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July 17, 2018 

 

 

Multnomah County Commission 

VIA EMIAL 

 

 

Dear Chair Kafoury and Commissioners: 

 

The state of Oregon, including Multnomah County, is within a fortunate window of 

opportunity to improve how we address behavioral healthcare. Interest among legislators 

to revolutionize the system is at an all-time high. The Oregon Health Authority is 

contemplating what it terms as “CCO 2.0,” or what the details should be in the next round 

of contracts for Coordinated Care Organizations. And the recently released study from 

the Human Services Research Institute adds to our body of knowledge that our system 

overall has structural deficits and needs revising. 

 

NAMI Oregon offers to this conversation a true-life case study that is emblematic of our 

healthcare system’s faults in addressing behavioral health. If we cannot fix the lack of 

accountability and responsibility at the payer level — in this instance Multnomah County 

— we will never clear a major hurdle that prevents our healthcare system from advancing 

toward better outcomes with reduced costs. 

 

Attached you will find a timeline of events for a 31-year-old man, to whom we will refer 

as Andrew. At the onset of his most recent mental health and substance use struggles, he 

had stable housing and stable income. But because of ineptitude on the part of providers 

and the payer, when Andrew needed the healthcare system the most, the behavioral 

healthcare system failed him, leading to: 

 

• Two hospitalizations. 

• At least four encounters with law enforcement. 

• At least four encounters with mobile crisis teams. 

 

As a healthcare system, we have spent tens of thousands of dollars on his care. Other 

systems also have expended resources responding to multiple crises. The outcome is that 

Andrew is on the verge of homelessness. He no longer is in a position to earn an income. 

And the odds are significantly increased that he will enter our criminal justice system. 

 

All of this hinged on a simple “no” from a payer and provider at a pivotal moment when 

Andrew was ready and willing to engage in ongoing treatment and supports following 20 

days in the hospital. That simple denial of access to intensive outpatient treatment led to a 

downward spiral that the payer compounded when it refused to take ownership of its 

mistake. Rather, the payer simply shrugged, answering desperate pleas to take action with 
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the response that there wasn’t anything they could do. Lacking any levers for system 

accountability, the payer and providers were able to pass the buck, further burdening our 

crisis system and other public systems. 

 

We note that this problem is not unique to Multnomah County. Similar stories with 

similar disastrous outcomes happen across Oregon routinely. This story is typical enough 

that stakeholders nod in recognition when they review this timeline. However, 

Multnomah County, with its resources and its potential resolve, is unusually positioned to 

tackle this problem compared to other regions in our state. 

 

Your challenge as commissioners is simple — fix this. To that end, NAMI Oregon has 

convened a workgroup that includes advocates, Coordinated Care Organizations, 

providers, County Commissioners and hospital systems to discuss needed changes to the 

current system. Potential solutions have emerged from those discussions, and we would 

be pleased to share our perspective and ideas with the commission as you contemplate the 

future of Multnomah County’s behavioral healthcare system. Andrew’s mother, who 

coincidentally is a nationally known policy expert on mental health systems and reforms, 

also is willing to be a resource. 

 

NAMI Oregon hopes this communication adds yet another spark of interest to the 

kindling of reform that stakeholders wish to ignite in Multnomah County and across 

Oregon. Again, we are within a window of opportunity that may not open again for some 

time. Our hope is that we can capitalize on this moment. 

 

Please feel free to contact us at 503-230-8009 or via email at chris@namior.org. We 

stand ready and willing to answer questions, furnish additional information, and engage 

in conversation. 

 

Best wishes, 

 

 

Chris Bouneff 

Executive Director 

 

 

cc: 

Governor Brown 

President Courtney 

Speaker Kotek 

Director Allen, OHA 

mailto:chris@namior.org


 

Andrew is 31years old and has lived with rapid cycling bipolar disorder since youth. He found 

successful interventions eventually and entered young adulthood generally stable and productive. 

Until recently, he managed his disorder successfully and was an independent artist who rented 

his own studio and had stable rental housing. 

