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BACKGROUND 

In 2015, the Oregon Legislature passed HB 2023 directing hospitals to adopt and 
enforce discharge policies for patients admitted to a hospital for mental health 
treatment. The legislation required the policies to be publicly available and contain 
a number of requirements including the following:  

 Encouraging patient to sign an authorization for the disclosure of 
information so a lay caregiver may participate in the patient’s discharge 
planning and provide appropriate support to the patient following discharge; 

 Suicide risk assessment; 
 Assessment of long-term needs, community-based services, and patient's 

capacity for self-care; and 
 A process to coordinate the patient’s care and transition the patient from 

inpatient to outpatient treatment; and 
 Scheduling a follow-up appointment for no later than seven days after 

discharge or documenting why the seven-day goal could not be met. 

In 2017, HB 3090 was passed by the Oregon Legislature requiring hospitals with 
emergency departments to adopt and enforce the same policy requirements for the 
release of patients from the hospital's emergency department following treatment 
for a behavioral health crisis, including suicide prevention and intervention 
measures that must be taken if necessary. These measures include: 

 Behavioral health assessment conducted by a behavioral health clinician;  
 Patient risk assessment and if indicated development of a safety plan and 

lethal means counseling; 
 Process for case management; and 
 Process to arrange caring contacts to transition a patient to outpatient 

services. Caring contacts mut be attempted within 48 hours of release.  

 In August 2018, the Oregon Health Authority (Authority) amended hospital 
administrative rules in response to requests seeking clarification on inpatient 
discharge planning requirements as well as implementing requirements given 
passage of HB 3090, codified under ORS 441.053.  

The legislation further required the Authority to compile information regarding 
hospitals' progress on and barriers to the adoption and implementation of policies 
and make recommendations for legislative changes necessary to improve 
behavioral outcomes for persons released from the emergency department 



 

 

following treatment for a behavioral health crisis. A survey conducted in March 
2019 resulted in a poor response rate and questionable findings. OHA received 
requests from the Oregon Alliance to Prevent Suicide and Oregon Association of 
Hospital and Health Systems to repeat the survey with partner input and better 
coordination with appropriate hospital representatives familiar with 
implementation work. As such, a subsequent survey was planned which has 
resulted in this revised report. The purpose of the survey results is to collect 
information on implementation of the administrative rule requirements to inform 
technical assistance to hospitals, not for compliance purposes.   

 Hospitals were notified in advance that the Authority would collect survey data 
using an online survey tool and the questions to the survey were also provided. 
Hospitals were encouraged to prepare material and responses in advance of 
releasing the survey link to minimize the time required to complete the survey. 
Participation in the survey was required and responses to the survey were not used 
to assess compliance. Hospital responses were de-identified. 

Weekly reminders were sent to hospital contacts encouraging completing of the 
on-line survey. At the close of the survey, all 60 eligible hospitals had submitted a 
response to the survey. 

The survey consisted of 14 questions developed using the policy requirements 
specified in OAR 333-520-0070(4), OAR 333-520-0070(5) and OAR 333-505-
0055(2)(a)(B)-(D) and (3).  Two additional optional questions were asked about 
access to training on the policies as well as issues or concerns relating to billing 
and reimbursement.  

 Multiple partners, including the Oregon Association of Hospital and Health 
Systems (OAHHS) and Oregon Alliance to Prevent Suicide (Alliance) identified 
the need to conduct this additional survey in order to: 

 Ensure higher response rate from all 60 hospitals; 
 Target hospital staff familiar with development and implementation of HB 

3090 requirements to gather informed responses; 
 Gather partner feedback on survey development; and 
 Inform recommendations based on survey results 

 

The Authority provided several opportunities for partners to inform survey and 
report development including,  



 

 

 Provided draft survey questions for review on December 17, 2020 with 
deadline to provide written feedback by January 8, 2021;   

 Held January 8, 2021 meeting to review draft survey questions and provide 
feedback;  

 Provided revised survey questions for review on February 11, 2021 with 
deadline to provide written feedback by February 25, 2021; 

 Provided summary of survey results on July 12, 2021;  
 Held July 30, 2021 meeting to review survey results and discuss possible 

recommendations to include in this report; and 
 Provided draft recommendations to partner group on November 5, 2021 with 

deadline to provide written feedback by November 19, 2021.  

