to address the 
behavioral health needs of older adults and people with physical disabilities in Oregon. Formal 
agreements for sharing information and resources and reducing silos between community 
partners still are needed. Work toward a Memorandum of Understanding between OHA and 
APD is underway, and similar agreements are in place or are being pursued in some 
communities at the local level. Ground needs to be made up with respect to elevating older 
adults and people with disabilities who have behavioral health needs as a priority population. 
Although progress has been made with respect to getting providers to accept Medicare 
reimbursement, continued effort is needed to educate federal policy makers about flaws in 
Medicare reimbursement rates and practices and to inform local providers about alternative 
billing strategies. Finally, because progress in the Initiative rests heavily on the work of the 
Behavioral Health Specialists, it is critically important to identify ways to recruit and sustain a 
qualified cadre of Specialists.  
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Background 
 In 2014 the Oregon legislature allocated funding to the Oregon Health Authority (OHA) 
for the Behavioral Health Initiative (BHI, or the Initiative) for Older Adults and People with 
Disabilities. Subsequently, the OHA contracted with the Institute on Aging (IOA) at Portland 
State University (PSU) to conduct an assessment of the behavioral health needs of older adults 
and how best to address the gaps. Early in 2015, a Statewide Director, Nirmala Dhar, was 
named to lead the BHI within the OHA. Community Mental Health Programs and other 
nonprofit entities were awarded contracts to hire 24 Behavioral Health Specialists 
(subsequently referred to as Specialists) located in communities throughout Oregon (see Figure 
1). Since July 2016, the OHA has contracted with the IOA at PSU to document the activities and 
accomplishments of the Initiative.1 The current report describes the evaluation findings from 
July 2017 - June 2019, with an emphasis on findings pertaining to progress toward meeting the 
goals and objectives of the Initiative and identifying ways to improve services. When possible, 
comparisons are made with data from the previous year. 

 

 

Figure 1. 2019 Behavioral Health Specialist service areas 

                                                           
1 PSU Institute on Aging (2017). Evaluation of the Behavioral Health Initiative for Older Adults and People with 
Disabilities in Oregon, July 2016-June 2017. This report can be found at https://www.pdx.edu/ioa/more-about-the-
program.  
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Gaps in Services 

The needs assessment conducted in 2014 identified a number of issues related to 
addressing the behavioral health needs of older adults and people with disabilities in Oregon, 
as presented in Table 1.  
 
Table 1  
Gaps in Behavioral Health Services Identified for Older Adults and People with Physical 
Disabilities as Identified in the 2014 Needs Assessment 

Lack of Coordination 

 Systems are fragmented 

 No one agency willing to take the lead in assessing or coordinating services 

 Services are provided in silos; as a result, those with behavioral health needs who also have 
age-related or disability-related needs are not a priority for any organization.  

 Each system (e.g., health system, aging and disability system, behavioral health system) has 
different requirements and funding sources 

 Little information sharing among agencies takes place for those with complex needs 

 Those with complex needs are often invisible to multiple service systems until there is a crisis 
 

Lack of Availability 

 All health, aging and disabilities, and behavioral health systems are overloaded due to limited 
resources and funding and lower priority being placed on this population. 

 Lack of knowledgeable providers 

 Issues of availability are particularly high in rural communities 
 

Lack of Accessibility 

 No approved Medicare providers willing to take clients in the area  

 Lack of transportation  

 Restrictive eligibility requirements 

 Issues of accessibility are particularly high in rural communities 
 

Lack of Affordability 

 Those who do not qualify for public services often cannot afford to pay out of pocket 
 

Lack of Acceptability 

 Stigma associated with behavioral health makes older adults or people with disabilities 
reluctant to seek out or accept services 

 Few services are tailored to the population in terms of service location (e.g., mental health 
clinics rather than in home or primary care settings) or program design 
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Data Sources 

Data were gathered from multiple sources using various tools2 developed by IOA team, 
as described below. The results of the evaluation to date are presented for each element in the 
logic model. This report includes data collected in the fiscal year (FY) period 2017-2019 (Years 2 
and 3 of the evaluation). When possible, we compare these data with those collected in FY 
2016 (Year 1 of the evaluation). 

Quarterly Reports. Specialists submit reports quarterly, although some aspects of their 
job are reported on every six months (every other quarter) instead of quarterly to minimize 
reporting burden. The Specialists’ reports contain information about barriers, collaboration and 
coordination, and perceived progress in systems changes and outcomes. 

Some quarterly reports cover more than one county (e.g., both Linn and Benton). Also, 
some reports during FY 2017 were not submitted or received due to position vacancies. 
Nonetheless, the reports submitted for the present evaluation covered from 90 to 100 percent 
of Oregon’s population, depending on the quarter. Several indices using multiple questions 
were created to measure change in various aspects of the Initiative over time. All statistical 
tests were conducted using within-county models to ensure comparability over time. 

Reports on Complex Case Consultations. Beginning in October 2017, Specialists began 
recording detailed information about the complex case consultations (CCC) they organized or 
participated in. This information provides rich data and further insight into the needs of the 
population and the extensive work of Specialists to address this job function. The data available 
for this report were reported between October 2017 and March 2019. During this period, 
Specialists reported on a total of 2,331 complex case consultations. Note that this figure does 
not correspond to total number of consumers served by Specialists through these 
consultations, since consumers (and their proxies, or referral source) can receive more than 
one consultation. The reporting form has been revised and updated multiple times based on 
Specialists’ suggestions and experiences. 

Trainings Conducted and Participants’ Evaluations of Trainings. Specialists organize 
two types of training: workforce development and community education events. Workforce 
development trainings are aimed at enhancing the behavioral health-related knowledge and 
skills of aging services, health services, mental health services, and other professionals. 
Community awareness events are intended to inform the public about topics related to 
wellness, healthy aging and behavioral health. In their quarterly reports, Specialists reported 
conducting, facilitated or planning a total of 405 community education (CE) events and 484 
workforce development (WD) events between July 2017 and March 2019 – for an average of 58 
CE and 69 WD events per quarter during this period (or an average of 127 CE or WD events per 
quarter).  

In addition, to evaluate the workforce development events, data were collected directly 
from training participants using online questionnaires sent to the email addresses provided by 
the participants. Surveys were sent within a few days following the training and again two 

                                                           
2 The specific tools used to collect data are available upon request. 
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months after the training to determine how participants were using what they had learned in 
the training in their work.  

Between October 2017 and March 2019 (when we started collecting post-training 
follow-up data and the latest quarter for which we have data), 376 workforce development 
training events were conducted, hosted, or planned by a Behavioral Health Specialist. The 
training evaluation data in this report come from those individuals who attended one or more 
of those events. Electronic post-training evaluation forms were successfully sent to over 5,500 
participants; more than 2,300 (42%) participants completed the post-training survey. Between 
October 2017 and December 2018, 4,687 follow-up surveys were successfully sent to 
participants, and 965 surveys (21%) were completed. 

The estimated number of attendees at the community education events conducted, 
facilitated, or planned by the Specialists was over 13,000 (not an unduplicated count). Several 
of these events (e.g., information booths at health fairs), did not lend themselves to formal 
evaluation. At these events, Specialists distribute customized paper evaluation surveys tailored 
to the content and audience. These surveys are sent to the evaluation team for an event-
specific summary of participant responses. Because these evaluations are customized to 
specific events, no cumulative analysis was conducted.  

Stakeholder Survey. Community stakeholders across Oregon completed surveys that 
focused on all areas of the logic model: gaps in and barriers to services, the Specialists’ core job 
functions, systems changes, and progress toward improving consumer outcomes. The sample 
for the survey consisted mostly of individuals named by the Specialists as people in their 
country or region having an interest in the Initiative and being decision makers or having 
influence with decision makers about issues such as budgeting, staffing, programming, training, 
or direct services. These included administrators, managers, direct service and primary care 
providers, and lay persons or advocates. The Specialists’ lists were then supplemented with 
stakeholder names and email addresses provided by the BHI Director, Advisory Council 
members, and searches by the PSU team through agency listings to ensure similarity in 
coverage across different communities, as well as individuals who participated in evaluations of 
training conducted by the Specialists. In 2017, the Stakeholder Survey was distributed to 700 
individuals. In 2018, the Stakeholder Survey was distributed to 1,213 individuals between 
February and March, representing an increase in the sample of 513, or about a 73% increase in 
identified stakeholders. In 2019, the Stakeholder Survey was distributed successfully to 1,784 
stakeholders during February and March, representing an increase in the sample of 571, or a 
47% increase. The response rates were 33, 32, and 26 percent in 2016-17, 2017-18, and 2018-
19, respectively. The declining response rate may be due to a number of factors: the continually 
expanding list of individuals included as stakeholders, including more laypersons, some of 
whom may be more tangentially involved in and perhaps less knowledgeable about the 
Initiative; respondent fatigue from participating in previous years; and technical issues in the 
delivery of the questionnaire (i.e., restrictive firewall settings in some agencies, blocking receipt 
of the survey). The size of stakeholder lists varied by county and across the three years of the 
survey, with some counties experiencing an increase and others a decrease in terms of their 
share of respondents in the sample. Participating stakeholders represented all regions of the 
state and all types of program positions. About 52% of the stakeholders who answered the 
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survey item about the service area in which they worked, volunteered, or advocated were in 
rural counties, providing good representation of those communities. In 2017 and 2018 (Years 1 
and 2 of the Stakeholder Survey), middle managers, program managers, and clinic directors 
comprised the largest share by position type. In 2019 (Year 3 of the Stakeholder Survey), direct 
service providers and primary care providers made up the largest share of respondents (Figure 
4 below). 

 

 

Figure 4. Distribution of stakeholders by position type 

The results of the evaluation to date for each component of the logic model are presented in 
the next section. When available, data collected in FY 2016-2017 are compared with those 
collected during FY 2017-2019. 

 

Evaluation Results 

Barriers and Gaps in Services 

 Both stakeholders and Specialists were asked about each of 16 barriers to serving older 
adults and people with physical disabilities who have behavioral health needs that emerged 
from the 2014 needs assessment. These barriers comprised four categories: (1) physical 
infrastructure, (2) lack of services and programs, (3) lack of providers, and (4) policy and 
systems issues. Figures 5-8 show responses of stakeholders and Specialists over time. The 
stakeholder data were collected during the first quarter of each year through the online survey. 
The closest data point for Specialists consisted of the quarterly reports from the previous year, 
so those are the data used to maximize comparability in terms of time of measurement for the 
two groups. 
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Table 2 
Top Five Barriers According to Specialists and Stakeholders  

# Specialists (Q4 2018) Stakeholders (Q1 2019) 

1 Lack of affordable housing (100%) Lack of affordable housing (95%) 

2 Lack of behavioral health services in long-
term care settings (79%) 

Lack of behavioral health services in long-
term care settings (83%) 

3 Distance to services (79%) Restrictive eligibility criteria/person does not 
qualify (79%) 

4 Restrictive eligibility criteria/person does not 
qualify (76%) 

Lack of behavioral health programs specific to 
older adults and people with physical 
disabilities (77%) 

5 Lack of transportation (65%) Lack of in-home services (76%) 

 

The two groups shared three of the top five challenges: lack of affordable housing, lack of 
behavioral health services in long-term care settings, and restrictive eligibility criteria. 

 

Physical Infrastructure (Housing and Transportation)  

Lack of affordable housing remained the top barrier identified by both stakeholders and 
Specialists, with over 90 percent of both groups identifying this as a barrier (see Figure 5 
below). Transportation and distance to services continued to be barriers as well, with over 50 
percent of both groups identifying these two barriers as present in their communities. When 
we analyzed the responses of stakeholders over time, there was some evidence that 
stakeholders perceived distance to services as having lessened somewhat as a challenge in 
2019 compared to 2017. (Note that the figures below show the cross-sectional results and thus 
differ somewhat from the findings from the longitudinal analyses, which included only 
respondents who had responded to at least two of the three Stakeholder Surveys.) 
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Figure 5. Percent of stakeholders and Specialists reporting housing, transportation and distance 
barriers 

 

We do not have enough low-cost housing for elders who can live independently, 
but need to be close to services. Transportation is minimal throughout the 
county. 

-Stakeholder    
 

Transportation remains a high need for many of our clients. There is also a huge 
need for in-home services that remains to be unrecognized. 

-Stakeholder  
 

We still have a huge need for affordable housing and transportation. There is 
also a lack of housing for older adults who have both physical and mental health 
issues. 

-Specialist 
 

Lack of affordable housing, lack of transportation, and distance to services 
continue to be an issue in Douglas County. 

