System of Care (SOC) Barrier Submission Form
Purpose: Local Systems of Care (L-SOC) in Oregon have processes for identifying, analyzing, and addressing barriers to services and supports for youth and families. Most identified barriers are resolved at the local level through cross-system collaboration, and then reported to OHA by Coordinated Care Organizations (CCOs). Issues that are not resolved at the local level can be submitted to the System of Care Advisory Council (SOCAC) with request for resolution. Use of this form formally elevates a barrier to the SOCAC. 
Instructions: Please complete form to the best of your ability. Information provided will help SOCAC staff and the State Agency Standing Committee determine appropriate agency assignment and actions to take for resolution (including potential program, policy and system improvements). Please submit completed form to statewide.soc@oha.oregon.gov, and CC your CCO’s innovator agent.  Your barrier form will be made publicly available on the SOCAC website.   Additional information about process for resolution can be found here. 
1. SOC Contact Information:
Date submitted: October 1, 2024
System of Care name: Tri-County System of Care
Geographic Region/CCO: Health Share of Oregon and Trillium Community Health Plans; Clackamas, Multnomah, and Washington Counties
Contact name and role: Selby Stebbins, MPH. System of Care Specialist, Health Share of Oregon
Email: stebbinss@healthshareoregon.org
Submitted jointly with:
· Michelle Schimpke, Wraparound Care Coordinator, CSWA, Clackamas County
Mschimpke@clackamas.us

2. Description of the barrier: Provide a brief summary of the barrier, adding attachments as desired. If available, please include quantitative and qualitative data points, including description of how the barrier is contributing to racial inequities:
SITUATION
There is a lack of programs and residential treatment options specifically designed to address the needs of children ages 12 and younger who struggle with multiple, co-occurring disorders. This includes: 
· Children, under age 12, with substance use disorder (SUD)
· Children, under age 12, with suicide ideation and suicide attempts
· Children, under age 12, with either or both of the aforementioned challenges and who may also have developmental disabilities (DD).