Partners have been vital to ensuring the survey led to a high response rate to inform 
survey findings and recommendations.   

HB 3091, a companion bill to HB 3090, also passed in 2017 requiring coordinated 
care organizations to provide and prioritize behavioral health services for 
members, including behavioral health assessments and medically necessary 
treatments to members experiencing a behavioral health crisis. The measure also 
requires group health insurance policies to include behavioral health and related 
treatments. Oregon administrative rules adopted by the Department of Consumer 
and Business Services under OAR chapter 836, division 053,  provide definitions 
for coverage related to the requirements outlined in HB 3090 and the rules adopted 
by the Authority under OAR chapter 333, division 520. One question regarding 
billing practices as specified in HB 3091 was included in the survey. The 
relationship between HB 3090 and HB 3091 are considered in the 
recommendations section of this report.    



 

 

METHODOLOGY 

OHA fielded a survey based on administrative rule requirements to assess 
hospitals’ implementation status and barriers. Each of the 17 distinct policy 
requirements specified in administrative rule was placed into an individual survey 
question to determine whether a hospital was implementing the required policy 
and, if not, to identify the barriers to implementation.  

Implementation status was determined by a Yes/No response for 16 of the 17 
policy requirements. The final implementation requirement allowed the hospital to 
select multiple responses and is not included in this final analysis, although 
responses are provided in the data appendix.  

The percent of hospitals responding “yes” to each question were derived at a 
statewide level and by hospital characteristics, including hospital type and health 
system status. Hospital types (DRG, Type A, and Type B) are Oregon-specific and 
defined by statute. 

Type A and B hospitals are designations for rural hospitals, as noted in 
442.470(6)(a): 

 (6)(a) “Rural hospital” means a hospital characterized as one of the 
following: 

(A) A type A hospital, which is a small and remote hospital that has 50 or 
fewer beds and is more than 30 miles from another acute inpatient care 
facility; 

(B) A type B hospital, which is a small and rural hospital that has 50 or 
fewer beds and is 30 miles or less from another acute inpatient care facility; 

DRG hospitals are defined in ORS 442.361(2): 

(2) “DRG hospital” means a hospital that is not a type A or type B hospital 
and that receives Medicare reimbursement based upon diagnostic related 
groups.  

For the purposes of this report, health system status includes two classifications: 
Single hospital system and multiple hospital systems. A single hospital system is 
defined as a hospital that is either not part of an organized health system or is the 
sole hospital in a health system. A multiple hospital system is defined as having  
two or more total hospitals. These classifications are noted as “Single” and “Multi” 
in charts and tables. There are 42 hospitals designated as part of a multi-hospital 



 

 

system, 24 of which are urban (DRG) hospitals, and 18 rural (Type A or Type B). 
There are 18 hospitals designated are part of a single hospital system, 3 of which 
are urban and 15 are rural 

Barriers to implementation were assessed through open text entry by hospitals. 
Implementation barrier information was then reviewed and coded into a series of 
common themes:  

Staff Compliance: any issues with hospital staff following published polices 
or any issues adapting to newly created policy. 

Patient Compliance: any issues with patient’s willingness or competence to 
comply with discharge policies. 

EHR Barriers: any issues related to making necessary adaptations or 
changes to electronic health record systems and workflows. 

Community Resources: any issues related to lack of community services 
necessary for either assessment or evaluation while in the hospital, or lack of 
services necessary to provide for follow up care after discharge. 

Staff Training: any issues related to ability to train staff on new policies or 
procedures or the ability for staff to access training.  

Policy in Draft: hospital is developing policies but has not yet implemented 
them. 