        -Specialist 
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Lack of Services and Programs  

The next most challenging barrier according to both stakeholders (83%) and Specialists 
(79%), was the lack of behavioral health services in long-term care settings such as nursing 
homes and assisted living residential settings (see Figure 6). For stakeholders, the lack of 
behavioral health programs specific to older adults and people with disabilities was another 
significant barrier (reported by 77% of stakeholders). Specialists, however, perceived this 
barrier to have become significantly weaker over time, from 87 percent of Specialists 
identifying this barrier in Q4 2016 down to 56% in Q4 2018 (not shown on the above table). 

An additional challenge related to lack of services and programs included a lack of in-home 
services, identified by three-quarters of stakeholders in all three years of the survey, and by 
86% of Specialists in Q4 2016 down to 50% in Q4 2018. According to Specialists, therefore, this 
is another area of significant improvement. Lack of prevention and wellness services were 
reported by 63% of stakeholders in 2017, 57% in 2018 and 55% in 2019. Fewer than 50% of 
Specialists identified this as an issue in Q4 2017 (42%) and Q4 2018 (44%). Wait lists to obtain 
services were seen as a barrier by about 66% of stakeholders in both 2019 and 2017. 
Specialists’ perceptions demonstrated significant improvement, however: in Q4 2016, 75% of 
Specialists reported wait lists as a significant barrier, but in Q4 2018, only 30% of Specialists did 
so. Lack of needed services other than those listed also lessened as a barrier, according to 
Specialists, with 82% listing these in Q4 2016 compared to 58% in Q4 2018. 

 

Figure 6. Percentage of stakeholders and Specialists reporting service and program barriers 

Note: Data on behavioral health services and lack of prevention and wellness services were not collected 
from Specialists in 2016. 
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Policy and Systems Issues 

Only one of the top five challenges identified by both stakeholders and Specialists fell in 
the category of policy and systems issues: restrictive eligibility criteria which prevent people 
with significant or complex needs from qualifying for services. About 76% of Specialists and 79% 
of stakeholders reported this barrier in their communities, with no significant change in either 
group. About three quarters of stakeholders perceived a lack of credentialed providers willing 
to accept Medicare reimbursement for behavioral health services as a barrier in both 2017 and 
2019. As perceived by Specialists, however, this was an area of significant improvement: 
between Q4 2016 and Q4 2018, the share of Specialists identifying the lack of credentialed 
providers willing to accept Medicare reimbursement for behavioral health services as a barrier 
declined from 95 to 60 percent. 

Other barriers related to policy and systems issues included a lack of integration of 
behavioral health and physical health services, reported by about two-thirds of stakeholders 
throughout the period. In contrast, 77% of Specialists identified this as a barrier in 2016, 
compared to fewer than 50% in Q4 2017 and Q4 2018 (although this improvement was not 
statistically significant). This change in Specialists’ perception may be due to their continued 
efforts to build capacity for complex case consultation in their communities. In addition, there 
has been a push for the integration of behavioral health services in primary care among 
Coordinated Care Organizations. The change in perception among Specialists may be in 
response to these efforts. Finally, among Specialists, poor communication between relevant 
agencies and organizations was reported as a significant barrier by less than 50 percent of 
them, while the corresponding figures among stakeholders were slightly higher, ranging from 
53 percent in 2017 to 54 percent in 2019. Figure 7 below displays the results pertaining to 
barriers related to policy and systems issues. 

   

 

Figure 7. Percentage of stakeholders and Specialists reporting policy and systems barriers 
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Lack of Providers 

Issues within this category are also important to recognize, although none were in the 
top five barriers reported by stakeholders and Specialists (see Figure 8 below). All involve 
training or expertise of providers about behavioral health issues. 

The share of Specialists who reported a lack of personnel with the required expertise to 
provide quality behavioral health services as a barrier in their communities declined from 76 
percent in 2016 to 47 percent as of Q4 2018, a statistically significant improvement. However, 
among stakeholders, two-thirds continued to perceive this issue as a barrier throughout 2017 
to 2019. Similarly, the share of Specialists who perceived a lack of primary care providers 
knowledgeable about behavioral health as a barrier decreased from 86 to 39 percent between 
Q4 2016 and Q4 2018 (although this decline was not linear and consistent over time, so it was 
not statistically significant). Among stakeholders, about two-thirds perceived this issue as a 
barrier in each of the three years of the survey. Finally, because Centers for Medicare & 
Medicaid Services (CMS) policies limit which types of providers can be reimbursed for services, 
many otherwise qualified providers cannot receive reimbursement. This limits access to 
services for those consumers who rely on Medicare for payment, as these consumers often do 
not have the means to pay out of pocket for these services. A little over half of Specialists (56%) 
perceived a lack of providers with the credentials required to get reimbursed for providing 
behavioral health services in their communities as a barrier. Although there was a decrease in 
the share of Specialists who reported this issue as a barrier since 2016, the change was not 
statistically significant. About two-thirds of stakeholders perceived a lack of providers with the 
required credentials for Medicare reimbursement to be an issue in their communities in 2019. 
 
 

 

Figure 8. Percentage of stakeholders and Specialists reporting barriers related to providers 
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Strategies and Actions for Addressing Barriers 

 We now turn to the strategies and actions of the Specialists designed to address these 
barriers, including building community capacity through collaboration and coordination, 
training, and providing complex case consultation. 

 

Collaboration and Coordination 

 Collaboration and coordination include any activity with community partners that is 
intended to or contributes to improvements to the local behavioral health system for older 
adults and adults with physical disabilities who have behavioral health needs. Collaboration 
typically occurs in meetings with community partners and may involve reviewing gaps in 
services, setting priorities, discussing solutions (e.g., evidence-based programs), allocating 
resources, and/or monitoring progress. Improved coordination of services may occur as a result 
of a meeting or discussion between community partners or a complex case consultation or may 
be the result of implementing or expanding an evidence-based program. 

As of December 2018, at least half of the Specialists identified involvement in their 
regions from the following community partners: aging and disability services (97%), behavioral 
health services (88%), area Coordinated Care Organization (67%), residential care (64%), and 
hospital emergency departments (50%). With response categories ranging from (1) “not at all” 
to (4) “a great deal”, both aging and behavioral health services were perceived to be involved in 
coordination and collaboration somewhat (3) to a great deal (4). Primary care clinics and 
hospital/emergency departments were seen as a little (2) to somewhat (3) involved. Other 
community partners were seen as having little (2) to no (1) involvement.  

There was consistent community partner involvement over time as perceived by 
Specialists.  

 

Table 3  
Perceived Community Partner Involvement in Coordination and Collaboration Activities: 
Specialists’ Quarter Reports, 2016-2018 

Community Partner 2016 
Q4 

2017 
Q4 

2018 
Q4 

Trend 

a. Aging services 97 97 97 n/s 

b. Behavioral health services 86 91 88 n/s 

c. Center for Independent Living 28 19 27 n/s 

d. Veterans services 24 31 33 n/s 

e. Primary care clinic 52 53 48 n/s 

f. Hospital/emergency department 55 50 50 n/s 

g. Area coordinating care organization 66 78 67 n/s 

h. Local law enforcement 38 38 34 n/s 

i. EMT or similar emergency responder 38 44 31 n/s 
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Table 3 (Continued) 
Community Partner 2016 

Q4 
2017 
Q4 

2018 
Q4 

Trend 

j. Tribal organization 7 21 13 n/s 

k. Advocacy organization/consumer/family member 34 50 30 n/s 

l. Residential care 55 56 64 n/s 

m. Faith community 21 19 15 n/s 

n. Elected government official 14 22 18 n/s 

o. Home care/Home health care 55 42 48 n/s 

 
Note: The percentages above include Specialists who indicated the community partner was involved 
either “somewhat” or “a great deal.” Not all data points/quarterly data are shown for ease of 
presentation, but tests of linear trend utilized all available data; “n/s” indicates that the linear trend 
coefficient is not statistically significant. 

 
In the Stakeholder Survey, respondents included all of these categories of community 

partners, with the largest proportions representing aging and disability services and behavioral 
health, as displayed in Figure 9 below. These two groups represented 22 and 20 percent of all 
responding stakeholders in 2019, respectively. The “other” category was composed of various 
community partners such as law enforcement, veterans services, tribal organizations, and faith 
communities, among others. The slight increase over time in the share of this group from 53% 
to 58% may be a sign that Specialists are reaching out to previously unconnected community 
partners. 

 

 
Figure 9. Percentage of stakeholders from each stakeholder group 
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Stakeholder Engagement. Engaging core stakeholders is imperative for building 
partnerships and bridging gaps between service sectors. A majority of stakeholders agreed or 
strongly agreed that the Initiative was a priority for their organization throughout the period 
(53% in 2017; 60% in 2018; 55% in 2019). Fifty-three percent of stakeholders also agreed or 
strongly agreed that “Community partners who attended coordination and collaboration 
discussions or meetings have agreed on what their priorities should be for addressing the gaps 
in behavioral health services for older adults and adults with physical disabilities,” and this 
indicator improved between 2017 and 2019. About 70% of stakeholders agreed or strongly 
agreed that they had several other projects that were competing for their time and attention” 
but this indicator improved slightly (that is, there was less competition) (from 73% in 2018). 
Participants in joint discussions or meetings were seen as very committed to improving 
behavioral health services for older adults and adults with physical disabilities, with 86 percent 
of stakeholders agreeing or strongly agreeing with this statement. 

Stakeholders also identified obstacles to engagement. There was strong evidence of 
worsening since 2018 and some evidence of worsening since 2017 with respect to the indicator 
that “the Initiative was a priority for their organization”, which was a setback. In addition, the 
“right people” may be missing from the table in these collaboration and coordination 
discussions, with only 45% of stakeholders in 2019 reporting that the people who can make 
changes in agency programs or services were participating (a slight but not statistically 
significant increase from 42% in 2018). 

The percentage of stakeholders who reported having participated regularly in 
discussions or meetings whose primary purpose was to talk about collaboration or coordination 
of services in their communities declined from 43 percent in 2018 to 34 percent in 2019 (Figure 
10 below). The share of stakeholders who reported having never attended these meetings 
increased from 18 percent in 2017 to 31 percent in 2019. There is some evidence to suggest 
that these observed changes in attendance in these meetings are statistically significant. 

 

Figure 10. Participation by stakeholders in discussions with Specialists  
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In their quarterly reports, Specialists were asked to rate seven statements (1=strongly 
disagree to 5=strongly agree) about the extent to which core stakeholders were engaged with 
the Initiative through such activities as expressing support, having direct involvement, having 
regular contact with the stakeholders, and agreement on gaps and priorities in behavioral 
health services for older adults and people with disabilities (see Figure 11 below). The majority 
of Specialists agreed or strongly agreed with these statements. Core stakeholders’ engagement 
in these activities as reported by Specialists did not change over time (it increased slightly 
between Q3 2016 and Q2 2017 (not significantly), but then it declined significantly back to the 
Q3 2016 level).  

 

Figure 11. Specialists’ ratings of stakeholder engagement 

 

Community Building. Building and supporting community capacity is critically important 
to the success and sustainability of the Initiative. Specialists reported on 10 indicators of 
capacity in their communities. Examples of these indicators include: (1) forming a cohesive 
group to address gaps in services, (2) meeting often enough to make progress in reducing gaps 
in services, (3) putting formal agreements in place, and (4) ensuring “the right people” are 
participating in their meetings. Since July 2016, community partners’ involvement in these 
activities has increased significantly (see Figure 12 below). Specifically, Specialists were more 
likely to report that: community partners had formed a cohesive group committed to 
addressing gaps in services; community partners met often enough to make progress in 
reducing gaps in services; consumers were well represented at community partner meetings; 
coordination among community partners had improved; formal agreements (such as 
memoranda of understanding or participation agreements) were more likely to be in place; 
agencies were not working in silos; and the interference of turnover in community partner 
organizations with the Initiative’s momentum had declined. 
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Figure 12. Specialists’ ratings of community capacity 
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(e.g., a multidisciplinary team meeting) remained the same, at 41 percent and did not change 
significantly over time. 

 

Figure 13. Stakeholder ratings of the success of complex case consultations 

 Overall, there was no statistically significant change over time in stakeholders’ views of 
the success of CCCs in resolving the problems or concerns about the care or treatment plan for 
the older adults or adults with physical disabilities. About 44 percent saw the CCCs as having 
been very (6%) or pretty successful (38%) (almost all or most, respectively, problems were 
addressed) and another 46 percent saw them as somewhat successful (some problems were 
resolved but many remained unresolved); only 9 percent reported the CCCs as being not very 
successful (8%) or not successful at all (1%). 

