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Board of Directors 
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Bret Hammang CAC Chair P 

Anne Giffin CAC Co-Chair P 

Maggie Hudson Santiam Hospital P 

Katrina Griffith Marion County P 
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Kim Leathley Northwest Human Services P 
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Agenda Item Summary 

Welcome and Roll Call Dr. Olivia Galvez called the meeting to order at 2:02 PM. A quorum was present. 

Consent Agenda                        
 
 
 
 
 

The consent agenda was presented by Dr. Olivia Galvez. It included the following 
documents: 

• June 2025 Meeting Minutes 
• Updated Committee Charters 
• WHC April 2025 Financials 
• PCS Director’s Report 



Consent Agenda, 
continued 

• Marion-Polk CCO Dashboard 
• QIM Performance Report 
• CCO April 2025 Finance Report  

 
Josh Graves made a motion to approve the consent agenda as presented. 

Kelli McKnight seconded the motion. 

Motion passed unanimously. 

Public Comment There was no public comment 

CAC Corner Anne Giffin, CAC Co-Chair, Bret Hammang, CAC Co-Chair, and Bethany Wilt, WHC CAC 
Manager, shared the following highlights from the June meeting: 

• OHA REALD/SOGI team shared an overview of why the data is collected 
and how it is used. 

• Jackie Collins from the PCS Grievances and Appeals team provided a 
very high-level overview of the current filing process and trends; and 
requested feedback from CAC on barriers and areas for improvement. 

o Justin Huff asked PCS about the feedback from CAC and how 
it’s being used.  Bethany Wilt stated that PCS is working with 
CAC member Jessy Powell regarding feedback.  Skye Hibbard-
Swanson also stated that PCS is working on developing new 
member-facing and community partner-facing communication 
material to explain and educate around the process as-a-
whole. 

o Justin Huff stated that he would like CAC and PCS to bring back 
an update on how the feedback received was used and what 
was developed. 

• Skye Hibbard-Swanson provided a HOP update highlighting funded 
projects, sponsorships and community outreach efforts. 

• Trisha Kumar provided a preliminary CHIP goals update. 

WHC Program Highlight – 
Traditional Health Worker 
Alliance (THW-A) 

 

 

 

 

 

 

 

 

Lucy Wallace, WHC THW-A Manager, shared the following program highlights: 

• Development: Historically THW work was happening in silos at community-
based organizations.  There was an ask from community partners to create a 
THW hub for our region. We were awarded a $3M grant from HECC that has 
provided funding since October 2023 – June 2026. The grant is specific to 
address healthcare workforce disparities. 

• Mission Statement: Transform health care by empowering diverse individuals 
with lived experience to provide individualized care in the community and 
enhance the THW workforce development in Marion & Polk Counties. 

• THW-A has 9 focus strategies and 3 areas of focus: 

o 9 Focus Strategies: Employer Site Development; Continuing Education; 
Contracting, Credentialing & Billing Technical Assistance; Advocacy & 
Policy Development; Training; Certification; Local Workforce Directory; 



WHC Program Highlight – 
Traditional Health Worker 
Alliance (THW-A), 
continued 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Supervision Best Practices; Mentorship & Wellbeing Support 

o 3 Areas of Focus: 

 Advisory Committee: All members are THWs or supervise 
THWs. They provide strategic direction and quality oversight.  
They meet monthly to discuss best practices, any challenges 
among our partners, and work with all partners to bridge 
workforce gaps to increase member utilization. 

 Alliance Network: Brings together community partners and 
stakeholders to develop community connections, share 
resources, and inform the work of the THW Alliance.  

 Communities of Practice (COP): Brings together THW Alliance 
grant subrecipients and key partners to carry out Future Ready 
Workforce grant activities and outcomes, ensuring quality 
practices and community needs are met. There are 2 COPs: 

• Workforce Development COP: Focus on how we can 
get THWs into the workforce and how we can make 
sure they are retained in the delivery of services.  

• THW Supervision COP: Assessing and expanding the 
availability of supervision resources for community 
THWs. Identifying gaps, developing strategies, and 
implementing solutions.  

o Activities to Date: 

 Advisory Committees established 

 THW Alliance Survey was developed and deployed in Nove 
2024. Reporting will be shared. 

 THW Alliance website: https://thwalliance.org/ and THW 
Service Directory  

 Advocacy work was done on Oregon Senate Bill 529 

 Marketing and an outreach plan were developed to increase 
awareness of and access to THW training pathways. 