Current Practice/No Policy: hospital follows the required policy as standard 
operating procedure but has not formalized or documented that the practice 
is their policy. 

Hospital Resources: any issues due to hospital lacking the funds or staffing 
necessary to implement.  

Legal Barriers: any issues related to legal interpretation of the policy, or 
concerns about legal liability due to policy requirements.  

No Barriers: hospital explicitly noted they faced no significant issues in 
implementation.  

No Reason Given: any response left blank. 

Contracted Duty: any response that indicated that the hospital uses contract 
services that are responsible for the care and therefore do not have policies 
for their staff.  



 

 

Hospitals were free to cite more than one issue and the number of cited issues 
varied by policy. Top barriers to implementation are ranked on frequency.  

  



 

 

FINDINGS 

Table 1 below summarizes statewide implementation status for each policy 
requirement. 

Policy 
Number 

Policy Requirement Percent Yes 

P1 Pursuant to OAR 333-520-0070(4)(a), does the ED policy include a 
process to encourage the patient to designate a lay caregiver? 

90% 

P2 Pursuant to OAR 333-520-0070(4)(a), does the ED policy include a 
process to encourage a patient to sign an authorization form for the 
disclosure of information that is necessary for a lay caregiver to 
participate in the patient’s discharge planning and provide appropriate 
support?   

85% 

P3 Pursuant to OAR 333-520-0070(4)(b), does the ED policy include a 
requirement that the ED conduct a behavioral health assessment using a 
behavioral health clinician to determine a patient’s need for immediate 
crisis stabilization? 

97% 

P4a Pursuant to OAR 333-520-0070(4)(c), does the ED policy include a 
requirement that the ED conduct a best practices suicide risk assessment 
when indicated?   

93% 

P4b If the suicide risk assessment indicates that a safety plan is needed, does 
the ED policy include a requirement that the ED provider develop a 
safety plan and conduct lethal means counseling with the patient and 
designated caregiver, if applicable? 

85% 

P5a 
 

Pursuant to OAR 333-520-0070(4)(d)(A)-(C), does the ED policy have a 
process to assess the patient's long-term needs for community-based 
services? 

88% 

P5b Pursuant to OAR 333-520-0070(4)(d)(A)-(C), does the ED policy have a 
process to assess the patient's long-term needs for capacity for self-care 
following release? 

82% 

P5c Pursuant to OAR 333-520-0070(4)(d)(A)-(C), does the ED policy have a 
process to assess the patient's long-term needs for whether the patient 
can be properly cared for in the place where the patient resided at the 
time the patient presented at the ED? 

82% 

P6 Pursuant to OAR 333-520-0070(4)(g)(A) and (B), does the ED policy 
identify a process to arrange caring contacts between a patient and a 
provider or follow-up services for the patient to successfully transition a 
patient to outpatient services? 

82% 

P7 
 

Pursuant to OAR 333-520-0070(4)(e), does the ED have a policy related 
to coordinated care as a part of discharge planning for release from the 
ED? 

85% 

P8a Pursuant to OAR 333-520-0070(4)(f), does the ED policy include a 
requirement to conduct an assessment of the patient’s medical, 
functional and psychosocial needs? 

88% 

P8b If yes, does the assessment of the patient’s medical, functional, and 
psychosocial needs include an inventory of resources and supports 

78% 



 

 

recommended by a behavioral health clinician and agreed upon by the 
patient? 

P9 Pursuant to OAR 333-520-0070(4)(g)(C), does the ED policy include a 
requirement that a caring contact is conducted within 48 hours of 
release for patients that have attempted suicide or have experienced 
suicidal ideation?   

80% 

P10a Pursuant to OAR 333-520-0070(4)(h), does the ED policy include a 
requirement that a follow-up appointment be scheduled for no later 
than seven calendar days of the patient’s release from the ED? 

85% 

P10b If a follow-up appointment cannot be scheduled within seven days, does 
the hospital document why? 