The reporting tool used by Specialists provided important new detail about the nature 
and scope of CCCs and the consumers who are served. These data were available beginning in 
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between ages 65 and 74 (34%), followed by those younger than age 60 (24%). The CCC 
consumers were older compared to Oregon’s general population, based on available data from 
the American Community Survey 2012-2017 (see Figure 14).  
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Figure 14. Age distribution among CCC consumers and Oregon residents 
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changes (70%) in residential setting were moves to higher level of care (see Figure 15). When 
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having refused the recommended residential setting or providers being unclear as to which 
setting would best suit consumer needs. 

 

Figure 15. Recommended change in residential setting (if any recommended) 

 

The Specialists reported that the community could provide at least some of the 
resources necessary to address the needs of the CCC consumer in 91 percent of cases. 
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client, family members or other supports (51% of all cases) and complex and/or co-occurring 
medical conditions (46% of all cases) were the consumer issues most likely to be reported, 
followed by the lack of or poor family/natural supports (43%). There were several issues that 
were part of at least one third of cases: ADL and other functional limitations (34%), isolation or 
loneliness (35%), or understanding eligibility for services (36%). Specialists also identified 
“other” reasons for consultations that were not included in the reporting instrument. Examples 
include refusal to take opioid medication due to stigma and the need for durable medical 
equipment due to a physical disability. The distribution of presenting issues is displayed in Table 
4 below. The quarters in which data were available for each problem/issue are also noted in 
this table. 
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Table 4 
Share of Cases with Diagnosed and Suspected (or Diagnosis Pending) Issues,  
October 2017-March 2019 

Broad 
Category 

Problem/Issue 

Data 
Availability 
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Physical 

Medical 

Complex and/or co-occurring medical conditions X X X X X  46 2 

Co-occurring medical conditions      X 43 2 

Geriatric Syndromes (e.g., frailty, falls, self-neglect) X X X X X X 27 3 

Unresolved medical need X X X X X X 15 2 

ADL and other functional limitations X X X X X X 34 5 

Delirium X X X X X X 1 1 

Polypharmacy X X X X X X 5 1 

High utilization of emergency department and/or 911 X X X X X X 11 2 

Medical assistive device   X X X X 5 1 

Neurological 

Cognitive 

Dementia X X X X X X 16 9 

Lack of capacity, competence for decision making X X X X X X 18 11 

Acquired or traumatic brain injury X X X X X X 7 1 

Intellectual disability   X X X X 4 1 

Neurological disorder (e.g., seizures, Parkinson's) X X X X X X 3 <1 

Psychiatric 

Mental 

Health 

Mood Disorders (e.g., depression, anxiety) X X X X X X 26 16 

History of serious mental illness X X X    16 3 

Serious mental illness   X X X X 29 4 

Psychotic Disorders X X X    10 1 

Personality Disorders X X X X X X 4 3 

Hoarding X X X X X X 3 1 

Animal hoarding X X X X X X <1 <1 

Substance Use Disorders X X X X X  15 4 

Substance Use Disorders (excl. Opioid Use Disorder)      X 12 2 

Opioid Use Disorder      X 3 1 

Medication misuse X X X X X X 3 2 

Suicidality X X X   X 7 2 

Disruptive behaviors X X X   X 12 3 
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Table 4 (Continued) 

Broad 
Category 

Problem/Issue 
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Social 

Individual 

Isolation/loneliness X X X X X X 35 - 

Client refuses services X X X X X X 22 - 

Financial (e.g., cannot afford services, limited income) X X X X X X 27 - 

Housing/homelessness X X X    28 - 

Housing   X X X X 21 - 

Homelessness   X X X X 22 - 

Lack of or poor family/natural supports X X X X X X 43 - 

Law enforcement/criminal justice involvement X X X X X X 12 - 

Food insecurity X X X X X X 12 - 

Abuse (physical, emotional sexual, financial) X X X    7 - 

Self-Neglect X X X    17 - 

Lack of insurance X X X    2 - 

System System navigation (difficult for client/family/supports) X X X X X X 51 - 

Understanding eligibility X X X X X X 36 - 

Does not qualify for aging supports due to BH needs X X X X X X 13 - 

Does not qualify for BH supports due to ADL needs X X X X X X 10 - 

In home services needed and not available X X X X X X 9 - 

Health insurance limitations X X X X X X 6 - 

Workforce X X X X X  2 - 

Inadequate workforce (insufficient, lack of training)      X 5  

Can't afford/insurance won't cover services X X X X X  4 - 

Can’t afford services      X 9  

Lack of services X X X X X X 11 - 

Lack of or limited transportation X X X X X X 9 - 

Lack of communication between agencies X X X X X X 14 - 

Could not agree on a care plan X X X X X X 7 - 

Wait list is full or would take too long X X X X X X 2 - 

Hard to determine root cause(s) X X X X X X 7 - 

Legal issues (e.g., inappropriate evictions; guardianship 

issues) 
  X X X X 9 - 

 

Note: Date were not collected for suspected/diagnosis pending in issues under the social/individual and 

systems categories (as indicated by dashes). 



  22 
 

Training: Workforce Development and Community Education 

In their quarterly reports, Specialists reported conducting, facilitated or planning a total 
of 405 community education (CE) events and 484 workforce development (WD) events 
between July 2017 and March 2019 – for an average of 58 CE and 69 WD events per quarter 
during this period (or an average of 127 CE or WD events per quarter). These events covered a 
wide array of topics, such as system navigation, available resources, communicating needs, 
physical disability/function, and advance planning/end-of-life care. Participants ranged from 
advocates and consumers to individuals who work in behavioral health services, primary care, 
or local law enforcement. See Figure 16 for the topics covered most frequently in the trainings. 

                           

 

Figure 16. Trainings offered most frequently by Behavioral Health Specialists 
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Most of the stakeholders responding to the stakeholder survey had attended at least 
one behavioral health-related in-service and/or training event planned, conducted or facilitated 
by the Specialist since June 2015, increasing from 62% of Stakeholders in 2017 to 74% in both 
2018 and 2019. In both 2018 and 2019, about 90% of stakeholders (both managers and staff) 
reported that their agencies were supportive of using the knowledge and skills they gained 
from trainings. In 2019, 72% of stakeholders agreed or strongly agreed that their agency 
provided opportunities for them to discuss or explore practice changes based on traning. 

Stakeholders who reported that they did not attend any in-service or training events 
were asked why this was the case. The reasons cited most frequently were lack of awareness 
about training opportunities (57%) and lack of time (47%); these did not change from 2018. 
There was some evidence of an increase of financial constraints being a contributing barrier to 
attending trainings: Although in 2018, only 11 percent of stakeholders reported that trainings 
were too expensive, in 2019, 30 percent of stakeholders reported this to be a barrier. It should 
be noted that the Specialists generally provide trainings at no charge, but there may be travel 
or costs related to the loss of work that may present a financial barrier.   

As described in the Data Sources section, 2,366 training participants completed the 
online evaluation of the training. They answered questions concerning their job characteristics, 
their knowledge about the topic before the training, how much they learned as a result of the 
training, their confidence in their ability to use the knowledge they gained, their perceptions of 
the training, trainer(s), and the training environment as well as demographic items. The training 
participants who responded to the evaluation represented a wide range of disciplines and 
positions within agencies. A majority of participants reported working for an aging and disability 
services organization (28%), followed by behavioral health services (24%). A smaller share 
reported working for health services (13%) or long-term services and supports organizations 
(6%). About one quarter of respondents (27%) reported working for other types of agencies, 
including but not limited to law enforcement, housing, faith organizations, advocacy groups and 
non-profits. 

In October 2018, the online evaluation began including some additional demographic 
items, such as the participant’s highest level of education, credentials, and hours provided of 
direct care service to clients, consumers, or patients. Of the participants who responded, 68 
percent had a four-year or Bachelor’s degree or higher. Across both quarters of data, 
MA/MS/MSW was the most common credential among participants (11%), followed by LCSW 
(7%). Seventy-seven percent of respondents reported providing at least one hour of direct care 
service, and 58 percent were providing direct care at least half of the time. Only eight percent 
reported providing care full time as part of their job. 

We asked participants to rate their level of knowledge about the training subject before 
they attended the training. Twenty-nine percent of respondents reported having little or no 
knowledge of the training topic prior to the training, while seventy-one percent reported having 
at least a moderate amount of knowledge before the training. 

According to the training participants, the trainings attended provided them with 
valuable information. Seventy-two percent of training participants reported having learned a 
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good or great deal, and another 20 percent reported they learned a moderate amount. Only 
nine percent reported having learned little or nothing at all. 

An important workforce development objective is for training participants to be able to 
use their knowledge gains in their work. To gauge this, participants were asked how confident 
they were that they would be able to use the knowledge they had gained in their work. Since 
October 2017, a majority (83%) reported being pretty or extremely confident that they would 
be able to use the knowledge they gained in their work. Only a small portion (5%) reported 
being only slightly confident or not confident at all. 

To explore whether these measures improved or worsened over time, we examined 
changes in mean scores over time for reported knowledge prior to training, perceived 
knowledge gains as a result of training, and confidence in ability to use the knowledge gained 
from training (see Figure 17 below). As the figure shows, the initial declines in reported 
knowledge prior to training were followed with a sustained increase beginning in Q3 2018. 
Initial declines in knowledge gained as a result of the training and in confidence in ability to use 
the knowledge gained were followed by increases, but then declines. 

 

 

Figure 17. Participants’ ratings of prior knowledge, knowledge gained, and confidence in ability 
to use the knowledge gained as a result of the training 
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new topics and ideas during the period between October 2017 and September 2018, so they 
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were increasingly learning new things (hence the drop in knowledge before and increase in 
knowledge gained). Starting with July 2018, perhaps there was a period of stagnation in terms 
of topics covered or a saturation of topics. The decline in confidence in ability to use the 
knowledge gained from training may be due to participants becoming more aware of the 
structural constraints or barriers to their use of the knowledge they gain. 

As part of our evaluation, we asked training participants several questions about the 
training/workshop, the trainer(s), and the environment in which the training took place. 
Overall, participants were positive regarding the contributions of the training to their work. 
Most participants (88%) somewhat or strongly agreed that the training met their expectations. 
The vast majority (91%) somewhat or strongly agreed that the training provided information 
that would be useful in their work. 

It is important to have the support of employers for workforce events since they can 
help address barriers to training through co-sponsoring, providing release time, and 
contributing space. Most participants (91%) perceived that the topic of the training they had 
attended was in an area supported by their employer. 

Considering that this Initiative focuses on older adults and people with disabilities who 
have behavioral health needs, it is important that the training topics are relevant to these two 
groups. A majority of training participants somewhat or strongly agreed that the training 
prepared them to work with or advocate for these two populations (86% and 82%, 
respectively). 

Almost all participants perceived the trainer(s) to be prepared, knowledgeable and 
responsive to their questions. A majority of training participants somewhat or strongly agreed 
that trainers were well prepared and that the trainer(s) gave clear explanations of the training 
topic (93% each). Finally, 95 percent somewhat or strongly agreed that the trainer(s) welcomed 
questions and responded to them appropriately. 

From October 2017 through December 2018, all training participants with valid email 
addresses were sent follow-up surveys two months after the training to understand how the 
information acquired in the training had been utilized in their work. Response rates were low, 
however (ranging from 17% to 26%), so these findings should be interpreted with caution. Still, 
the response rates for follow-up evaluations have been improving over time (in Q4 2017: 17 
percent; Q1 2018: 19 percent; Q2 2018: 20 percent; Q3 2018: 23 percent; and Q4 2018: 26 
percent). (The data from the Q1 2019 trainings’ follow-up surveys were not available until mid-
June and could not be included here.) 

 Among those who responded to the follow-up survey, the trainings had a significant 
impact (see Figure 18 below). With respect to organizational support, the vast majority (90%) 
reported having their supervisor’s support for using the knowledge and skills gained from the 
training, 83% reported that they shared information from the training with their coworkers, and 
three quarters (72%) reported that their agency had the staff and resources needed to apply the 
information presented in the training. 

The trainings also influenced services to older adults and people with disabilities. Two-
thirds of the training participants reported that they were providing better services to older 



  26 
 

adults (65%) and people with disabilities (63%) as a result of the training. Eighty-seven percent 
reported that they were able to use the information from the training in their job, 72 percent 
reported that their work improved as a result of training, and 81 percent reported that the 
training gave them confidence in their ability to meet the needs of this population. However, 
only one-third of respondents (30%) reported that their agency was using screening or 
assessment tools they had learned about at the training. 

 

Figure 18. Percent of follow-up training evaluation respondents who agree or strongly agree 
with each statement (excluding “don’t know” and “not applicable” responses),  

Q3 2017 through Q4 2018 

Systems Change 
As described throughout this report, as a result of this Initiative, the Specialists have 

established stakeholder groups that are engaged in active problem solving and building 
community capacity, provided training that is increasing knowledge and improving practice, 
and supporting complex case consultations. These activities are intended to contribute to 
system changes, so we turn now to examining the evidence for system changes that are 
resulting from these efforts.  