 141 THWs trained by Subrecipients, wraparound support 
provided to 196. 

o The 2024 THW Workforce Survey was emailed to attendees following 
the meeting. 

o The next THW-A Network meeting is July 24, 2025; centered around 
Doulas. 

Bret Hammang asked about continued education resources to keep certifications up. 
Lucy shared that some information is available online, and there are 2 subrecipients 
being brought onboard to provide help with continued education. 

 



WHC Program Highlight – 
Traditional Health Worker 
Alliance (THW-A), 
continued 

Olivia Galvez asked about THW breakdown on where most THWs end up working. Lucy 
didn’t have exact details currently. 

Olivia Galvez asked about data on retention in the workforce once training is 
completed. Lucy stated that while we don’t have that information currently, she could 
work with our community partners to gather information. 

Zaira Flores Marin, with Pacific Source, shared that the THW liaison with PCS has been 
working closely with Lucy and data is being captured and can be shared once available. 

Impact Story – Capaces 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                      

Inge Momberg, Capaces Program Director, shared the following: 

• Capaces is one of our grant subrecipients. They provide culturally specific 
community health worker training to the Latino community in Marion and Polk 
County. 

o Shared Savings Funds were received end of 2024 to develop a bilingual 
bicultural peer support specialist training, and we will be partnering to 
develop that program and offering it in Spanish. 

• The Community Health Worker (CHW) Program has been a collaboration 
between Capaces, Mano A Mano, and Bridging Cultures.  

• Mission Statement: Our CHW training program addresses critical health 
disparities in Latino communities by developing culturally competent health 
advocates who can bridge the gap between healthcare systems and 
underserved populations. 

• Program Overview: 

o 70+ applicant to the program 

o 3 Training Cohorts 

o 25+ Partner Organizations 

o 100% Spanish language training 

• We don’t want to just train them and certify them, we want to support them 
beyond that, so we don’t lose them. 

• Participant Demographics: 

o Average Age: 39 

o 76% Women Participants 

o 18% Indigenous Language Speakers 

o 85% High Spanish Proficiency 

• Following up on an earlier question about where the health workers are 
working Inge stated based on what she sees from their program 90-95% are 
working for community-based organizations. A large part of this is because they 
don’t have higher education that many hospitals and clinics require, and 
because they are not bilingual. Computer skills have also proven to be a barrier, 
and Capaces has been providing training. 

• Inge and Lucy are working together to develop clinical and non-clinical 



Impact Story – Capaces, 
continued 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                      

Supervision. 

• Geographic Impact, Primary Service Areas: Program participants live in these 
areas but work in Marion & Polk County. 

o Salem: Primary hub for Marion & Polk County 

o Woodburn: Agricultural Community focus 

o Reginal: Keizer, Canby, Gervais, Molalla 

o Statewide: Portland, Gresham, McMinnville 

• Beyond Oregon recent applications have come from New York, Texas, and 
Guatemala demonstrating the growing national and international interest in 
our culturally responsive training model. 

• Cultural & Linguistic Competency: 

o Indigenous Languages, including: Mixteco, Zapoteco, Q’echi’, 
P’urhepecha, Mam, and Ayujk (Mixe) 

o Farmworker Communities: A strong representation from agricultural 
workers and families, addressing unique health challenges in rural 
communities. 

o Recent Immigrants: Supporting newly arrived families with navigation 
of healthcare systems and community resources. 

o Multi-generational Impact: Training first-generation Mexican 
Americans to bridge cultural gaps and support their communities. 

• Community Partnership Network, some of the organizations we have worked 
with: PCUN, Evolve Workforce, Bridging Cultures, Mano a Mano, Latino Unidos 
Siempre, Mujeres Luchadoras Progresistas, Alianza Salem Keizer, Capitol Dental 
Outreach, Woodburn School District, Mid-Willamette Valley CAA, Pueblo 
Unido, Doulas Latinas International, Hacienda CDC, Radio Poder. 

o 67% of participants were referred through community organizations 
and peer networks, demonstrating strong community trust and 
engagement. 

• Demonstrated Impact, Health Equity Outcomes: Access to Care, Health 
Education, System Navigation, Economic Empowerment. 

• The cost per participant is between $2,500 - $5,000. This includes full training, 
food, childcare, transportation, guest speakers and HUB access for those who 
struggle with travel, etc. 

• We are working with Lucy and OHA to hopefully have our first peer support 
specialist program in December. 

Lisa Parks with WHC asked how people are getting the information this program is 
available.  Inge shared that the application was posted one time and had to close early 
because of the number of applicants.  Word of mouth is how this community spreads 
the word.  