85% 

P11 Pursuant to OAR 333-520-0070(5) and OAR 333-505-0055(2)(a)(B)-(D) 
and (3), is the ED’s Behavioral Health Crisis Discharge Planning policy 
posted on the hospital’s website? 

62% 

 

Average statewide implementation percentage was 84%. The policy requirements 
with the lowest overall implementation percentage were policy 8b “does the 
assessment of the patient’s medical, functional, and psychosocial needs include an 
inventory of resources and supports recommended by a behavioral health clinician 
and agreed upon by the patient?” and policy 11 “Pursuant to OAR 333-520-
0070(5) and OAR 333-505-0055(2)(a)(B)-(D) and (3), is the ED’s Behavioral 
Health Crisis Discharge Planning policy posted on the hospital’s website?” 

Implementation status varied by both hospital type and health system status. 
Overall urban (DRG) hospitals had higher implementation percentages when 
compared with rural hospitals, as shown in the graph below. 
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Hospitals associated with a multi-hospital health system also showed higher 
overall implementation percentage when compared with hospitals in a single 
hospital health system, as shown below. 

 

As noted in the methods section, hospitals in a single hospital health system are 
predominately rural hospitals (15 rural hospitals compared to 3 urban hospitals), 
corroborating the finding that urban hospitals show overall higher average 
implementation percentages.  

Review of open text responses when a response was “No” revealed 137 cited 
barriers to implementation statewide. Urban hospitals provided 43 cited barriers, 
while rural hospitals cited 94 barriers.  
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Total statewide barriers are summarized in the table below. 

Barriers preventing implementation Frequency Percent 

Staff compliance 5 4% 
Patient compliance 1 1% 

EHR barriers 1 1% 
Community resources 18 13% 

Staff training 3 2% 
Policy in draft 16 12% 

Current practice/No policy 23 17% 
Hospital resources 37 27% 

Legal barriers 3 2% 
No barriers 2 1% 

No reason given 15 11% 
Contracted duty 13 9% 

 

The most cited barrier to implementation was “Hospital resources.” Indicating 
issues with budget, funding or staff availability is the primary cause of lack of 
implementation. This finding is differentiated by hospital type and health system 
status. Urban (DRG) hospitals account for 54% (n=20) of statewide cited hospital 
resources barriers, while rural (Type A or B) hospitals account for 46% (n=17). 
Among only urban hospitals, hospital resources accounted for 47% (n=20 of 43 
cited barriers) of all cited barriers to implementation compared with 18% (n=17 of 
93 cited barriers) for rural hospitals.  

The table below summarizes barriers by hospital type, condensed as urban (DRG) 
and rural (Type A and Type B). 

Barriers preventing implementation Urban Rural 

Staff compliance 0% 5% 
Patient compliance 0% 1% 

EHR barriers 0% 1% 
Community resources 9% 15% 

Staff training 2% 2% 
Policy in draft 7% 14% 

Current practice/No policy 19% 16% 

Hospital resources 47% 18% 
Legal barriers 2% 2% 

No barriers 2% 1% 
No reason given 5% 14% 
Contracted duty 7% 11% 



 

 

Rural hospitals cited more varied barriers than urban hospitals. Of note, rural 
hospitals more frequently cited community resources as a barrier to 
implementation, which reflects their location in smaller towns outside of major 
population centers. Rural hospitals were also more likely to not provide a reason 
for a lack of implementation.  

The health system findings are generally less differentiated than by urban or rural 
status, possibly due to both multi- and single-hospital systems being a blend of 
both types. It is not a uniform blend, however: as noted above, urban hospitals are 
heavily skewed towards multi-hospital systems, which own an 88% share of all 
urban hospitals in the state and are 58% (n=24) urban to 42% (n=18) rural. 
Meanwhile, single hospital systems only account for 3 of the 27 urban hospitals in 
the state, representing a 17% urban, 83% (n=15) rural mix.  

The table below summarizes barriers to implementation by hospital system status.  

