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Agenda Item Summary

Welcome and Roll Dr. Olivia Galvez called the meeting to order at 2:05 PM. A quorum was

Call present.

Consent Agenda The consent agenda was presented by Dr. Olivia Galvez. It included the

following documents:
e September 2025 Meeting Minutes
e WHC July 2025 Financials




e 2024 WHC 990
e  WHC Quarterly Dashboard Reports
¢ WHC Mid-Year Grantee Trends Report

e 2026-2030 Marion-Polk Community Health Improvement Plan — Draft
WHC & PCS Objectives

e October Events

e PCS Directors Report

e Marion-Polk CCO Dashboard

e QIM Performance Report

e Marion-Polk CCO July 2025 Finance Report

PacificSource Representative 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

Bethany Wilt, CAC Manager, shared the following with the Board:

e Review of Grant requests reviewed by CAC in September.

o Church at the Park, Horses Adaptive Riding and Therapy,
Kingdom City Coffeehouse, Lines for Life, Mid-Willamette
Valley Community Action Agency, Partnerships in Community
living, Toe 2 Toe Boxing Team, Trinity Covenant Church,
WEARETHESOLUTION, DBA Kickin’ Cancer

o CAC received 27 requests, totaling about $2M, with only
$900,000 available.

o 9 grant requests were reviewed in August.

o The 9 remaining grant requests will be reviewed at the October
CAC meetings.

o The Board will review and approve CAC’s CBI funding
recommendation in November.

Justin Hopkins added that this year’s process was a combination of things
learned over the last 2 years, into one competitive solicitation. These are part
of 27 projects in total, which have been identified as qualifying for our
Community Benefit Initiative.

Josie Silverman-Mendez added that there has been a remarkably high
demand this year, and there will be tough decisions ahead. CIC is the other
committee that supports our grant process, and they are reviewing more
applications and will be making a funding decision in October. We are
incredibly grateful to these committees for all the time helping make these
decisions.




CHIP Update

Josie Silverman-Mendez, Deputy Director, and Zaira Flores Marin, PCS CCO
Director, shared the following with the Board:

e Draft WHC & PCS Objectives were in your board packet.

e We will be looking to the Board to dive deeper into the CHIP at the
December Board retreat to provide guidance on what we champion in
the years ahead.

e Overthelast 1.5 years we have done an incredible amount of
community engagement through the Marion-Polk Community Health
Collaborative, it has been an incredible partnership effort, across the
community, to understand what the community wants and needs as it
relates to health.

e We have identified 3 priority areas for our new CHIP:
o Access to Healthcare
o Housing Stability
o Mental Health and Substance Use

Within those 3 priority areas, we have engaged with a broad stakeholder
group to identify goals and strategies that are going to be in our new CHIP.
We are at a point where we are identifying specific objectives under each of
those goal and strategy areas. This is the time where we identify the actions
we are going to take as a collaborative to realize the improvements we
would like to see.

Zaira Flores Marin added a thank you to all the community partners for their
engagement in the process. She shared that PCS new Tribal Liaison, Lupe
Sims, who has been really leaning into this space, and we are really excited
to have more tribal, strategies and a tribal-specific plan, in the coming future.

e Across the organizations that make up the Marion Polk Community
Health Collaborative, we have surfaced more than 100 draft
objectives for the new CHIP.

o As leadership at the executive committee level, each
organization is identifying specific objectives that they are
going to champion or co-champion, as it relates to the new
CHIP.

o WHC & PCS combined have identified 43 objectives for our
community, which we would like to help support in some form
or fashion.

Josie Silverman-Mendez shared that at WHC we see the CHIP as our North
Star, looking to the CHIP to guide our program, our policy work, and our
community investments over the next 5 years. Work is already happening
internally across all our program areas to orient folks to the CHIP. All our
committees have been super involved in providing feedback. We are looking
at specific objectives that we are poised to champion, and how that




CHIP Update, continued

intersects or aligns with our different program areas, so that we have the
resources to carry that work forward into the future.

Zaira Flores Marin shared that her PCS team has been working internally
with different departments to try and align Medicaid deliverables. We have
the Health Equity Plan, THW Utilization Plan, and the Comprehensive
Behavioral Health Plan, as well as other teams to make sure that we were
capturing the future work that they had already planned or were planning to
undertake in 2026 and onward, in the CHIP. Many of the objectives that you
see, being led by PacificSource, are ones that our teams provided to us based
on alignment with their deliverables and with the different plans that they
oversee.

Josie Silverman-Mendez continued by highlighting some of the current
achievements in the process:

¢ High level of strategic alignment that we've been able to foster
between our two organizations (WHC & PCS). As we look at how do
we tackle this work together over the next 5 years.

e You'll see reflected in a lot of the objectives, there's a lot of focus on
coordination, and what do we currently have within our community in
terms of resources and assets, and how do we best leverage those as
we look to make improvements moving forward.

e Leading conversations with Salem Health, Legacy, and Santiam about
pooling some of our CHIP dollars through community benefit or
otherwise to make co-investments in access to care initiatives under
the CHIP. Specifically, we've identified mobile health as an area where
we could potentially co-invest.

o As things continue to unfold, in our environment how do we
look at opportunities to strengthen primary care, safety net
clinic capacity, etc., so potentially have a pool of funding that
we could tap into to be responsive to those needs ongoing.