Olivia Galves asked about the distinction between CHW and THW. Lucy Wallace 



Impact Story – Capaces, 
continued 

explained that THW is the umbrella term and that there are about 6 different types of 
THWs: Community Health Workers, Doulas, Peer Support Specialist, Peer Wellness 
Specialists, Personal Health Navigators, and a Travel THW will be added. With recently 
passed legislation a Postpartum Doula will be added as well. 

WHC Executive Directors 
Report 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Justin Hopkins, WHC Executive Director, discussed the following: 

• QIM Decision: Justin stated this would be the Boards opportunity to review, 
comment and vote to approve the Quality Distribution model for this year. 

o Community partners convened on June 10th to discuss distribution 
methodology.  Prior methodologies were reviewed and community 
partners weighed in on this year’s approach. 

o The Finance Committee reviewed feedback and moved a revised 
methodology forward to the Board for review and consideration. 

o Specific clinic distributions will not be discussed. 

o A diagram of how quality pool funds flow was reviewed. 

o Pacific Source Marion Polk’s 2024 Performance: 

 11 of 15 measures met. Earning 90% of the quality pool dollars 
available for almost $31M. 

 In addition, 4 of 4 Challenge Pool measures were met, resulting 
in an additional about $3.5M 

 In total about $35M comes back to the Marion Polk region for 
us to reinvest in our healthcare system. Half of that will come 
to WHC, about $17.5M. 

o The measures not met in our region were: 

 Health Equity Measure – Component 2 Quality Rate 

 Comprehensive Diabetes Care – HbA1c Poor Control 

 Initiation and Engagement of SUD Treatment – Engagement 
(Total Cohort, Adult) 

 Initiation and Engagement of SUD Treatment – Initiation (Total 
Cohort, Adult) 

 SBIRT – Rate 2 (Brief Intervention or Referral) 

o Quality Pool Distribution Principles were reviewed: 

Distributions should: 

 Reflect the contributions that providers make toward achieving 
the QIMs. 

 Consider that some measures may be impacted by 
healthcare/community partners who do not submit claims for 
specific services that “count” toward a specific measure. 

 Invest in our system to ensure we continue to meet QIMs in 



WHC Executive Directors 
Report, continued 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

future years.  

 Be transparent – our community should know how and where 
the distributions are reinvested in our community.   

 Be informed by data. 

 Incentivize performance - high performers continue achieving, 
and lower performers improving.   

o 2024 Distribution Summary was reviewed, specifically: 

 Distribution across provider network: 

• 55% Primary Care 

• 7% OB-Gyn 

• 15% DCO 

• 1% Hospital 

• 5% Behavioral Health 

• 15% WHC Committee Initiatives (Grants related to 
QIMs) 

 Reserve 5% of the total available Quality Pool revenue for 
county public health projects that positively contribute to the 
achievement of the QIMs.  

o A table detail of the 2024 QIM distribution with Eligible Provider 
Sectors percentages was reviewed. 

o Provider Sector Distribution: 

 No changes are being moved forward for 2025 distribution. 

 All QIMs are valued equally.  However, when a QIM is not 
achieved, it’s value is reduced by 50%.  The remaining 50% 
value of that QIM is added to the total value of achieved QIMs. 

 Provider sector distributions are based on the community 
performance of each specific QIM 

o Primary Care Distributions: 

 Primary Care distributions are based on the provider’s 
performance within the broader provider-sector distribution.   

o Behavioral Health Distribution: 

 DHS Assessment Measure – split 80/20 between Marion and 
Polk counties.  

 IET Measure – Split between top 10 contributors based on 
claims counts.  

 Health Equity Measure – Split between providers with at least 
100 claims and a distribution of at least $1,000 
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Report, continued 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Maggie Hudson asked for clarification on how the distribution works with Primary care 
and Behavioral Health, since some PCP provide BH.  Justin referenced the 2024 QIM 
table detail and the 3 QIMs where PCP and BH reflected payout percentage. 

o Other Sectors: 

 OB-GYN Sector – Includes hospitals and clinics contributing to 
Prenatal/Postpartum measure and Health Equity Measure.   

 Hospital Distribution – Split evenly by hospitals for Health 
Equity Measure and IET Measure.  

 Dental Care Orgs – Split based on member attribution across 
three DCOs.  