Barriers preventing implementation Multi Hospital Single Hospital 

Staff compliance 6% 1% 
Patient compliance 1% 0% 

EHR barriers 0% 1% 
Community resources 15% 12% 

Staff training 1% 3% 
Policy in draft 13% 10% 

Current practice/No policy 19% 14% 
Hospital resources 28% 26% 

Legal barriers 1% 3% 
No barriers 0% 3% 

No reason given 1% 20% 
Contracted duty 13% 6% 

 

A finding of note is that single hospital systems were far more likely to provide no 
reason for their lack of implementation. Single hospital health systems overall 
accounted for 14 of the 15 “no reason given” responses. A second finding is 
hospitals in a multi-hospital health system were more likely to have noted the 
policy requirement was part of contracted services being carried out by another 
entity.  

The Authority asked two optional questions that supported investigation of 
implementation status of discharge polices: 

Have staff been able to access training on the policy?  



 

 

Do you have issues or concerns with billing for these services required in 
HB 3090 and specifically the caring contact services as HB 3091 of 2017 
states that the caring contacts and the case management services are 
reimbursable?  

Forty (40) hospital responded to the question on access to training with 37 hospital 
indicating staff had access to training and 3 hospital indicating no.  

Thirty-eight (38) hospitals responded to the question about issues or concerns 
about billing for services required in HB 3090 with 12 responding they had no 
issues or concerns and 26 responding they either did not know they could bill for 
these services or were facing challenges in billing for the services. Of the 26 
responses indicating they had issues or concerns with billing for services, 15 were 
DRG hospitals, 9 were Type B and 2 were Type A. Most comments for hospitals 
that were not billing indicated the hospital was unaware they were able to bill for 
the services. Other comments indicated hospitals were contracting the services and 
thus not billing the service.  

The Authority has made detailed analysis and data findings available as a data 
appendix, provided at the end of this report.  

  



 

 

CONCLUSION 

Overall, the Authority found a high level of implementation of discharge policies 
required by HB 3090. Statewide, implementation status averaged 84% overall. 
While the bill requires formal, documented policies, real-world execution of the 
required discharge practices likely exceeds 84%: The second-most common reason 
for a lack of implementation was that the discharge requirements were current 
practice without a formal policy in place.  

Barriers to implementation showed disparities by hospital type and health system 
status. Rural hospitals had a lower average implementation percentage: 73% for 
Type A and 82% for Type B hospitals. Rural hospitals cited more barriers to 
implementation than urban hospitals as well, accounting for 93 of the 137 (68%) of 
the cited barriers recorded. Multi-hospital health systems showed an average 90% 
implementation percentage compared with 69% of single hospital systems.   

Hospital resources was the most cited barrier to implementation. 
Counterintuitively, urban hospitals most frequently cited a lack of hospital 
resources as a barrier to implementation. While rural hospitals did cite hospital 
resources as a leading cause, they generally indicated a broader set of challenges. 
This is an unusual finding given that urban hospitals in Oregon are overall more 
financially stable and record greater operating margins than rural hospitals. One 
possible explanation is that urban hospitals have a much higher burden of 
behavioral and mental health visits in their emergency department compared with 
rural hospitals. It is possible that the cost to implement in urban hospitals is 
disproportionately larger than for a rural hospital. This is a finding that should be 
explored further.  

The availability of community resources was a greater problem for rural hospitals, 
with 77% of the instances of this barrier cited by a rural hospital. Overall, 
community resources make up a 15% share of all cited barriers to implementation 
for rural hospitals. This finding reflects hospital location and lack of behavioral 
and mental health services outside of Oregon major population centers.  

The optional questions, while incomplete, point towards a lack of awareness about 
billing and reimbursement options for services required under HB 3090 and the 
resources created under the companion bill, HB 3091. This lack of understanding 
is likely a contributor to many hospitals that face barriers due to hospital resources.  

 



 

 

RECOMMENDATIONS 

The below recommendations were informed through multiple partner opportunities 
including a meeting to discuss recommendations and opportunity to provide 
written feedback on draft recommendations, in addition to recommendations 
provided by the Authority. Many of these recommendations will require additional 
capacity and funding to implement beyond what is defined in HB 3090. 