A key element for bringing about systems change and positive consumer outcomes is 
the availability of a multidisciplinary team. A multidisciplinary team (MDT) is a group of 
professionals representing several disciplines who come together regularly to discuss 
consumers’ specific needs. Specialists were asked six questions about the presence and 
characteristics of MDTs in their communities, including the availability of expertise, presence of 
core stakeholders on MDTs, and stakeholder organizations’ willingness to provide services to 
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the client population. There was a slight but statistically significant increase in the overall MDT 
success as reported by Specialists over time (see Figure 19 below). 

 

Figure 19. Specialists’ ratings of success in multidisciplinary teams over time 

Table 5 below reports the percentage of Specialists who reported that an outcome was 
achieved in their community to a fair or great extent as reported in the first quarter of 2017, 
2018, and 2019.The final column of the table indicates whether there was a statistically 
significant, positive or negative linear (i.e., consistent) change over time since the first quarter 
data were available (some items were added in later quarters) to the first available quarter to 
Q1 2019. Note that for some items, the reported percentage is inconsistent with the finding 
because the changes were tested using longitudinal data, while the reports are cross-sectional 
in nature. In addition, it should be noted that for several indicators, there were as many as 60 
percent “Don’t know” responses. Indicators with “Don’t Know” responses of more than 30 
percent are followed by an asterisk. 

With these caveats in mind, the findings reveal that over time, Specialists became 
significantly more likely to report that referrals for complex case consultation had increased 
(38% in Q1 2017 to 58% in Q1 2019), it had become easier to make referrals, providers were 
increasingly willing to accept Medicare reimbursement for older adults and people with 
disabilities who have behavioral health needs, consumers and their family members had 
greater access to needed services, inappropriate hospitalizations had declined, and relevant 
services agencies were more knowledgeable about each other and the role each plays in 
addressing the behavioral health needs of this population. There were already very high levels 
of commitment among community partners to improving behavioral health services for older 
adults and adults with physical disabilities (90% of Specialists agreed in Q1 2018, and 97% 
agreed in Q1 2019) and that relevant services agencies (mental health and addictions) were 
coordinating and/or collaborating to better meet the behavioral health needs of older adults 
and adults with physical disabilities (80% in Q1 2018 and 81% in Q1 2019). 
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Table 5 
Specialists’ Ratings of Indicators of Success Over Time 

 2017 

Q1 

2018 

Q1 

2019 

Q1 

Sig. 

a. Referrals for complex case consultation have increased. 38% 71% 58% + 

b. It has become easier to make referrals. 45% 72% 77% ++ 

c. Providers are increasingly willing to accept Medicare reimbursement 
for older adults and people with disabilities who have behavioral 
health needs.* 

0% 4% 13% + 

d. Community partners have been more successful in resolving 
complex cases. 

52% 32% 50% n/s 

e. Consumers and their family members have greater access to needed 
services. 

24% 25% 50% + 

f. Organizations are able to obtain/grant waivers to existing eligibility 
criteria to expand access to services.* 

12% 0% 21% n/s 

g. Emergency Department stays have declined.* 13% 6% 6% n/s 

h. Inappropriate hospitalizations have declined.* 17% 6% 12% + 

i. Fewer people are being evicted from care settings for behavioral 
issues.* 

15% 10% 27% n/s 

j. Older adults and people with disabilities who have behavioral health 
needs and/or their family members are more likely to seek advice or 
help from direct service providers to better understand their signs and 
symptoms.* 

23% 22% 53% n/s 

k. Relevant services agencies [aging, physical disability, and behavioral 
health (mental health and addictions)] are more knowledgeable about 
each other and the role each plays in addressing the behavioral health 
needs of this population. 

62% 84% 81% + 

l. The majority of the people involved in the discussions or meetings 
are very committed to improving behavioral health services for older 
adults and adults with physical disabilities. 

- 90% 97% n/s 

m. Relevant services agencies (mental health and addictions) are 
coordinating and/or collaborating to better meet the behavioral health 
needs of older adults and adults with physical disabilities. 

- 80% 81% n/s 

Notes: Percentages refer to the share of cases responding “to a fair extent” or “to a great extent” in 
each quarter. A dash (-) indicates that the item was not asked that quarter. + p < .01, ++ p < .05.  
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Many stakeholders also reported systems-related successes. Below is a sample of their 
comments. 

The most significant success has been to have more engagement with 
multiple systems of care in order for them to talk to each other. 
   

Having our older adult care coordinator stationed in our behavioral health 
department (and next door to our mental health walk-in center) has been 
very helpful.     
    

[A success is] that there is even a discussion occurring regarding this 
population. Bringing the issue front and center is vital in order for the issue to 
be addressed. The collaborations and partnerships that have developed out of 
this effort is [sic] also a success. 
     

The MDT meetings have been so very helpful in attempts to try creative approaches 
in solving specific case problems.     

 

Consumer Outcomes 

Many groups within the population of older adults and people with physical disabilities 
are especially underserved yet have unique vulnerabilities that lead to increased needs for 
behavioral services. Stakeholders were provided a list of these groups and asked the extent to 
which behavioral health services were being provided to various specific subgroups of older 
adults and people with physical disabilities (Table 6 below). A sizable portion of stakeholders 
(from 18 to 39 percent) reported that they did not know the extent to which these groups were 
served. However, among stakeholders who did provide an assessment, none of the groups 
were reported to have been served to even a fair extent by more than one third of 
respondents. There was some evidence of decline between 2018 and 2019 in the share of 
stakeholders who reported that those living in memory care units and those at risk of 
behavioral health issues due to isolation were receiving behavioral health services to a fair or 
great extent. The item concerning memory care units is misleading; residents of memory care 
units are not the target of behavioral health services; rather, it is the staff who are the target 
for training. With respect to the finding concerning less agreement that behavioral health 
services were being provided for those who are isolated, greater awareness of the extent and 
effects of social isolation, due to more attention in the media and Specialists’ efforts to raise 
awareness, likely contributed to this result. 
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Table 6 
Stakeholders’ Reports of Behavioral Health Services Provided to Underserved Populations,  
2017-2019 

 2017 

% 

2018 

% 

2019 

% 

a. Those living in nursing homes 16 12 13 

b. Those living in assisted living communities 14 14 15 

c. Those living in adult foster/care homes 23 18 17 

d. Those living in memory care units - 19 12 

e. Those living independently 22 24 20 

f. Those with early/mild behavioral health issues 19 19 14 

g. Those at risk of behavioral health issues due to isolation 12 17 9 

h. Ethnic minority populations - - 10 

i. LGBTQ+ populations - - 12 

j. Veterans 27 28 29 

k. Those with substance use disorders 24 26 23 

l. Those with serious mental illness - - 33 

m. Dementia with behavioral symptoms - - 19 

Notes: Percentages refer to the share of stakeholders who responded “to a fair extent” or “to a great 
extent” within valid (non-missing) responses each year. Dash (-) indicates that an item was not asked 
that year. 

 

The long-term goal of the Behavioral Health Initiative is to improve the quality of life for 
older adults and people with disabilities who have behavioral health needs. Results from 
systems changes and their effect on large numbers of consumers may not be apparent in the 
short term, but ultimately they are how the Initiative will be evaluated. It is important to keep 
the focus on these consumer outcomes. These desired consumer outcomes are listed in Table 7 
(see the next page).  

To learn about stakeholders’ perceptions of consumer outcomes, they were asked a 
series of questions about the extent to which progress had been made in the previous year to 
improve services in their community for older adults and adults with physical disabilities with 
behavioral health needs. There was a significant number of “don’t know” responses (ranging as 
high as 50-60 percent), which most likely reflected the diverse nature of the stakeholders who 
were surveyed and their job positions (e.g., policymakers vs. direct care workers) as well as the 
lack of availability of outcome-specific data. Table 7 below displays stakeholders’ responses. As 
reported earlier, Specialists were also asked to identify progress made toward system changes 
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and various consumer outcomes and had similarly high levels of “don’t know” reponses for 
some items (as with Specialists’ reports, those items with 30 percent or higher levels of “don’t 
know” are noted with an asterisk). In addition, the wording of items across the two groups is 
not comparable. In the future, other ways of collecting data about these outcomes can be 
considered, including interviews with stakeholders and Specialists. 

 None of the indicators were assessed as having reached a fair or great extent between 
2017 and 2019 by more than a third of stakeholders (see Table 7 below). There was also some 
evidence that some outcomes worsened over time, as reported by stakeholders. In particular, 
there was less agreement that older adults and people with physical disabilities who have 
behavioral health needs: 

 “were recognized as priority populations in their community.” 

 “were now more likely to have timely access to the full range of services they need (such 
as housing, medication management, transportation).” 

 “were now more likely to have access to community-based behavioral health programs 
or services that have demonstrated their effectiveness.” 

 “were more likely to receive help from direct service and/or primary care providers with 
the requisite knowledge and skills.” 

Finally, there was less agreement that “Community partners were more successful in resolving 
complex cases.” 

 

Table 7 
Stakeholder Assessment of Progress Toward Consumer Outcome Goals, 2017-2019  

 2017 

% 

2018 

% 

2019 

% 

a. Older adults and people with physical disabilities who have 
behavioral health needs are recognized as priority populations in the 
community. 

29% 28% 25% 

b. These adults are more likely to have timely access to the full range 
of services they need (e.g., housing, medication management, 
transportation). 

9% 11% 10% 

c. These adults are more likely to have access to community-based 
behavioral health programs or services that have demonstrated their 
effectiveness. 

19% 19% 11% 

d. These adults are more likely to have information about ways to 
promote mental health well-being (e.g. social engagement, physical 
activities). 

13% 17% 14% 
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Table 7 (Continued) 

 2017 

% 

2018 

% 

2019 

% 

e. Lengths of stay for emergency departments, hospitals, jails, 
inpatient psychiatric units, the Oregon State Hospital have reduced 
for these adults.* 

17% 17% 18% 

f. “Evictions” of these adults from community-based long-term care 
facilities, nursing homes, public housing, etc. have been reduced.* 

14% 10% 9% 

g. These adults are more likely to have their signs and symptoms 
recognized as behavioral health needs rather than as being due to 
“aging.” 

29% 23% 22% 

h. These adults are more likely to receive help from direct service 
and/or primary care providers with the requisite knowledge and skills. 

22% 21% 17% 

i. Older adults, adults with physical disabilities and/or their family 
members are more likely to seek advice or help from direct service or 
primary care providers to better understand their signs and 
symptoms.* 

26% 32% 26% 

j. Community partners have been more successful in resolving 
complex cases. 

31% 31% 23% 

Notes: Percentages refer to the share of stakeholders who responded “to a fair extent” or “to a great 
extent” within valid (non-missing) responses each year. An asterisk indicates that the percentage of 
“don’t know” responses was 30% or greater. 

 

Retention and Recruitment of Behavioral Health Specialists 

Turnover of Behavioral Health Specialists, who form the backbone of the Behavioral 
Health Initiative, has the potential to affect the overall success of the Initiative.  While a 
replacement Specialist is being recruited, local capacity building efforts may be stymied. Other 
factors related to turnover will affect the pace of local efforts as well, including the skills and 
experience of the new Specialist, the extent of the orientation that the new Specialist receives 
from the outgoing Specialist and/or the contractor, and the time it takes for the new Specialist 
to engage with local stakeholders and resume Initiative activities. Consequently, we 
recommend that the impact of turnover should be examined in the next biennium. 

As of June 2019, seven of the original cohort of 24 Specialists remained in their 
positions, indicating that a majority have left and local communities and contractors have had 
to deal with turnover. It is difficult to determine what an expected rate of turnover would be 
for this position. Data to address this question are not available for Oregon, but every two years 
the U.S. Bureau of Labor Statistics publishes this information for the nation, which results from 
supplemental questions included in the Current Population Survey. The most recent data show 
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that median turnover for employees in the health care and social assistance category of 
industries has been fairly steady and was 3.9 years in January 2018.3 For employees in 
healthcare support occupations, median tenure was 3.0 years in January 2018.4 Public-sector 
workers tend to stay in their jobs longer than the average in the much larger private-sector 
workforce. The median tenure for public-sector workers in January 2018 was 6.8 years, 
compared with 3.8 years among workers in the private sector. Among public-sector workers in 
State government, median tenure was 5.9 years.5 

The median tenure of Specialists excluding current Specialists is 2.75 years (2 years and 
9 months); the median tenure including current Specialists is 2.83 years. Each of these statistics 
is less than either the national median tenure for employees in healthcare support occupations 
or especially that for employees in the health care and social assistance industry in the private 
sector.  