This gap in services is exacerbated by well-known issues such as the need for increased residential and subacute placements, lack of preventative services at the community level, workforce challenges of all types, cultural responsiveness needs, and wait times for service. Despite these challenges, local providers are known to offer good quality services. It is recognized that the demand for those services is so high that it is extremely challenging for them to be responsive. The Oregon Health Authority (OHA) and CCOs have different efforts underway to address the aforementioned issues, however, the focus in this brief is on children ages 12 and under. This population remains underserved and underrepresented in the data. Please keep this age group in mind as you read this submission.
BACKGROUND
Tri-County System of Care received three barriers which highlight a great need to adapt programs to serve younger children:
1. June 2024. Lack of treatment options for a child, age 11, adopted from foster care, and with behavioral challenges rooted in trauma, developmental disabilities, suicide ideation, and with a need for psychiatric medication management. The child was not seen as meeting the psychiatric criteria for in-patient services. As a result of the lack of treatment options and several denials for care, the child has been admitted to the emergency room multiple times, has increasing absences from school, is self-isolating, is at-risk for self-harm, and is becoming disillusioned that anyone can help.
2. May 2024. Lack of SUD treatment providers able to serve a 12-year-old child. Multiple local programs cited the child’s age as a reason for denial of care. Juvenile Justice and ODHS did not provide resources or services. Due to not getting the care needed, the child engaged in behaviors such using multiple different substances with strangers, running away, physically threatening and hurting others, and using bigoted language. The child has both been suspended from school, which resulted in lost academic progress (missed half of six-grade year) and juvenile justice engagement, and refused to attend school. The family had to call 911 and the crisis line numerous times. The child was eventually admitted to a residential facility, but it took over five months, which is time and progress lost that the family can never get back. The child is currently engaged in Wraparound and is making significant process since being discharged from the residential placement.
3. 2021. Suicide prevention for younger children. No additional details about a specific case. However, at that time, there had been multiple completed suicides by younger children in the tri-county area (between ages 9 and 11), at least one of which was already engaged in Wraparound services.
ASSESSMENT
Oregon Administrative Rules (OAR) are serving to restrict access to residential and subacute programs or are not being enforced or followed as written. Multiple OAR are involved (see attached chart for full text of OAR and impact statements):
Health Services Division, Behavioral Health Services, Chapter 309, Division 22
1. 309-022-0115 Individual Rights: lack of access to or denial of culturally responsive care
2. 309-022-0165 Behavior Support Services: access not being prioritized for individual categories as defined in the OAR nor within ‘the timeliest manner’ feasible
3. 309-022-0135 Entry and Assessment:
· access not being prioritized for individual categories as defined in the OAR
· eligibility for entry to programs potentially being misinterpreted and restricting access
· youth ages 12 years and younger not being offered peer supports generally and specifically at residential facilities.
Access to community residential and subacute programs is also restricted based upon program criteria. Children are being denied services due to age, aggressive behaviors, problematic sexual behaviors, a history of juvenile justice involvement (may depend on the offense), and developmental disability diagnoses. These behaviors understandably present providers with additional challenges, yet the denial of services for youth with these complex needs only worsens their current situations, and will certainly create impacts for their adult lives as well. These program policies are often created in response to state legislation, which though well intentioned, serves to deny access to services for the very population the legislation was trying to protect. A prime example of this is SB 710 (2021) regarding use of restraints for children in ODDS host homes and residential programs, which served to discourage providers from serving youth with aggressive and challenging behaviors due to liability fears.
Service availability is linked to system engagement, which unfortunately often only happens after the youth has committed an offense, has been removed from home, or has otherwise experienced an extreme crisis. This is after all other options have been exhausted, resulting in trauma for the child and family, and increased expenses for high levels of care.
Families are caught in a cycle of repetitive and expensive hospital admissions. Children who have a dual diagnoses of I/DD and mental health (MH), including those adopted from or currently in foster care, can have symptoms which are acute enough to warrant a hospital admission, but then they don’t meet criteria to stay there. They are released back home without supports or ‘step-down’ services, creating a break in the continuity of care. This causes families to go through a cycle of hospital admission and release repeatedly. After discharge, there is a lack of support around primary care provider appointment set up and medication management. Families are not taught what to do differently once the child is back home and there is usually not enough in-home support for the youth and family to be successful.
Developmental Disabilities homes have become the middle ground or ‘step down’ from hospital services, but they are not the appropriate setting. Subacute settings were originally created to be an emergency department diversion program, but due to system constraints it has become a program for all kids who don’t qualify for in-patient services and also can’t get into residential care. Many residential programs will not accept children with DD. Additionally, the number of referrals received by these agencies and the high demand for their services makes it extremely challenging for them to be responsive.
In 2021, Tri-County SOC Practice Level Workgroup developed the following system-based impact statements (excerpts provided) specific to young children, under age 12, with suicide ideation:
· Juvenile Justice: Depending on the type of offense (e.g., assault, aggression, sexual offense), youth with a history of justice system involvement do not have access to different programs. They often can only access support services through youth correctional facilities or Behavioral Rehabilitation Services. Therefore, they may not seek service or be identified as having suicide ideation. Many young children with DD are served in the justice system.
· Developmental Disabilities: It can be challenging to identify what is a true concern (e.g., are they expressing personal thought or repeating something they heard). Children with DD may become acquainted with suicide ideation, but may not be depressed. Depression does not determine the risk of suicide. Adults may assume that children with DD will not have the skills or ability to complete suicide, but they do. These children are not specifically screened for suicide ideation and the assessments are not adapted to DD needs (e.g., low verbalization).
· Education: District staff participates in the Question Persuade Refer training. It is effective, but it does not address how to handle suicide ideation with younger children.
· Behavioral Health: There is not a centralized place for people to get information or to assist people. Due to stigma, parents don’t begin the conversation with their children. Often youth with suicide ideation are not identified until their needs are very high. Staff are not trained in how to support these younger children. Young children can engage in self-injurious behavior which can be dangerous and lead to suicide completion.
Additionally, a lack of evidence on how to support young child suicide prevention keeps trainers/providers from creating a suicide prevention curriculum. They do not want to create or be held liable for a training when they do not have evidence or research to support what they design. However, in the meantime, children and providers go without urgently needed support.
EQUITY
Racial disparity data about substance use for children ages 12 and younger seems impossible to find. The OHA Youth and Young Adult Substance Use Prevention, Treatment, and Recovery report lists the absolute number of youth and young adults ages 13-25 treated for substance use by race and ethnicity, but these numbers are not compared to the general population and a disparity index is not provided. However, there are known disparities for children of color in terms of access to care, appropriate diagnosis, expulsion from school, removal from home and so on. All of those issues, and more, touch upon the cascade of challenges a youth and family may face as a result of child substance abuse and delayed treatment. The barriers described above attest to this. The ‘pipeline to prison’ phenomena also demonstrates that youth of color are more likely to be shunted toward juvenile justice instead of appropriate SUD and MH treatment options.