Below are categories of barriers identified and recommended action steps to 
address these barriers:  

Lack of Hospital Policies Available on Public Facing Websites or Provided to 
Patients: While some hospitals had policies publicly available on their website, 
many did not have policies readily available. Over one-third of hospital 
respondents reported that they do not provide a summary of the ED’s Behavioral 
Health Crisis Discharge Planning policy to the patient and the patient’s lay 
caregiver upon admission or upon release from the ED.  

Recommendations:  

 The Authority will prompt hospitals of this requirement by Spring 2022. 
 Hospitals should develop policy summaries that are provided to patients and 

lay caregivers upon admission or release from the ED and develop protocols 
to ensure summaries are offered to patients and lay caregivers.   

Misinterpretation of Rules by Hospitals: Multiple narrative comments in the 
survey results alluded to some elements not being implemented due to lack of 
patient compliance. An example given in the survey was how to conduct a caring 
contact when the patient does not have a phone or the patient is houseless. This 
was identified as a misinterpretation of the rules by hospitals. Rules require 
hospitals to create a process that seeks to improve safer transitions outside of the 
hospital. These rules are about what the hospital needs to do with and for the 
patient as opposed to patient compliance with rules. In addition, resources to 
support patients, families and caregivers when an individual is admitted to the 
emergency department should be available. 

Recommendations:   



 

 

 The Authority and partners should review current guidance to hospitals 
provided by OHA1 and OAHHS2, identify where additional guidance is 
necessary and develop recommended guidance. 

 The Authority and partners should review current information provided by 
OHA3 and OAHHS4 to patients, families and caregivers, identify where 
additional guidance is necessary and develop recommended guidance.    

Responsibility of Hospitals When Contracting Out Rule Requirements: 
Several hospitals identified that performing certain requirements is contracted out, 
such as performing caring contacts, to other service providers. While this is 
allowable and appropriate in some cases, the hospital is still the responsible party 
to ensure that the policy is being fulfilled.  

Recommendation:  

 Hospitals should ensure that contracts with vendors include clearly defined 
responsibilities and that the vendor reports on outcomes to the hospital. This 
will ensure requirements are being met through quality improvement checks.  

Lack of Understanding on How Policies are Meeting Intended Goals: The 
intent of this legislation was to ensure supports for patients, families and caregivers 
who present to the emergency department with a behavioral health crisis. It is not 
currently well understood if these policy changes are actually increasing supports.  

Recommendations:  

 Hospitals should put data tracking and quality improvement plans in place to 
ensure written policies are being implemented. Through regular quality 

 
1 OHA: www.healthoregon.org/hflc/ Under Hospitals/Information for Licensees, the following tools are used by surveyors when 
out on a complaint investigation. These tools identify what surveyors will measure and hospitals may use this information to 
develop appropriate policies and procedures. The tools were developed based on administrative rules. Mental Health Discharge 
Survey Tool – Emergency Department and Mental Health Discharge Survey Tool – Inpatient Department  
OHA: www.healthoregon.org/hflc/ Under Hospitals/Information for Public, the following information is available: Current List of 
Hospitals (updated quarterly) and Fact sheet: Discharge planning for patients presenting with behavioral health crisis or 
hospitalization for mental health treatment  
2 OAHHS: https://www.oahhs.org/state/behavioral-health.html: Under ED Release heading: OAHHS Emergency Dept. Mental 
Health Release Guidelines and OAHHS Emergency Dept. Mental Health Release Checklist and Under Inpatient Psychiatric 
Discharge heading: OAHHS Inpatient Psychiatric Discharge Guidelines and OAHHS Inpatient Psychiatric Discharge Checklist 
3 OHA www.healthoregon.org/facilitycomplaints: Information about the complaint process with a new FAQ coming soon and 
where the complaint intake form resides 
4 OAHHS https://www.oahhs.org/state/behavioral-health.html: Under Emergency Department Release heading: OAHHS Lay 
Caregiver Emergency Department Brochure and Under Inpatient Psychiatric Discharge heading:  OAHHS Lay Caregiver Hospital 
Inpatient Brochure 
 



 

 

improvement assessment, hospitals can identify gaps in policy requirements 
and can make plans to improve policy implementation. 