 

In late February, his mom arrived from the East Coast. Andrew had torn out the kitchen cabinets 

and destroyed the stove in his rental housing. He believed the FBI was spying on him. He asked 

aloud whether his mom or dad requested that the FBI to surveil him. 

 

March 1 • Admitted to hospital after family observed that Andrew was slowly spiraling 

downward. Mom takes leave from her job on the East Coast to support Andrew. 

March 20 • Discharged from hospital. Intensive Outpatient treatment (IOP) included in 

discharge plan. Mom has to fight for discharge plan. NAMI Oregon provides 

guidelines developed under HB 2023 from 2015 Legislature around obligations 

for discharge planning from inpatient psychiatric treatment. 

March 21 • IOP intake. Treatment starts pending Coordinated Care Organization (CCO) 

approval. Andrew willing to engage in treatment and to take prescribed 

medications. 

March 22: 

Morning 

• CCO/County denies authorization. No alternatives provided. Andrew agitated. 

March 22: 

Afternoon 

• Andrew’s agitation aggravated. Project Respond and CIT officers called out. 

March 23-25: • Andrew decompensates. Stops taking medication. 

• Mom tries to speak with CCO. Customer support person replies that she cannot 

speak with mother. Andrew gives verbal consent over the phone. Customer 

service person hangs up. 

March 26  • NAMI Oregon intervenes. CCO/County authorizes IOP.  

March 27  • Andrew unwilling to engage. Very paranoid. Crisis line called, patched through 

to 9-1-1. Project Respond eventually dispatched. Andrew transported on hold to 

ER.  

March 28  • Back in hospital. Same hospital as before.  

April 2 • Discharge meeting held with team. Psychiatrist evaluation recommends long-

acting injectable medication. Hospital social worker erroneously states that 

CCO won’t pay for injectable. (Carve out medication.)  

• CCO/County represented by transition coordinator who hasn’t been involved to 

date and is unable to contribute to discharge plan. 

• Mom told that no outreach for “warm handoff” to Intensive Outpatient therapy 

is offered. Care providers expect Andrew, who is still delusional, to take 

initiative to engage in care. 

April 4 • Discharged. Pharmacy dispenses trazodone along with lithium and risperidone. 



 

No one discussed prescribing trazodone with Andrew. The lack of clearly 

conveying critical prescription information aggravates paranoia around 

medications. 

April 4-11 • Since discharge: Paranoid, delusional, off medications, CCO/County and 

providers abdicate responsibility, mother and family distraught, law 

enforcement encounters follow.  

• Former girlfriend obtains restraining order. 

April 11 • Mom tries to contact civil commitment investigator about Andrew’s 

discontinuing medications, unwillingness to attend IOP. Civil commitment 

investigator doesn’t return calls or acknowledge mom’s communications. 

April 16 • Mom speaks with County utilization management (UM) supervisor directly 

about options. Told: “Because he’s refusing treatment, we are out of options.”  

• Mom asks about initiating Assertive Community Treatment (ACT) given 

Andrew’s current condition and risks of hospitalization and law enforcement 

encounters. UM supervisor doubtful but tells mom will consult with medical 

director. 

April 17: 

Morning 

• County UM refers Andrew for ACT. Calls later to say that ACT provider 

refused referral. 

April 17 • Andrew worsens as day transpires. Mom records call with son 19 minutes in 

duration in which he repeatedly makes threats to other people and threatens 

self-harm. Project Respond dispatched. CIT officers respond.  

• Even though circumstances identical to those on March 27, responding officers 

interpret criteria for initiating a hold differently. Officers tell Andrew’s mom 

that they cannot intervene. 

April 19 • Andrew calls from Los Angeles. Hitched ride with stranger. Robbed while 

being dropped off. Doesn’t have money. Mom arranges for transportation back 

to Portland. 

April 21 • Mom flies home to East Coast. Andrew leaves rental housing and moves into 

rented art studio. Other family members living locally continue to try to check 

in with Andrew.  

• CCO/County never participated in dialogue about planning for engagement 

with Andrew if/when he is next in the emergency room or arrested because of 

his erratic and/or threatening behaviors. 

May 25 • Andrew receives eviction notice from art studio. 

 