There may be recruitment “best practices” that contractors could use when filling 
vacant positions. For example, if the applicant pool continues to be people with clinical 
experience in behavioral health, it would be helpful to explore how contractors can identify 
applicants who want to transition into a new role that does not involve having a caseload, may 
require a steep learning curve and may be the only position of its kind in the agency. Similarly, it 
would be useful to identify effective strategies for orienting a new Specialist.  

Sources of job dissatisfaction that might impact retention should also be explored. 
These may include: salary and benefits, including financial and managerial support for 
professional development; workload, including travel; access to management for advice, 
support and direction; access to clerical support; and concern about continued state funding for 
the Specialists’ positions. 

Another important factor to consider is the extent to which Specialists “have the 
authority necessary to assure that system changes can be made to ensure service delivery 
systems will meet individual needs” that the Budget Workgroup originally intended them to 
have. Without this authority, it may not be possible to accomplish the desired systems changes. 
Similarly, some Specialists have considerable experience in bringing groups together; others do 
not, and could potentially benefit from professional development. Also, some managers are 
very supportive of the Initiative, while others are less so, and this can limit progress toward 
achieving the goals of the Initiative.  

In 2020, the Initiative will mark its fifth year of operation. This would be a logical time to 
consider those personnel factors that may impact progress toward improving behavioral health 
systems of care for older adults and people with physical disabilities in local communities. Since 
Specialists are the mainstay of the Initiative, identifying ways to recruit and sustain a qualified 
workforce is critical to the Initiative’s success statewide. 

  

                                                           
3 Retrieved on 7/12/19 from https://www.bls.gov/news.release/tenure.t05.htm 
4 Retrieved on 7/12/19 from https://www.bls.gov/news.release/tenure.t06.htm 
5 Retrieved on 7/12/19 from https://www.bls.gov/news.release/tenure.t05.htm 

https://www.bls.gov/news.release/tenure.t05.htm
https://www.bls.gov/news.release/tenure.t06.htm
https://www.bls.gov/news.release/tenure.t05.htm
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Recommendations 

The following recommendations have been developed by the Portland State University 
Institute on Aging evaluation team based on analyses of the evaluation data (i.e., Stakeholder 
surveys, Behavioral Health Specialists’ quarterly reports, training evaluations, complex case 
consultation reports, and surveys of the Behavioral Health Specialists), with the aim of 
improving outcomes for older adults and people with physical disabilities. 

 

1. Integrate behavioral health (OHA) and aging services (DHS) for older adults and people 
with disabilities with cross-system care needs. 

a. Acknowledge shared responsibilities for services by executing MOUs at the state 
and local levels. 

b. Use “braided” or blended funding strategies so that each agency contributes to 
the needed array of services. 

c. Prioritize building bridges between local agency leaders and their staff to reduce 
state agency siloes. 

2. Elevate older adults and people with disabilities as a priority population in organizations 
and programs that offer behavioral health services and supports.  

a. Allocate funding for appropriate services. 
b. Support and invest in a knowledgeable and skilled workforce. 
c. Promote program development to enhance access to services and specialized 

housing. 
3. Increase Medicare literacy and promote structural changes. 

a. Allocate funding for technical assistance for providers. 
b. Educate providers on behavioral health billing codes and alternative strategies. 
c. Advocate for increased reimbursement rates and a larger group of qualified 

professionals who can provide billable mental health services for this population. 
4. Consider and address the personnel-related factors that may impact the progress of the 

Initiative. Since the Behavioral Health Specialists are the backbone of the Initiative:   
d. Assess the factors affecting Specialist turnover.   
e. Identify ways to recruit and sustain a qualified workforce of Behavioral Health 

Specialists. 
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Conclusion  
Many barriers remain to addressing the behavioral health needs of older adults and 

people with physical disabilities in the state of Oregon, and there is considerable agreement 
between stakeholders and Specialists, at least, concerning what these barriers are. At the same 
time, several barriers appear to have lessened in the last two years, which is good news. 

The evidence for progress toward accomplishing the goal of the Initiative is mixed, 
however. There were both improvements and downturns in the indicators of collaboration and 
coordination over time. With respect to community partner involvement in community capacity 
building activities, there were several improvements. Specialists appear to be reaching out to 
community partners previously unconnected to the Initiative. 

Specialists are the backbone of the Initiative, and they are busy! Each was involved in an 
average of five workforce development or community education events per quarter and an 
average of 16 complex case consultations per quarter. The trainings they conducted, hosted, or 
planned were evaluated very highly. They have initiated many unique and innovative programs.  

Other reasons for optimism about the prospects for success for the Initiative are the 
increase in overall success of multidisciplinary teams and improvements in several consumer 
outcomes as perceived by Specialists over time. Among the stakeholders surveyed, however, 
there was some evidence that some outcomes had worsened over time. Also, few of the most 
vulnerable groups of older adults and people with disabilities were reported by stakeholders as 
having received behavioral health services, and there was some evidence of decline in service 
for some, although these results should be viewed with caution given changes over time in the 
sample for the stakeholder survey. Clearly, gains have been made, but work remains to be done 
to address the behavioral health needs of older adults and people with physical disabilities in 
Oregon. These findings demonstrate a need for system-level changes, the majority of which 
cannot be addressed by individual Specialists. Moreover, positive changes in the desired 
outcomes are likely to require considerably more time to realize than the few years of the 
Initiative’s existence. Formal agreements for sharing information and resources and reducing 
silos between community partners still are needed. Ground needs to be made up with respect 
to elevating older adults and people with disabilities who have behavioral health needs as a 
priority population. Although progress has been made with respect to getting providers to 
accept Medicare reimbursement, continued effort is needed to educate federal policy makers 
about flaws in Medicare reimbursement rates and practices and to inform local providers about 
alternative billing strategies. Because progress in the Initiative rests heavily on the work of the 
Behavioral Health Specialists, it is critically important to identify ways to recruit and sustain a 
qualified cadre of Specialists.  

 

 



What It Means To Be Transgender And To Experience Gender 

Dysphoria 

Transgender individuals have a “gender identity”—a “deeply felt, 

inherent sense” of their gender—that is not aligned with the sex assigned to 

them at birth.1 Transgender people differ from non-transgender 

individuals, whose gender identity aligns with the sex assigned at birth.2 A 

transgender man is someone who is assigned the sex of female at birth, but 

transitions later in his life to being male. A transgender woman is an 

individual who is assigned the sex of male at birth, but transitions later in 

her life to being female. A transgender man is a man. A transgender woman 

is a woman.  

Recent estimates suggest that approximately 1.4 million transgender 

adults live in the United States, or 0.6 percent of the adult population.3 That 

said, “population estimates likely underreport the true number of 

 
1 Am. Psychol. Ass’n, Guidelines for Psychological Practice with Transgender and 
Gender Nonconforming People, 70 Am. Psychologist 832, 834 (2015) [hereinafter 
“Am. Psychol. Ass’n Guidelines”]; see also David A. Levine & Comm. on 
Adolescence, Am. Acad. of Pediatrics Technical Report, Office-Based Care for  
Lesbian, Gay, Bisexual, Transgender, and Questioning Youth, 132 Pediatrics e297, 
298 (2013) [hereinafter “AAP Technical Report”]. Although most people have a 
gender identity that is male or female, some individuals have a gender identity 
that is “a blend of male or female[,] or an alternative gender.” Am. Psychol. Ass’n 
Guidelines, at 834.   
2 Am. Psychol. Ass’n Guidelines, supra, at 861.   
3 Andrew R. Flores, et al., The Williams Inst., How Many Adults Identify as 
Transgender in the United States? 2 (2016),  
http://williamsinstitute.law.ucla.edu/wp-content/uploads/How-Many-Adults- 
Identify-as-Transgender-in-the-United-States.pdf.   



[transgender] people.”4 People of all different races and ethnicities identify 

as transgender.5 

Our professions recognize that being transgender “implies no 

impairment in judgment, stability, reliability, or general social or vocational 

capabilities”—and that stigmatizing transgender people also causes 

significant harm.6 

A. Gender Identity  

“[G]ender identity” refers to a person’s internal sense of being male, 

female, or another gender.7  Every person has a gender identity,8 which 

cannot be altered voluntarily9 or necessarily ascertained immediately after 

 
4 Am. Psychol. Ass’n Guidelines, supra, at 832.   
5 See Halley P. Crissman, et al., Transgender Demographics: A Household 
Probability Sample of US Adults, 2014, 107 Am. J. Pub. Health 213, 214-15 
(2017); Andrew R. Flores, et al., The Williams Inst., Race and Ethnicity of Adults 
Who Identify as Transgender in the United States 2 (2016),  
https://williamsinstitute.law.ucla.edu/wp-content/uploads/Race-and-Ethnicity-of-
Transgender-Identified-Adults-in-the-US.pdf.   
6 Am. Psychiatric Ass’n, Position Statement on Discrimination Against 
Transgender and Gender Variant Individuals (2012),  
https://psychiatry.org/File%20Library/About-APA/Organization-Documents-
Policies/Policies/Position-2012-Transgender-Gender-Variant-Discrimination.pdf.   
7 Am. Psychol. Ass’n, Answers to Your Questions About Transgender People, 
Gender Identity, and Gender Expression 1 (2014),  
http://www.apa.org/topics/lgbt/transgender.pdf.   
8 See Caitlin Ryan, Family Acceptance Project, Supportive Families, Healthy 
Children: Helping Families with Lesbian, Gay, Bisexual, & Transgender Children, 
17 (2009),  
http://familyproject.sfsu.edu/sites/default/files/FAP_English%20Booklet_pst.pdf.   
9 Colt Meier & Julie Harris, Am. Psychol. Ass’n, Fact Sheet: Gender Diversity and 
Transgender Identity in Children 1,  
http://www.apadivisions.org/division-44/resources/advocacy/transgender-
children.pdf; see also Am. Acad. of Pediatrics, Gender Identity Development in 
Children (2015),  



birth.10 Many people develop stability in their gender identity between ages 

three and four.11 

“[G]ender expression refers to the way a person communicates gender 

identity to others through behavior, clothing, hairstyles, voice, or body 

characteristics.”12 There are many individuals who depart from 

stereotypical male and female appearances and roles, but who are not 

transgender.13 Indeed, most people who express their gender in a non-

stereotypical or non-conforming manner are or become comfortable with 

the sex they were assigned at birth.14 

B. Gender Dysphoria  

As noted above, being transgender “implies no impairment in 

judgment, stability, reliability, or general social or vocational capabilities.”15 

However, many transgender individuals are diagnosed with gender 

dysphoria, a condition that is characterized by clinically-significant distress 

 
https://healthychildren.org/English/ages-stages/gradeschool/Pages/Gender-
Identity-and-Gender-Confusion-In-Children.aspx.   
10 Am. Psychol. Ass’n Guidelines, supra, at 862.   
11 Id. at 841. “Although gender identity is usually established in childhood, 
individuals may become aware that their gender identity is not in full alignment 
with sex assigned at birth in childhood, adolescence, or adulthood.” Id. at 836.   
12 Am. Psychol. Ass’n, Answers to Your Questions About Transgender People, supra, 
at 1.   
13 Ethan C. Cicero & Linda M. Wesp, Supporting the Health and Well-Being of 
Transgender Students, J. Sch. Nursing 1, 6 (2017).   
14 16 World Prof’l Ass’n for Transgender Health, Standards of Care for the Health of 
Transsexual, Transgender, and Gender-Nonconforming People 5 (7th Version, 
2011), 
http://www.wpath.org/site_page.cfm?pk_association_webpage_menu=1351&pk
_association_webpage=4655 [hereinafter “WPATH Standards of Care”]   
15 Am. Psychiatric Ass’n, Position Statement on Discrimination Against Transgender 
and Gender Variant Individuals, supra.   



and anxiety resulting from the incongruence between an individual’s 

gender identity and birth-assigned sex.16 As discussed in detail below, the 

recognized treatment for someone with severe gender dysphoria is medical 

support that allows the individual to transition from their assigned sex to 

the sex associated with his or her gender identity.17 These treatmentsare 

“effective in alleviating gender dysphoria and are medically necessary for 

many people.”18 

1. The Diagnostic Criteria and Seriousness Of Gender Dysphoria 

The Diagnostic and Statistical Manual of Mental Disorders codifies 

the diagnostic criteria for gender dysphoria in adults as follows: “A marked 

incongruence between one’s experienced/expressed gender and assigned 

gender, of at least 6 months’ duration, as manifested by at least two” out of 

six criteria, and “clinically significant distress or impairment in social, 

occupational, or other important areas of functioning.”19 The six criteria 

include (1) “[a] marked incongruence between one’s experienced/expressed 

gender and primary and/or secondary sex characteristics”; (2) “[a] strong 

desire to be rid of one’s primary and/or secondary sex characteristics”; (3) 