 The legislature should consider convening a mental health workgroup, 
similar to when the initial legislation was developed, with a broad partner 
group to review barriers and successes to implementation and identify if 
additional legislation is needed to clarify requirements. This group should 
consider: 

o  the unique barriers of hospitals in different regions of the state, 
o the unique barriers for populations including children (age 14 and 

over per rules) and 
o the unique barriers for houseless adults.   

Lack of Understanding on How Companion Bill, HB 3091, Supports 
Implementation Efforts: HB 3091 (defined under ORS 441.053) was a 
companion bill passed with HB 3090 to address elements of care and services 
related to case management and care coordination that were not reimbursable. HB 
3091 was developed through a workgroup with commercial insurers and Medicaid 
to ensure that each insurer reimbursed at the same rate as defined in rule. Almost 
half of the hospitals indicated that they did not know or are not receiving 
reimbursement for services required by HB 3090/3091 and administrative rules 
since the rules have been in place since December 2019.   

Recommendations: 

 The legislature should consider convening partners to address HB 3091 
barriers and identify solutions to current reimbursement issues. The 
Department of Consumer and Business Services, that oversees rules related 
to HB 3091, should be involved.  

 Determine how these rules align with more current efforts such as HB 3046 
passed in 2021. This new behavioral health parity bill essentially defines 
what parity is and requires insurers to cover both immediate crisis and 
underlying conditions and treatments.  

Lack of Referral Options for Hospitals to Support Patients in Care 
Coordination: Hospitals identified that there are a lack of organizations and 
agencies to refer patients to given an under resourced behavioral health system 
where services continue to be underfunded or closed. This was particularly 
identified by rural hospitals. Of hospitals that identified having strong connections 
to community, a challenge was a smaller subset of individuals that do not engage 
in care coordination efforts due to a history of trauma or are adverse to engagement 



 

 

with institutions. Particular barriers were identified for patients experiencing 
houselessness and who may not have phone or internet access.      

Recommendations:  

 Align with current state efforts to address workforce staff shortages and 
crisis system improvements, including development of the statewide crisis 
care system and supporting infrastructure.  

 Determine ways that significant behavioral health funding initiatives passed 
during the 2021 legislative session can support the intent of HB 3090 rules.  

 Develop or enhance community resources in rural communities to support 
rural hospital execution of care coordination rules.  

 Consider the unique needs of individuals who have a history of trauma and 
are adverse to engagement with institutions and develop strategies and 
systems to support these individuals.  

 Engage Coordinated Care Organizations to determine how community-based 
outpatient programs for Medicaid beneficiaries can be better utilized.  

 Develop creative ways to contact hard to reach individuals, including those 
experiencing houselessness and who may not have phone or internet access.  

 Encourage use of statewide supports such as warmlines to bridge gaps in 
available services.    

Need to Review Staff Appropriate to Provide Services: Nurse case managers are 
frequently used to follow up with patients but under the current administrative rule, 
registered nurses are not allowed to conduct caring contacts. Not all case managers 
are social workers who can currently provide caring contacts per administrative 
rule. Nurse case managers often have the best relationship with the patient to 
follow-up after an ED visit. 

Recommendations:  

 The Authority should convene a group of partners to consider if 
administrative rules should be expanded to allow nurses/nurse case 
managers to conduct caring contacts.  

 Hospitals should provide training to nurses/nurse case managers on a 
person's pronoun, use of person-centered language, identifying psycho-
social issues in a way that does not pass judgement. There needs to be some 
mental health training, especially for rural areas. This training needs to be 
culturally responsive and trauma informed.  