• Note – one DCO partner suggested that there may be 
value in looking at claims data to determine if splitting 
by member attribution is equitable. In prior years, our 
QIM distribution workgroup was opposed to looking at 
DCO claims data as it related to potential distributions. 
We would need to partner more with PCS on this and 
are open to looking at that in the future. 

o WHC Grants: Specifically for the Social Emotional Health measure and 
the Social Determinants of Health measure. These are new measures 
that require a lot of planning and investment in infrastructure at the 
community level. These measures are not claim based yet. Last year 
WHC reserved money, and we just completed a grant process to award 
funds to providers who were going to make significant investments 
toward meeting these measures. 2025 will be the first year we will 
have data to tie back to clinic performance. 

 The recommendation for this year (2024) is to do the same 
thing and make the same targeted investment with both 
measures.  In 2025 we start looking at a provider claims-based 
distribution model.  

o 2025 Considerations – Bonus Pool vs Quality Improvement Fund: This is 
not a recommendation, just documentation of conversation, for Board 
awareness. 

 The WHC explored a concept to create a QI fund to help 
improve performance across the community.   

Currently, unearned Quality Pool revenue within the Primary 
Care distribution is put into a “bonus pool.” The bonus pool is 
then distributed to providers based on member attribution 
(bonus pool is not performance based).  The WHC could allocate 
a portion of these funds to initiatives intended to improve 
community QIM performance (raise all boats), ultimately 
resulting in higher QIM performance (and more revenue).   

Ultimately, the community and the Finance Committee did not 
recommend making this change as the process and priorities 
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for getting the QI funds out were not defined. There is also a 
strong desire to ensure that the bonus pool funds stay with 
Primary Care.   

Dr. Mark Helm asked about bonus pool and quality improvement funds and incentive 
payments, what does the data show for high performers and low performers, how are 
we motivating low performers to do better work on a year-to-year basis? Justin 
Hopkins stated that PCS has a team that goes out and works with the clinics regularly, 
while the health council has not looked at year-over-year performance. Zaira Flores 
Marin added that PCS has a Population Health Strategist specific to the Marion/Polk 
region, she meets monthly or sometimes quarterly with clinics to review their data 
around how they are doing with QIM. Strategies are then designed for that clinic to 
help them meet specific QIM goals. Some clinics receive their data monthly. 

Dr. Mark Helm asked for more clarification on are we seeing results with the 
interventions for lower performing clinics, on a consistent basis. Or are changes made 
but not maintained. Zaira Flores Marin stated PCS has year-over-year trend data that is 
clinic specific and shows the region data. Strategies and results are managed and 
tracked internally at PCS. Dr. Mark Helm asked what we are doing regarding the clinics 
that are not performing at a high level or consistently but still collecting QIM 
distribution. While this question was not directly answered, Justin Hopkins stated that 
distribution methodology has evolved a lot since 2020, and we continue to look for 
opportunities for improvement. Justin stated that where we go in the future solving 
that problem will become even more important.   

 

Josh Graves made a motion to approve the distribution methodology as presented 
forward. 

Mark Helm seconded the motion. 

Motion passed unanimously. 

  

• JMA 2.0 (CCO 3.0) Update 

o Justin reviewed the current state of CCO 3.0:  

 Oregon legislature has delayed CCO procurement by another 2 
years. Extending the current contract period to the end of 
2028. 

 A new contract would be effective January 1, 2029. 

 Estimated new application process will likely start in fall 2027. 

 We will likely see OHA implementing policy priorities through 
contract updates on an annual basis between now and then.  

o At the local level WHC is continuing work toward a new JMA 
agreement to take effect January 1, 2027. 

o Some opportunities don’t require a change to the JMA so some things 
can be implemented sooner.  
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o There have been 3 key priorities JMA 2.0 formally CCO 3.0 has been 
focused on: 

 Governance – What does it mean for the WHC’s Board to 
“govern” the local CCO?  

 Financing Model – How can we improve the existing financial 
model to better support the community?  

 Roles and responsibilities – How can we clarify the roles and 
responsibilities between PCS and WHC? 

o Governance Themes: 

 How do we create a meaningful Board governance role. 

 How do we define the difference between “regulation” and 
“governance”. 

 How is PCS currently evaluated? Who are their regulators, how 
does the OHA or their third-party quality provider measure the 
performance of the CCO today? 

 What’s important to the Board? 