“[a] strong desire for the primary and/or secondary sex characteristics of 

the other gender”; (4) “[a] strong desire to be of the other gender (or some 

 
16 Am. Psychiatric Ass’n, Diagnostic and Statistical Manual of Mental Disorders 
451-53 (5th ed. 2013) [hereinafter “DSM-5”].   
17 WPATH Standards of Care, supra, at 9-10.   
18 Id. at 5; see also Joycelyn Elders, et al., Palm Center, Report of the Transgender 
Military Service Commission 10 (2014),  
http://archive.palmcenter.org/files/Transgender%20Military%20Service%20Repo
rt_2.pdf [hereinafter “Elders Commission”] (“While gender identity disorder was 
pathologized as an all-encompassing mental illness, gender dysphoria is 
understood as a condition that is amenable to treatment.”).   
19 DSM-5, supra, at 451-53.   



alternative gender . . .)”; (5) “[a] strong desire to be treated” as a gender 

different from one’s assigned gender; and (6) “[a] strong conviction that 

one has the typical feelings and reactions” of a different gender.20 Similarly, 

the World Health Organization’s International Classification of Diseases 

recognizes that gender dysphoria is “characterized by a persistent and 

intense distress about assigned sex, together with a desire to be (or 

insistence that one is) of the other sex.”21 

If untreated, gender dysphoria can cause debilitating distress, 

depression, impairment of function, self-mutilation to alter one’s genitals 

or secondary sex characteristics, other self-injurious behaviors, and 

suicide.22 Like other minority groups, transgender individuals also are 

frequently subjected to prejudice and discrimination in multiple areas of 

their lives, which intensifies distress. This reality makes access to 

appropriate medical care all the more important.23 

 
20 Id. at 452.   
21 World Health Organization (“WHO”), International Classification of Diseases-
10 F64.2 (2015 ed.),  
http://apps.who.int/classifications/icd10/browse/2015/en#/F64.2. For its 
upcoming International Statistical Classification of Diseases-11, the WHO has 
proposed using “gender incongruence” as the name for the gender identity–
related diagnoses. Wylie C. Hembree, et al., Endocrine Treatment of Gender-
Dysphoric/Gender-Incongruent Persons: An Endocrine Society Clinical Practice 
Guideline, 102 J. Clinical Endocrinology & Metabolism 3869, 3875 (2017).   
22 See, e.g., DSM-5, supra, at 455, 458; George R. Brown, Autocastration and 
Autopenectomy as Surgical Self-Treatment in Incarcerated Persons with Gender 
Identity Disorder, 12 Int’l J. Transgenderism 31, 31-39 (2010).   
23 Michael L. Hendricks & Rylan J. Testa, A Conceptual Framework for Clinical Work 
with Transgender and Gender Nonconforming Clients: An Adaptation of the 
Minority Stress Model, 43 Prof’l Psychol.: Research & Practice 460 (2012); Jessica 
Xavier et al, Va. Dep’t of Health, The Health, Health-Related Needs, and Lifecourse 
Experiences of Transgender Virginians (2007),  



2. The Accepted Treatment Protocols for Gender Dysphoria  

Gender dysphoria is completely treatable.24 Today, transgender 

people have widespread access to gender-affirming medical and mental 

health support and treatment.25 For over 30 years, the accepted treatment 

protocols for gender dysphoria26 have sought to alleviate the distress 

associated with the incongruence between gender identity and birth-

assigned sex.27 These protocols are laid out in the Standards of Care for the 

Health of Transsexual, Transgender, and Gender Nonconforming People 

(Version 7) developed by amicus curiae, the World Professional 

Association for Transgender Health (“WPATH”).28 Many of the major 

medical and mental health groups in the United States expressly recognize 

the WPATH Standards of Care as representing the consensus of the medical 

and mental health community regarding the appropriate treatment for 

gender dysphoria.29 

 
http://www.vdh.virginia.gov/content/uploads/sites/10/2016/01/THISFINALREPO
RTVol1.pdf.   
24 RAND Report, supra, at 7; Elders Commission, supra, at 10.   
25 Am. Psychol. Ass’n Guidelines, supra, at 835; WPATH Standards of Care, supra, 
at 8-9.   
26 Earlier versions of the DSM used different terminology, e.g., gender identity 
disorder, to refer to this condition. Am. Psychol. Ass’n Guidelines, supra, at 861.   
27 Am. Med. Ass’n, Comm. on Human Sexuality, Human Sexuality 38 (1972).    
28 WPATH Standards of Care, supra.   
29 Am. Med. Ass’n, Policy H-185.950, Removing Financial Barriers to Care for 
Transgender Patients (2008); Am. Psychol. Ass’n, Report of the APA Task Force 
on Gender Identity and Gender Variance 32 (2008),  
https://www.apa.org/pi/lgbt/resources/policy/gender- identity-report.pdf.  
[hereinafter “Am. Psychol. Ass’n Task Force Report”]; AAP Technical Report, 
supra, at 307-08.   



The recommended treatment for gender dysphoria includes 

assessment, counseling, and, as appropriate, social transition, hormone 

therapy, and surgical interventions to bring the body into alignment with 

one’s gender identity.30 However, each patient requires an individualized 

treatment plan that accounts for the patient’s specific needs.31 

Social transition—i.e., living one’s life fully in accordance with one’s 

gender identity—is often a critically important part of treatment. This 

typically includes publicly identifying oneself as that gender through all of 

the ways that people signal their gender to others such as through their 

name, pronoun usage, dress, manner and appearance, and social 

interactions.32  

For some people, the course of treatment includes hormone therapy 

to bring the person’s body into alignment with their gender identity.33  The 

Endocrine Society, the oldest and largest global professional membership 

organization representing the field of endocrinology, considers these 

 
30 Am. Psychol. Ass’n Task Force Report, supra, at 32-39; Am. Psychiatric Ass’n 
Workgroup on Treatment of Gender Dysphoria, Assessment and Treatment of 
Gender Dysphoria and Gender Variant Patients: A Primer for Psychiatrists 16-18 
(2016); AAP Technical Report, supra, at 307-09.   
31 Am. Psychol. Ass’n Task Force Report, supra, at 32.   
32 AAP Technical Report, supra, at 308; Am. Psychol. Ass’n Guidelines, supra, at 
840.   
33 Am. Med. Ass’n, Policy H-185.950, Removing Financial Barriers to Care for 
Transgender Patients, supra; Am. Psychol. Ass’n Guidelines, supra, at 861, 862; 
Madeline B. Deutsch, Center of Excellence for Transgender Health, University of 
California, San Francisco, Guidelines for the Primary and Gender-Affirming Care of 
Transgender and Gender Nonbinary People 23 (2d ed. 2016); WPATH Standards of 
Care, supra, at 33, 54.    



treatments to be the standard of care for gender dysphoria.34 A transgender 

man undergoing hormone therapy, for example, will have hormone levels 

within the same range as other men; and just as they do in any other man, 

these hormones will affect most of his major body systems.35 Hormone 

therapy physically changes the patient’s genitals and secondary sex 

characteristics such as increased muscle mass, increased body and facial 

hair, male pattern baldness (for some), and a deepening of the voice in 

men, and breast growth, female-associated fat distribution, softening of the 

skin, and decreased muscle mass in women.36 Hormones have been 

clinically proven as an effective treatment for gender dysphoria with a low 

rate of complications.37 

For some patients, relief from gender dysphoria may sometimes 

require further physical changes to align their bodies with their gender 

identity.38 Gender-affirming surgeries may be an appropriate and effective 

treatment for many patients. These procedures could include chest 

 
34 Hembree, et al., Endocrine Treatment of Gender-Dysphoric/Gender-Incongruent 
Persons, supra, at 3869-70; see also Alessandra D. Fisher, et al., Cross-Sex 
Hormone Treatment and Psychobiological Changes in Transsexual Persons: Two-
Year Follow-Up Data, 101 J. Clinical Endocrinology & Metabolism 4260 (2016).   
35 Hembree, et al., Endocrine Treatment of Gender-Dysphoric/Gender-Incongruent 
Persons, supra, at 3885-87.   
36 Id. at 3886-89.   
37 Marco Colizzi, Rosalia Costa & Orlando Todarello, Transsexual Patients’ 
Psychiatric Comorbidity and Positive Effect of Cross-Sex Hormonal Treatment on 
Mental Health: Results from Longitudinal Study, 39 Psychoneuroendocrinology 65 
(2014); Henk Asscheman, at al., A Long-Term Follow-Up Study of Mortality in 
Transsexuals Receiving Treatment with Cross-Sex Hormones, 164 Eur. J. 
Endocrinology 635 (2011); Paul J.M. Van Kesteren, et al., Mortality and Morbidity 
in Transsexual Subjects Treated with Cross-Sex Hormones, 47 Clinical 
Endocrinology 337 (1997).   
38 WPATH Standards of Care, supra, at 54-55.   



reconstruction surgery for transgender men, breast augmentation for 

transgender women, or genital surgeries.39 Decades of clinical evidence 

show these surgical procedures are effective in reducing gender dysphoria 

and improving mental health.40 Empirical studies reflect the importance of 

the interplay among treatments, finding hormone therapy in conjunction 

with psychotherapy and, for some, surgery, to be necessary elements of 

treating severe levels of gender dysphoria.41 

Ultimately—regardless of the particular treatments required for a specific 

individual and when such treatment begins—the goal is for individuals with 

gender dysphoria to experience “identity integration,” where “being 

transgender is no longer the most important signifier of one’s identity” and 

the individual can refocus on their relationships, school, jobs, and other life 

activities.42 

 
39 Hembree, et al., Endocrine Treatment of Gender-Dysphoric/Gender-Incongruent 
Persons, supra, at 3893-95; see also WPATH Standards of Care, supra, at 57-58.   
40 WPATH Standards of Care, supra; see also William Byne, et al., Report of the 
American Psychiatric Association Task Force on Treatment of Gender Identity 
Disorder, 41 Arch. Sexual Behav. 759, 778-79 (2012); Mohammad Hassan Murad, 
et al., Hormonal Therapy and Sex Reassignment: A Systematic Review and Meta-
Analysis of Quality of Life and Psychosocial Outcomes, 72 Clinical Endocrinology 
214 (2010); Luk Gijs & Anne Brewaeys, Surgical Treatment of Gender Dysphoria in 
Adults and Adolescents: Recent Developments, Effectiveness, and Challenges, 18 
Ann. Rev. Sex Res. 178 (2007); Jan Eldh, Agnes Berg & Maria Gustafsson, Long-
Term Follow Up After Sex Reassignment Surgery, 31 Scand. J. Plastic & 
Reconstructive Surgery & Hand Surgery 39 (1997).   
41 See Gianna E. Israel & Donald E. Tarver II, Transgender Care: Recommended 
Guidelines, Practical Information & Personal Accounts 56-73 (1997).   
42 Walter Bockting & Eli Coleman, Developmental Stages of the Transgender 
Coming-Out Process: Toward an Integrated Identity, in Principles of Transgender 
Medicine and Surgery 137, 153 (Randi Ettner, Stan Monstrey & Eli Coleman eds., 
2d ed. 2016).   