According to the Oregon Health Authority  webpage, there continue to be racial disparities in the data. Specifically, deaths by suicide for youth (age 24 and younger) identified as white have decreased overall since 2018. However, the number of suicides for youth of other races and ethnicities remained similar to 2018 levels or increased.

In 2021, Tri-County SOC Practice Level Workgroup developed the following impact statements (excerpts provided) specific to marginalized, young children, under age 12, with suicide ideation:
· Children with autism who are rational and can understand larger issues (e.g., climate change) are starting to use the language of suicide ideation more as they are worried about the future. They can recognize that people aren’t letting them fit in with the world.
· Black youth who experience bullying and who have awareness of the larger environment experience a lack of belonging. The support they get at home is different than what they experience at school and with peers at school.
· LGBTQ+ and Trans youth. Anti-trans legislation impacts youth. Trans youth with a developmental disability are particularly at risk due to people not affirming their gender.
· Immigrant and Refugee: Language and cultural barriers can influence perception of this issue. The lack of assessments for specific populations has a high impact on this community. Fear of immigration status impacts can keep people from seeking support.
DATA
Data online about youth and SUD largely focuses on adolescents ages 13 and older, and it was extremely difficult to find any information about adolescent substance use for younger ages. For example, a key source of data about the health of Oregon youth in grades 6, 8, and 11 is the Student Health Survey (SHS). While the survey includes questions about multiple forms of substance use, review of the 2022 questionnaire and survey results show that the bulk of the questions about substance abuse were not asked of 6th graders. Only three questions were asked (with none being related to Fentanyl, though older students were asked about that drug):
1. During the past 30 days did you have at least one drink of alcohol?
2. During the past 30 days, did you use marijuana?
3. During the past 30 days, did you use prescription opioid drugs such as Oxycontin, Percocet, Vicodin, or Codeine without a doctor’s orders or differently than how a doctor told you to use it?
2022 SHS Results Percent of Sixth Graders: Alcohol, Marijuana, and Opioid Use in the Past 30 Days (See Preceding Questions)
	
	Clackamas (N=2,829)
	Washington 
N=4,246)
	Multnomah
(N=1,630)
	State (N=16,598)

	Question 1: Alcohol
	2.3
	2.6
	3.3
	2.8

	Question 2: Marijuana
	0.5
	0.6
	1.0
	1.0

	Question 3: Opioids
	1.1
	0.9
	1.5
	1.0



Despite the lack of found data for addiction and adolescents ages 12 and under, information on teens and older adults with addiction would not exist without some of those persons first having tried substances at an early age. Even if numbers for this young population are small, each individual child in crisis is engaged in expensive, high-level services across multiple systems and will experience lifelong impacts from their multiple diagnoses and substance use.
The National Center for Drug Abuse Statistics reports:
· Teenagers in Oregon are 38% more likely to have used drugs in the last month than the average American teen
· 4.4% of all 12- to 17-year-olds met the criteria for illicit drug use disorder
· 2.4% of all 12- to 17-year-olds met the criteria for alcohol use disorder
The Oregon Measures and Outcomes Tracking System (MOTS) shows a total of 1,117 youth ages 9-18 received substance use treatment from January 2022 – May 2023 (OHA Youth and Young Adult Substance Use Prevention, Treatment, and Recovery report).