 Governance – Measuring Performance: It’s been eye opening 
to learn what PCS is already providing and reporting back to 
OHA, since they hold the contract. These are some things the 
Board could dig into at the local level, as this information is 
already being measured by PCS: 

• Financial 

• Access and Coverage 

• Health Equity Plan 

• Health Information Technology 

• Value Based Payment Reporting 

• Grievance and Appeals 

• Social Determinants of Health 

 Examining these reports could provide more insight into PCS 
performance for our Board and help strengthen transparency. 

o Financing Model – Themes: 

 Create a predictable, stable, and consistent structure for the 
WHC’s administrative payments. WHC currently receives 
0.325% of PCS capitation. OHP enrollment since 2020 has 
skyrocketed in this area, as a result our admin payment has 
gone up substantially. We are getting more admin than we 
need right now. Excess admin dollars are being rolled over and 
held-onto to help weather future storm. If we had a consistent 
funding level that was predictable and sustainable, that didn’t 
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roll up or down with PCS capitation the health council would be 
able to budget for that and live to that budget on a yearly 
basis. 

 Designate a variable rate (percentage) each year for 
community investments. Rather than having in excess of a 2% 
margin to rely on, having a model that is consistent and 
predictable, where we can make community investments each 
year. 

 Provide revenue to WHC through delegation agreements for 
services/functions outside the JMA.  

 New Quality Pool Distribution Methodology. There is some 
planning right now looking at what if PCS had 100% of the 
Quality Pool Distribution responsibility, while WHC had 100% 
of the responsibility for planning and how those dollars would 
go out to the community. The big difference would be it 
wouldn’t be a 50/50 split anymore.  

o Initial Impressions: WHC and PCS conversations have been very 
collaborative, and everyone recognizes there’s opportunities for 
improvement in our JMA, how the health councils are financed at the 
local level, and strengthening roles and responsibilities is something 
both parties are interested in.  

PCS added that roles and responsibilities is probably the most critical to get clear on, 
and what would the cost burden look like for the health council (not creating 
redundancies). 

• Quarterly Dashboard Review: This was not in the board packet and was not 
discussed at the meeting. Information was sent following the meeting.  

PCS News 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Board heard updates from PacificSource on the following: 

•  Healthier Oregon Program (HOP) update 

o In 2009 the State decided to cover children and teens whose 
families meet the party levels for OHP, regardless of 
immigration status.  Following that in July 2022 the state 
extended coverage to ages 19-25 and 55+. In July 2023 the 
State expanded coverage to all ages (as long as they meet OHP 
financial eligibility). 

o Additional training has been added to get more Assisters added 
to the enrollment network and assist with navigation. 

o Statewide enrollment is about 105,530; in Marion/Polk it’s 
about 17,240 (one of the highest enrollments). 

o PacificSource Investment: 

 Heavy focus on addressing underutilization of HOP 
benefits. 
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 More than $1 million invested  

• Majority of funds going to community-based, 
culturally specific organizations. 

 Supporting ongoing work with: 

• CCO 101 presentations 

• Translation and Phone Support 

• Member education and workshops 

• Partnership Meetings 

• Community Outreach: focused on culturally 
specific events 

o Projects Funded: 

 Grants distributed to: Oregon Wellness Network, 
Centro de Servicios para Campesinos, La Clinica de 
Nuestra Senora de Guadalupe, Mano a Mano, Catholic 
Community Services – Fostering Hope Initiative, 
Interface Network, and Salem Free Clinic 

 Focus Areas for these: 

• Health Fairs; Benefit Forums; and OHP 
information, screenings and presentations. 

• Onsite Farmworker Outreach 

• CHW lead group and individual sessions 

• Basic needs Support: car seats, groceries, gas 
cards, and other SDOH needs that were 
identified. 

 Public service announcements on RADIO Poder in 
Spanish and six other Indigenous languages. 

• These messages centered around preventative 
care, not waiting until you are sick to be seen, 
qualifying for OHP regardless of citizenship, 
and how to connect with your CCO and how 
they can help.  

 A series on online cooking classes with Home Chef in 
Spanish was delivered in July and will be available 
online after. 

o Sponsorships: Capitol Futbol Club, Vecinos, and Mujeres 
Guerreras support group. 

o Federal Request for OHP Member Data: 

 Federal law requires OHA to submit data to CMS for 



PCS News, continued individuals enrolled in OHP. 

 In June CMS requested additional data: around specific 
demographics and immigration status. 

 OHA is reviewing the additional CMS data request; they 
are aware of the concerning reports regarding misuse 
of the data. The State is committed to protecting the 
privacy of Oregonians. 

• UGM Incident Update will be heard at the September meeting. 

Word on the Street • Trisha Kumar reminder board members of the CHIP Feedback forum happening 
August 14, 2025. 

 Dr. Olivia Galvez adjourned the meeting at 4:02 P.M. 

      Minutes were prepared by Olivia Houck/ Approved 9.3.2025 