From: Brenda Gilmer
To: Dylan Huber-Heidorn; Kelli Weese
Subject: August 17, 2020 land use hearing exhibit
Date: Tuesday, August 18, 2020 4:41:59 PM

 Hi Kelli and Dylan. I thought that the source of the "What It Medically Means To Be
Trans" was included in the body of the work I submitted in the Land Use hearing last
night, but on reading it again as I submitted it to you, it is not. The document and work
was prepared and needs being credited to the Montana Legal Services
Association. It is part of a webinar they live-streamed March 9, 2020 about legal
changes of name and gender in Montana. I have their written authorization to share:

Please feel free to share this information with any organization that seeks to help the community. (bolded by me)

Best regards,

Kathryn Hartfield (they/them/theirs)
Pro Bono Assistant
Montana Legal Services Association  
Ph.: (406) 442-9830 x 153
Fax: (406) 442-9817

It is dangerous to be transgender.  

mailto:brendajgilmer@gmail.com
mailto:Dylan.HH@ci.florence.or.us
mailto:Kelli.Weese@ci.florence.or.us


From: Central Coast Disposal
To: Kelli Weese
Subject: Written testimony for city council, 8/17/2020
Date: Monday, August 17, 2020 1:20:37 PM

In regards to the rate review and increases: we at Central Coast Disposal feel it would not be a
benefit to our community to implement any rate increases at this time. We believe the
increases should occur after Chris Bell has done a professional rate review. David R.
Twombly, Central Coast Disposal

mailto:centralcoastdisposal@gmail.com
mailto:Kelli.Weese@ci.florence.or.us
Kelli.Weese
Text Box
Distributed at 8.17.20 CC Mtg - Agenda Item #4



Water Management Conservation Plan
M i k e  M i l l e r ,  P u b l i c  W o r k s  D i r e c t o r   A u g u s t  1 7 ,  2 0 2 0

Kelli.Weese
Text Box
Presented at 8.17.20 CC Mtg - Agenda Item #5



History

The City of Florence completed its first 
Water Management & Conservation Plan

Oregon Administrative Rules (OAR) require 
5-year benchmarks for implementation

The City’s reports to Oregon Water 
Resources Department (OWRD) were 
submitted and accepted in 2015

An updated plan is a condition of OWRD’s 
approval of the 2010 WMCP

Required as part of water use permit G-
15056

March 2010



The City allowed for extended public comment period, 
with no comments received (with the exception of our 
Planning Department)

The State allowed for extended public comment 
period once the plan was received, with no comments

Upon expiration of the public comments periods, the 
State had 60 days to review and provide comments

The WMCP Update has been revised to address the 
comments from the State

OAR Chapter 690, Division 86



Water use data is analyzed to determine the annual, 
monthly and daily values for water used within the 
City.

The data is used to develop water use for future 
water needs, including conservation measures and 
curtailment planning completed

Procedures are developed to meet the requirements 
of OAR Chapter 690, Division 68

WMCP’s are the tools that water providers use to 
justify their need for water rights

WMCP 
EXPLAINED

“ W a t e r  M a n a g e m e n t  a n d  C o n s e r v a t i o n  P l a n ”

The Water Management and Conservation 
Plan describes water management, 
conservation, and curtailment measures 
that will help the City wisely manage its 
water resources.  The WMCP has been 
developed to meet all of the elements 
required by the Oregon Water Resources 
Department (OWRD) and to guide the 
City’s management of its precious water 
supply.

A N A LY S I S

P R O J E C T I O N S

T H E  W O R K  P R O D U C T

T H E  T O O L S

r.fa 



The Five 
Elements
WISELY MANAGING OUR 
WATER RESOURCES

• Water Supplier Plan 
Elements (Introduction)

• Water Supplier Description
• Conservation Measures
• Curtailment Plan
• Supply Plan

-



Municipal Water Supplier Description
SYSTEM MAP

The City’s main source of water is groundwater

Three groundwater rights totaling 5.89 cfs (3.8 mgd)

The City has 13 wells within the Munsel Creek Basin 
all located within our 80 acre wellfield

Water rights are also held by the City for the use of 
surface water from Munsel Creek (currently not in 
use as a supply source)
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DEMAND

Exhibit 2-1 summarizes the City’s 
average day, maximum day, and 
maximum month demand for data for 
the period 2014 through 2018.

Exhibit 2-14 shows the annual water 
loss for the system.

E x h i b i t  2 - 1 .  A n n u a l  D e m a n d s ,  
2 0 1 4 - 2 0 1 8

Exhibit 2-1. Annual Demands, 2014-2018 

Annual 
ADD MDD Peaking MMD Mo.n;th 

Demand 
(mgd} (mgd} IFacto:r (mgd) of MMD 

(MG) 

2014 359.4 1.0 1.7 1.7 46..7 August 
2015 391.2 1.1 1.9 1.8 51.8 Ju ly 

2016 378.9 1.0 1.8 1.8 49 .. 0 August 
2017 371 .8 1.0 2.0 2.0 50.9 August 
2018 410.9 1.1 1.9 1.7 53 .. 6 Jul~ 
Average 382.4 1.0 1.9 1.8 50.4 
Maximum 1.1 2.0 2.0 53 .. 6 

Metered Other A.urthoriz1ed Comump,t iolil (MG) 
Water 

IJemand iC11storne,r 
Vater IL!oss 

IRi re Loss (%of 
(MGI, COlliS um 11tion Systie,m FleSiervoir 

Rushililg 
De11t. 

Cle.aning 
Othe,r1 Tot al (MG. De,maml) 

(MG~ Usage 

20'.M 3.59.4 345.1) M/A O.ll 1/ A 0.6 0.7 13.8 

20'.l.5 3912 37'.ll.9' M/A 0.2 NI/ A 0.6 0.7 18.6 

20'.l.6 378 .. 9 36'.ll.3 M/A 0.2 1/ A 0.6 0.7 16.9 

20'.l.1 371.8 358.3 M/A O.'.ll 1/ A °-6 0.7 12.8 

4.10_9 375.9' 0.5 2.0 1.8 0.6 .8 30.1 



Annual Water Use by 
Category

Customer Categories 
and Number of 
Accounts

Customer 
Category Count

Percent of 
All 

Accounts

Commercial 434 10.70%

Hydrant Meter 7 0.20%

Irrigation 156 3.80%

Multi-family 42 1.00%

Municipal 22 0.50%

Residential 3,396 83.70%

Total 4,057 100%

Commercial 
23.6% 

Irrigation 

13.0% 

Residential 
49.7% 

/ 

City 
2.0% 

Hydrant 

Meter 
0.1% 



Water Demand 
Projections

Year Service Area 
Population

ADD in 
million 
gallons

MDD in 
million 
gallons

2018 8,521 1.1 1.9

2030 9,530 1.5 2.5

2040 10,421 1.6 2.8



Earthquake Drought Infrastructure 
Failure

Source Water 
Quality 

Degradation 
Due to Aquifer 
Contamination

WATER CURTAILMENT ELEMENT

Satisfies the Requirements of OAR 690-086-0160
The development of proactive measures to reduce demand during supply shortages 

resulting from:



Curtailment Planning

Water Shortage Alert
STAGE 1

Serious Water Shortage
STAGE 2

Severe Water Shortage

STAGE 3
Critical Water Shortage

STAGE 4

The City predicts continuation of hot, dry 
weather, or City’s water demand is 81 – 90% of 

water supply capacity for 3 or more 
consecutive days as a result of natural or 

human caused event.

1. General recognition of drought conditions 
in area

2. Demand reaches 80% of water supply for 
a period of 3 or more consecutive days

3. Water supply approaches the minimum 
required for fire protection or other 
essential needs

Water demand is more than 90% of water 
supply capacity for 3 or more consecutive days 

for any reason, whether natural or human 
caused.

Failure of a major system component or non-
drought emergency conditions results in an 

immediate shortage of water.  Examples:

Failure of main transmission lines

Failure of the intake or WTP

Chemical Spills

Malevolent attack on the system

Minimize landscape 
watering between 10 
a.m. and 6 p.m..

Water landscapes on 
alternate days 

Mandatory outdoor 
water conservation 
measures are 
implemented and 
additional non-
essential water use is 
prohibited

Outdoor watering is 
prohibited; no water use to 
fill, refill or add to any indoor 
or outdoor pools (see special 
exceptions in report)

Utilize emergency intertie 
with HWPUD, rental of water 
trucks, request assistance 
from City of Portland 
through ORWARN, send 
customers to pre-designated 
water distribution locations

■ ■ ■ 
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Fiscal Impacts
OAR 690-086-0150(4)(a-f) 

• Annual Water Audit
• System-wide metering
• Meter testing and 

maintenance
• Unit based billing
• Water loss analysis
• Public Education

Requires all water suppliers establish 5-year 
benchmarks for implementing water 
management & conservation measures:



System wide metering: All meters have been retrofitted 
to an Automated Meter Read (AMR). Meter testing & 
maintenance is a continuation of existing programs

Unit based billing is already in place

Water conservation & outreach includes conservation 
education with printed materials and indoor& outdoor 
conservation kits

Media is being developed that is appropriate for our 
community

Webpage development and enhancements

Some measures already 
underway, some need to be 
implemented or expanded.

The City-wide water audit is 
completed annually, however, 
it should be refined to account 
for all water usages.



RELEVANCE TO ADPOTED COUNCIL GOALS

CITY SERVICES DELIVERY
Providing economies of scale by the 
delivery of cost effective & efficient 

services

LIVABILITY & QUALITY OF LIFE
Conservation of one of our most 

precious natural resources, water, 
provides us the opportunity for 

innovation & sustainability which helps 
to provide for a high quality of livability 

and life for our citizens

COMMUNICATION & TRUST
Strengthening citizen trust by 

providing cost effective, efficient & 
dependable supplies of water for 

now and into the future

FINANCIAL & ORGANIZATIONAL 
SUSTAINABILITY

Leveraging limited resources to 
provide cost effective solutions to 

water use and conservation

City of Florence City Council

• imfl' OUALJTy 
OF LIFE 



THANK 
YOU!

QUESTIONS?

COMMENTS?

Mike Miller
Public Works Director

City of Florence



CITY OF FLORENCE 
ECONOMIC UPDATE

Florence City Council

August 17, 2020

Kelli.Weese
Text Box
Presented at 8.17.20 CC Mtg - Agenda Item #9



PRESENTATION 
OVERVIEW: 

1. Review of Economic Indicators

• CARES Act Participation Rates

• Tourism Revenue Tax

• Real Estate Market Analysis

2. Business Retention & 
Expansion Program

• Review of Program

• What are we hearing from 
Businesses?

3. What has been the City’s 
economic response?



PAYCHECK PROTECTION PROGRAM

PPP Loans in Zip Code 97439

PPP Loans Over 150k 18

PPP Loans Under 150k 222

Total PPP Loans 240

Over1,500 jobs 
retained because of 

PPP loans in 
97439 Zip Code 

Data From: Small Business Administration Report, 
Cumulative Paycheck Protection Program data as of 11:59 PM EDT on Aug 8, 2020

SB~ 
U.S. Small Business 
Administration 



TRANSIENT ROOM TAX

$0

$10,000

$20,000

$30,000

$40,000

$50,000

$60,000

$70,000

$80,000

2019 2020



REAL ESTATE MARKET ANALYSIS 

# Sold Sales in Volume Median Sale 
Price

Median 
Days on Market

Q1 2019 88 $24,575,000 $262,450 90

Q2 2019 118 $33,880,000 $266,944 61

Q3 2019 137 $40,516,000 $280,000 57

Q4 2019 114 $32,117,000 $267,000 56

Q1 2020 98 $29,126,000 $250,000 91

Q2 2020 93 $27,810,000 $279,000 78

Data from Mid-Year 2020 Greater Florence Residential Market Review by Tawfik Ahdab, Pacific Valuation Group



RDI’S BUSINESS RETENTION & 
EXPANSION PROGRAM

• December 16, 2019: City Council approved Rural 
Development Initiatives’ Business Retention & Expansion 
Program 

• 10% Match for $30,000 Program = $3,000

• February 2020: BR&E Program Kick Off

• 15 stakeholders having a larger conversation about 
Economic Development in Florence

• March 2020: Planning to release first wave of surveys on 
March 31….. But COVID hit. 

• April 2020: Restructured program to do individual phone 
interviews with RDI staff

• May – Current: RDI Staff conducts interviews

• Completed 30+ interviews with local businesses

• RURA DEVELOPMENT INITIAT VES 

Helping Rural Communities Tnrive! 



WHAT HAVE WE BEEN HEARING FROM BUSINESSES?

NATHAN’S VIDEO



CITY’S ECONOMIC RESPONSE TO COVID-19

In March: 
• Set Up Florence Economic Task Force

• City Staff & CEDC Representatives

• Florence Area Chamber of Commerce

• Oregon Coast Visitors Association

• WorkSource Oregon

• Lane Community College

• South Coast Development Council

• Oregon RAIN

• Lane County

• Start Sending The Florence Four:  A Business Resource 
Newsletter
• Four Resources for local businesses
• Over 700 businesses receive newsletter weekly



In April: 

• Weekly Meeting with Task Force

• Weekly Distribution of Florence Four Newsletter

• Work with RDI & CEDC to restructure BR&E Program

• Continue working with regional / state partners

In May:  

• Weekly Meeting with Task Force

• Weekly Distribution of Florence Four Newsletter

• RDI starts individual business interviews 

• Business Outreach on Draft Reopening Guidelines 

• Sent Business Connection Postcards to 700 businesses

CITY’S ECONOMIC RESPONSE 
TO COVID-19 (CONT.)