According to the Oregon Health Authority  webpage:
· Suicide remains the second-leading cause of death among people ages five to 24
· Oregon's rate of youth suicide in 2022 was 14.2 per 100,000. In 2018, Oregon's rate was 16.9 per 100,000. This remains above the national average (10.0 per 100,000).
Parent anecdote: Lack of residential care for a Black child, age 10, with challenging behaviors and developmental disabilities. The child was referred to residential care, but it took almost two years for placement. In the interim, the child experienced an increase in mental and behavioral health challenges, a drop in school attendance, and lost academic progress. The family called 911 many times and frequently visited the ER. Unfortunately, the parents lost their jobs due to the high level of care required for their child. 
2.a) Which system(s) is creating the barrier (select all that apply):
Child Welfare ☐
Juvenile Justice/OYA ☐
Education ☐
Mental Health ☒
Substance Use ☒
Intellectual and Developmental Disabilities ☒
Physical Health ☐
Youth advocacy organization ☐
Family advocacy organization ☐
Other ☐  
If other, please specify: 
2.b) Is this barrier related to (select all that apply):
An individual family ☐
A locally administered service or program ☒
A state administered service or program  ☒
Cultural or linguistic responsiveness - disparities in accessing services and supports based on race, ethnicity, disability, gender, sexual orientation or languages spoken  ☐
Oregon Statutes  ☒
Policies of federal and/or state agencies ☒
Other  ☒
If other, please specify: local program policies
Other  ☐
If other, please specify: 

3. Actions taken to address barrier within the local SOC: Summarize efforts undertaken by your local SOC to address this barrier. Please include how long your SOC has been working on this barrier.
These barriers were reviewed by the Tri-County System of Care in July 2024. Due to the focus on children ages twelve and younger and the potential changes needed, the local collaborative decided to directly submit this barrier to SOCAC. It was determined that the levels of funding needed, and/or program and policy changes needed for resolution, were beyond local scope to resolve.
4. Recommendations for SOCAC and State Agency Standing Committee: Describe recommendations, ideas and considerations for resolution of the barrier. Please also describe the short- and long-term outcomes you’d hope to see for resolution.
Short-term Outcomes/Recommendations
1. Explore and identify best practices for serving children under age 12 with multiple diagnoses (substance use, suicide ideation, behavioral health, developmental disabilities). We recognize that efforts are underway to increase supports for children with DD and MH diagnoses, but this brief also highlights substance use and suicide ideation as particular areas of concern.
2. Support local providers in learning to how to serve, and not being afraid to serve, children under age 12, who may have SUD, DD, and/or MH needs. Expand the number of providers and organizations who can provide these services and adjust reimbursement rates accordingly to account for the greater levels of expertise required. While advocacy for services development and rate changes can occur at the CCO, OHA and/or SOCAC can also support these efforts.
3. Assess and expand the options for ‘step down’ support for youth and families when they leave hospitals or other structured environments. Assess current work of DD programs and subacute services which are currently filing this role.
4. As part of workforce development efforts, explore loan forgiveness opportunities and/or support for staff to interact with their lenders to take advantage of public service loan forgiveness programs. Include scholarships for people to enter the profession so people don’t have to take out loans.
5. Determine which OAR, across systems, restrict access to services or are not being followed in the manner intended.
6. Identify the most common reasons for service denial by providers and find solutions to those barriers.

Long Term Outcomes/Recommendations
1. Increase supports in the “least restrictive care setting.” Increasing intensive community supports is one approach, but intensive home-based services that work directly with families is needed.
2. Develop and fund multiple community residential hubs in different geographic regions/ communities. Currently, residential centers are system-based and siloed in their expertise and geography. Design a community residential hub which encompasses the multiple diagnoses that a child could have. This work could be mandated in OAR or the CCO contract. Some residential services are far away from youth homes and families are unable to visit. As a result, caregivers are unable to engage in intervention services and learning. As such, the family is not prepared for the youth to return home. Lacking this training, the changes at home which would support continued youth progress cannot be made. Each community has unique needs and a residential hub program could be designed to fit those needs and improve support for children once they go home.
3. Creative thinking around funding which could include reallocation of monies at the municipal, county, and state level. If children are a priority and the future of our community, then funding allocations should match our values.
4. Investigate disparities for residential program completion, particularly for youth of color. 

In 2021, Tri-County PLWG members answered the following prompt: As a direct care staff or supervisor, what I need to support young children with suicide ideation is:
· Developmental Disabilities: Counselors that understand both suicide and developmental disabilities. Resources for parents and providers that explain what suicide ideation or attempts may look like in the population with developmental disabilities. Reduction of DD stigma in society, at schools, and for individuals.
· Education: Increasing staff competency around how to respond to the lower ages. “One size fits all” will not work when schools have such diverse populations. Prevention training for individual needs as well as how to identify and respond to suicide ideation. Resources to teach parents how to help children regulate their emotions without the use of a screen. Individualized prevention and intervention.
· Behavioral Health: Use of Columbia Protocol. It can be adapted for specific populations. (cssrs.columbia.edu) Create a centralized way to provide information to providers and the community. Prevention training for clinicians. Increased access to services for younger children. Expand the age range to access intensive services (beyond outpatient services). Reduction of stigma around asking questions about suicide or suicide ideation.
· Peer Organizations: Trainings for peer partners on how to support young children. A way to support parents and/or offer them trainings/information.
Culturally Specific Organizations: When designing programs or assessments, seek information directly from the target population. Compensate them for their expertise and time. Specific services for distinct cultural populations are particularly lacking.
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Tri-County System of Care submission: Gaps in Care for Younger Children
Appendix: Relevant Oregon Administrative Rules and Impact Statements