LET'S STAY CONNECTED! 
The City of Florence is committed to supporting its 
businesses tlu·oughout tl1e COVID-1 9 public health crisis L=::iEE§~~~ 
and tlu·ough the recovery phase. There are three things you 
can do to stay informed: 

1 
UPDATE YOUR BUSINESS CONTACT INFORMATION 

City Staff rely on business license information to contact our 
businesses, however some of our information is outdated , or not 
useful if businesses are not at their physical locations. Please update 
your business ' contact infonnation (including email address) here so 
that we can pass along important resources and information: 

https ://www. ci. florence.or. us/economicdevelopment/ 
business-contact-information 

2 
3 

SUBSCRIBE TO "THE FLORENCE FouR" NEWSLETTER 

The City of Florence has been publishing a weekly newsletter that 
showcases four resources for our local businesses. If we have your 
email on file, through your business license, you have already been 
subscribed. If not, please subscribe here: 

https ://mailchi. mp/ ci.florence.or. us/florencefour 

FOLLOW THE CITY OF FLORE N CE ON F AC EBOOK 

The most up-to-<late infonnation regarding the City of Florence is 
shared on our City's Facebook page, as well as information from ilie 
County and State are regularly shared there for quick access. 

https ://www .facebook.com/CityofFlo renceO reg on 

The City of Florence Economic Development team is here to 
help you! Contact us: 

Sarah Moehrke 
Co11111111nity & Economic 
Develop111ent Assistant 

Sarah.Moehrke@ci.florence. or. us 
541-99 1-8276 

Kelli Wee se 
City Recorder I Economic 
Development Coordinator 

Kelli. Weese@ci .tlorence. or. us 
541-997-3437 



CITY’S ECONOMIC RESPONSE TO 
COVID-19 (CONT.)

In June: 

• Weekly Meeting with Task Force

• Weekly Distribution of Florence Four Newsletter

• RAIN & City of Florence Staff Business Outreach

• RDI Continues to Conduct Business Research

In July:  

• Weekly Meeting with Task Force

• Weekly Distribution of Florence Four Newsletter

• RAIN & City of Florence Staff Business Outreach

• RDI Conducts Business Interviews

• Launched Outdoor Seating Expansion Program

• Distributed over 1600 KN95 Masks to local businesses



CONTINUING EFFORTS

• Continue working with Florence Task Force

• Continue producing The Florence Four Newsletter

• Continue working with RDI to interview businesses

• RAIN & City of Florence Staff Business Outreach

• Apply for CDBG Grant (Approved by Council in June) to support retail, hospitality, 
and restaurant workers

• Support Local Businesses / Other Opportunities as they become available



QUESTIONS?



1

Quarterly Report
Quarter Ended June 30, 2020

Kelli.Weese
Text Box
Distributed at 8.17.20 CC Mtg - Agenda Item 10
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Operations

2



3

Public Works 
• Awarded several projects

 Rhododendron Drive sanitary sewer

 Safe Routes to Schools sidewalk improvements

 Rhododendron Drive realignment engineering services

 Annual Chip/Fog seal project

• Purchased a TrommAll 5100-Tr screen for FloGro



4

Public Safety
• Completed the remodel in Dispatch

• Hired a new police officer

• Hired a new dispatch clerk

• Renegotiated the tribal policing agreement



5

City Manager’s Office
• Virtual Rhody Days Parade

• Virtual Physical Distancing Scavenger Hunt

• West Lane EOC Management



6

Administrative Services
• Placed solar-powered cameras in Exploding Whale Memorial Park

• Discontinued utility late fees and shut-offs to assist those affected by 
the COVID-19 economic closures

• The Short Term Fund Board approved and Council adopted the 
City’s investment policy
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The Numbers

COVID-19 and City Revenues

COVID-19 has had an impact on several of the City’s funds:

 Room Tax Fund

 Water Fund

 Wastewater Fund

 Florence Events Center Fund



88

Room Taxes

• April realized the biggest loss from the Governor’s 
Stay Home, Stay Safe order.  The City received only 
19 percent of the prior years’ taxes.

• As businesses re-opened mid-May, the City saw its 
lodging tax rebound in June to 90% of the prior year.

• In total, fiscal year 2019-20 taxes were 85 percent of 
what was received in fiscal year 2018-19.

8
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Room Tax Receipts

Fiscal Years 2018-19 & 2019-20



2018-19	

Jul	Aug	Sept	Oct	Nov	Dec 	Jan	Feb	Mar	Apr	May	Jun	69371	69210	48428	29288	20922	15799	15380	14917	28673	24928	35404	46039	2019-20	

Jul	Aug	Sept	Oct	Nov	Dec 	Jan	Feb	Mar	Apr	May	Jun	64325	69712	47778	28984	17865	16323	14922	20157	12635	4772	17813	41252	







TRT

				Jul		Aug		Sept		Oct		Nov		Dec 		Jan		Feb		Mar		Apr		May		Jun				Total



		2018-19		69,371		69,210		48,428		29,288		20,922		15,799		15,380		14,917		28,673		24,928		35,404		46,039				418,359		(61,821)				283,315		135,044

		2019-20		64,325		69,712		47,778		28,984		17,865		16,323		14,922		20,157		12,635		4,772		17,813		41,252				356,538		85.22%				280,066		76,472

		Estimated		100%		100%		100%		100%		100%		100%		100%		100%		44%		19%		50%		90%										3,249		58,572		0.4337253043

		FEC		38,595		41,827		28,667		17,390		10,719		9,794		8,953		12,094		7,581		2,863		10,688		24,751				213,923								61,821		0.1477702165

		Chamber		25,730		27,885		19,111		11,594		7,146		6,529		5,969		8,063		5,054		1,909		7,125		16,501				142,615



		C Expected Total		25,730		53,615		72,726		84,320		91,466		97,995		103,964		112,026		117,080		118,989		126,114		142,615

		FEC ExpectedTotal		38,595		80,422		109,089		126,479		137,198		146,992		155,945		168,040		175,621		178,484		189,172		213,923

Anne Baker: Anne Baker:
This is the estimated total (running) for both the FEC and Chamber.  

		Payments



		FEC		21,000		21,000		21,000		21,000		21,000		21,000		21,000		21,000		21,000		(10,516)		172		24,751

Anne Baker: Anne Baker:

These months have not been paid yet.  They are net of what should have been paid, what was actually paid through March, and what we anticipate paying.

		Chamber				13,433		13,433		13,433		13,433		13,433		13,433		13,433		26,866		(1,908)		5,217		16,501



		C total				13,433		26,866		40,299		53,732		67,165		80,598		94,031		120,897		118,989		124,207		140,707

		FEC Total		21,000		42,000		63,000		84,000		105,000		126,000		147,000		168,000		189,000		178,484		178,655		203,407



Room Tax Receipts

Fiscal Years 2018-19 & 2019-20



2018-19	

Jul	Aug	Sept	Oct	Nov	Dec 	Jan	Feb	Mar	Apr	May	Jun	69371	69210	48428	29288	20922	15799	15380	14917	28673	24928	35404	46039	2019-20	

Jul	Aug	Sept	Oct	Nov	Dec 	Jan	Feb	Mar	Apr	May	Jun	64325	69712	47778	28984	17865	16323	14922	20157	12635	4772	17813	41252	
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Water Fund

• April fees increased as residential use grew in
response to many working from home.

• May saw the biggest loss as businesses closed in 
response to the Governor’s order.

• As businesses began to re-open mid-May, 
commercial water use increased reducing revenue 
losses.

• Revenue loss for the quarter totaled $16,280.
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Water Fee Loss
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				April		May		June

		Loss		(3,283)		10,769		8,794		16,280

		2018-19		158,889		181,732		191,378

		2019-20		162,172		170,963		182,584

				April		May		June

		Loss		12,737		18,519		3,768		35,024

		2018-19		271,149		259,676		275,827

		2019-20		258,412		241,157		272,059



Water Fee Loss



Los	s	

April	May	June	-3283	10769	8794	



Wastewater Fee Loss



Loss	

April	May	June	12737	18519	3768	
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Wastewater Fund

• Wastewater fees for residential customers are flat, 
unlike water fees, making losses for the Fund greater.

• May showed the greatest effects as businesses, 
which are billed based on consumption, were 
closed.

• The total losses for the Fund were $35,024 for the 
quarter.

• June’s small loss can be attributed to the fact that 
the billing periods end mid-month and a portion of 
May is represented in June.

10
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Wastewater Fee Loss



Loss	

April	May	June	12737	18519	3768	
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		Loss		(3,283)		10,769		8,794		16,280

		2018-19		158,889		181,732		191,378

		2019-20		162,172		170,963		182,584

				April		May		June

		Loss		12,737		18,519		3,768		35,024
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Florence Events Center 
Fund

• The FEC received 85 percent of its Lodging Tax 
budgeted amount.

• $5,960 was refunded in show sales for the quarter.

• Two full-time employees were furloughed mid-May 
due to lack of work.

11
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Lodging Tax

FEC 60 Percent Share - FY 2019-20



Actual	Jul	Aug	Sept	Oct	Nov	Dec 	Jan	Feb	Mar	Apr	May	Jun	38595	80422.2	109089	126479.4	137198.39999999999	146992.19999999998	155945.4	168039.6	175620.6	178483.80000000002	189171.6	213922.80000000002	Budget	Jul	Aug	Sept	Oct	Nov	Dec 	Jan	Feb	Mar	Apr	May	Jun	21000	42000	63000	84000	105000	126000	147000	168000	189000	210000	231000	252000	







TRT

				Jul		Aug		Sept		Oct		Nov		Dec 		Jan		Feb		Mar		Apr		May		Jun				Total



		2018-19		69,371		69,210		48,428		29,288		20,922		15,799		15,380		14,917		28,673		24,928		35,404		46,039				418,359		(61,821)				283,315		135,044

		2019-20		64,325		69,712		47,778		28,984		17,865		16,323		14,922		20,157		12,635		4,772		17,813		41,252				356,538		85.22%				280,066		76,472

		Estimated		100%		100%		100%		100%		100%		100%		100%		100%		44%		19%		50%		90%										3,249		58,572		0.4337253043

		FEC		38,595		41,827		28,667		17,390		10,719		9,794		8,953		12,094		7,581		2,863		10,688		24,751				213,923								61,821		0.1477702165

		Chamber		25,730		27,885		19,111		11,594		7,146		6,529		5,969		8,063		5,054		1,909		7,125		16,501				142,615



		C Expected Total		25,730		53,615		72,726		84,320		91,466		97,995		103,964		112,026		117,080		118,989		126,114		142,615

		FEC ExpectedTotal		38,595		80,422		109,089		126,479		137,198		146,992		155,945		168,040		175,621		178,484		189,172		213,923

Anne Baker: Anne Baker:
This is the estimated total (running) for both the FEC and Chamber.  

		Payments



		FEC		21,000		21,000		21,000		21,000		21,000		21,000		21,000		21,000		21,000		(10,516)		172		24,751

Anne Baker: Anne Baker:

These months have not been paid yet.  They are net of what should have been paid, what was actually paid through March, and what we anticipate paying.

		Chamber				13,433		13,433		13,433		13,433		13,433		13,433		13,433		26,866		(1,908)		5,217		16,501



		C total				13,433		26,866		40,299		53,732		67,165		80,598		94,031		120,897		118,989		124,207		140,707

		FEC Total		21,000		42,000		63,000		84,000		105,000		126,000		147,000		168,000		189,000		178,484		178,655		203,407
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				Jul		Aug		Sept		Oct		Nov		Dec 		Jan		Feb		Mar		Apr		May		Jun



		Actual		38,595		80,422		109,089		126,479		137,198		146,992		155,945		168,040		175,621		178,484		189,172		213,923

		Budget		21,000		42,000		63,000		84,000		105,000		126,000		147,000		168,000		189,000		210,000		231,000		252,000

		Actual		38,595		41,827		28,667		17,390		10,719		9,794		8,953		12,094		7,581		2,863		10,688		24,751				213,923

		Budget		21,000		21,000		21,000		21,000		21,000		21,000		21,000		21,000		21,000		21,000		21,000		21,000				252,000



Lodging Tax

FEC 60 Percent Share - FY 2019-20



Actual	Jul	Aug	Sept	Oct	Nov	Dec 	Jan	Feb	Mar	Apr	May	Jun	38595	80422.2	109089	126479.4	137198.39999999999	146992.19999999998	155945.4	168039.6	175620.6	178483.80000000002	189171.6	213922.80000000002	Budget	Jul	Aug	Sept	Oct	Nov	Dec 	Jan	Feb	Mar	Apr	May	Jun	21000	42000	63000	84000	105000	126000	147000	168000	189000	210000	231000	252000	
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Highlights

• City-wide, it is expected that all funds will have 
positive ending fund balances at June 30.

• The General Fund is expected to start the 2020-21 
fiscal year with $1.6 million.

• The Airport Fund is expected to start the 2020-21 
fiscal year with $39,413.

• The last payment of the General Obligation Bonds is 
spring of 2020-21.

12



13

THANK YOU
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