	Oregon Administrative Rule
	Rule Title
	Rule Text
	Impact

	Health Services Division
Behavioral Health Services
Chapter 309
Division 22
	Children and Adolescents: Intensive Treatment Services; Integrated Licenses; Children's Emergency Safety Intervention Specialists.
309-022-0115: Individual Rights
	“Choose from available services and supports those that are consistent with the service plan, culturally competent, provided in the most integrated setting in the community, and under conditions that are least restrictive to the individual’s liberty, least intrusive to the individual, and provide for the greatest degree of independence;”

	Parent Statement: Child was referred to residential care at the age of 10, however, it took almost two years for him to get into residential care because of his developmental disability diagnosis and extremely challenging behaviors. The residential program was not caring for his hair as he was a black child, and we had to fight for a hair and skin-care routine, required by staff to implement, to support this racially specific need.

	Health Services Division
Behavioral Health Services
Chapter 309
Division 22
	Children and Adolescents: Intensive Treatment Services; Integrated Licenses; Children's Emergency Safety Intervention Specialists.
309-022-0135: Entry and Assessment
309-022-0165 Behavior Support Services
	Behavior support services shall be proactive, recovery-oriented, individualized, and designed to facilitate positive alternatives to challenging behavior…” (309-022-0165 Behavior Support Services)

Individuals shall receive services in the timeliest manner feasible consistent with the presenting circumstances…. 

(3) Entry of children in community-based mental health services shall be prioritized in the following order:
(a) Children who are at immediate risk of psychiatric hospitalization or removal from home due to emotional and mental health conditions;
(b) Children who have severe mental health conditions;
(c) Children who exhibit behavior that indicates high risk of developing conditions of a severe or persistent nature; and
(d) Any other child who is experiencing mental health conditions that significantly affect the child’s ability to function in everyday life but not requiring hospitalization or removal from home in the near future.”
	Care Coordinator statement: This particular youth [that I work with], and other youth that are being denied placements, specifically below the age of 13, are NOT being prioritized in this order, and I would argue that they are actually being denied services more often because of these challenges. Additionally, a wait time of six months or more is not a “timely manner” when the youth is engaging in such dangerous behaviors [drug abuse, self-harm, suicide ideation, etc.].


	Health Services Division
Behavioral Health Services
Chapter 309
Division 22
	Children & Adolescents: Intensive Treatment Services; Integrated Licenses; Children’s Emergency Safety Intervention Specialists 309-022-0135: Entry and Assessment
	Individuals shall be considered for entry without regard to race, ethnicity, gender, gender identity, gender presentation, sexual orientation, religion, creed, national origin, age, except when program eligibility is restricted to children, adults or older adults, familial status, marital status, source of income, and disability.”
	This OAR is potentially misinterpreted, specifically the phrase “except when program eligibility is restricted to…” This phrase is presumably referring to programs designed to fit unique populations: children, older adults, married persons, etc. However, there is concern that providers are interpreting this phrase as meaning that eligibility is allowed to be restricted based on the identified categories. For example, that this OAR is being used to deny services to people with disabilities and children. 

	Health Services Division
Behavioral Health Services
Chapter 309
Division 22
	Children & Adolescents: Intensive Treatment Services; Integrated Licenses; Children’s Emergency Safety Intervention Specialists 309-022-0135: Entry and Assessment
	c) Have access to peer delivered services.
	Care Coordinator statement: Most residential programs do not offer peer supports, and I have heard from many peer supports that visiting their youth in residential care centers is very difficult. Furthermore, many peer support programs require youth to be 12 years of age or older, but it does not give specifications within the OARs that I can find. My question is, why are these youth, ages 12 and younger, not being offered peer supports at residential care facilities?
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