¢ At WHC we have funded and supported a lot of projects within the
community over the last 5 years. We've learned a lot through the
process and heard a lot through all the CHA and community
engagement work.

o Across the board that traditional health workers are a huge
priority for our community, and so you'll see that reflected in
the objectives.

o Lots of work has been done to support School Exclusion Day
and different immunization strategies; with an abundance of
support from the counties, our organization, and PacificSource
to come up with a more robust regional immunization strategy
and bring that work to a broader, better coordinated place.




CHIP Update, continued

o Ongoing discussions about how we strengthen current home
visiting programs; how do we make connections between
county-based programs and community-based programs, etc.

o Applying all the work and analysis CAP has led over the last
year around access to care and applying those learnings and
recommendations to what you see in the CHIP.

e There has been a huge commitment at the executive committee level
under our collaborative, to really look at how we meaningfully engage
with tribal nations and tribal partners within the community.

Josie Silverman-Mendez continued by acknowledging there is lots of
uncertainty with the policy and budget outlook, and so while the CHIP is
aspirational it is also a resource to fall back on as we navigate these tough
times. The level of partnership and engagement that has gone into the CHIP
is something that we can use as an asset within our community.

When we dive deeper into the CHIP in December, we are asking you to help
guide us based on what we know now, and are these the right objectives;
knowing that we're going to have to adjust and make changes to things over
time. We will also be looking to you to look at the resources we have
available and how do we make best use of those, to have the greatest
impact within the community.

Justin Hopkins added that this has been an amazing process to watch unfold
and see so many different community partners come together to help
develop this, and is hopeful even in the face of adversity we are able to act
on many if not all of these.

Trisha Kumar, WHC Community Health Manager, added that tribal
engagement specific objectives have been removed from the draft, as it will
be an overarching part and plan within the collaborative as a whole.

Planning for the Future

PacificSource began by acknowledging the current difficult decision that was
made by PCS in Lane County. It's a tough time right now and at the forefront
of this is making sure transition for current members is not dropped; the
impact of disruption is profound.

The current state of unknow with OHA just amplifies the importance of trying
to figure out a path that's sustainable. We want to do this right and stick the
landing so in the future we don’t end up in a similar position.

Dr. Mark Helm asked if there has been a good response and commitment and
collaborative work from OHA?

PacificSource responded that in an effort to being transparent, not yet,
effectively. | think about our own experience and saying yes to rates 2
years ago, that were a 2% reduction. Maybe that was amiss on our
part, but that was a time when we were more well-capitalized,
because we hadn't yet lost $92 million in Lane County over the last 14
months. | think we've exposed that they (OHA) don't have a plan,




Planning for the Future,
continued

which is going to create a lot of hardship; and hardship for our
members. It's going to put us in a potentially very, very high-risk
situation of being caught in the middle. | will just state that the rates
won't cover the claims expenses. We have risk here (Marion-Polk)
that the rates won't cover the claims expense, but we think we can
adjust.

Dr. Helm shared this discomfort, of the we could be next.
PCS is pushing for engagement and action on transition planning.

PacificSource, the conversation now is around how do we kind of reimagine
the network? With fairness and equity, who are the folks who perform and
create value for our members? How do we make sure they are rewarded,
that the value they generate and create isn't just distributed to everybody,
even though others may not have contributed to the value.

How do we put all the tools on the PacificSource side to empower
relationship with the network to be more dynamic and robust and have
levers that relate to that? Shared Savings currently goes through the JMA, but
that's a tool that allows us (PCS) a little more flexibility in how we contract
with providers, how we distribute the value that's created. We have no
interest in focusing on our margin enhancement; but we do have to figure out
how to restore our capital reserves, as they have depleted over the past
couple of years.

We are also talking and thinking about the QIM dollars, and it allows us to be
a little more in direct relationship with the provider community.

| don’t see us ending up with the same size network we have today. With
how we are structured today, expansion of population, expansions of
benefits, below-inflation amount of revenue increase; we have relatively
fewer dollars spread across more. We have to acknowledge that reality and
that constraint. We have to carefully think through the impacts of adjusting
our model with the network, such that we are focusing on the front end
(Primary Care).

We have a duty to the community to work within the reality that we are
given. We have a mismatch in the level of funding relative to the benefits
we're paying now, and we have to try to align that.

Katrina Griffith shared she appreciated what was said about enhancing
provider relationships in this region, as the relationship has felt a little
adversarial with PacificSource from a county perspective over the past year
or so. Enhancing the relationships and the presence here from PacificSource
would really go a long way.

PacificSource, thank you, | appreciate and agree with you. | think the
challenge is we're going to be trying to do that through a very bumpy
and disruptive and potentially painful period. It's a hard task to try to
build greater trust and greater transparency in the midst of constraint.




Planning for the Future,
continued

Kim Leathley asked what this Board’s and PacificSource thought about
where these conversations happen? Do they happen individually with

providers and clinical groups across our area? Or are we as a Board the place

to set some principles, and then the principles then are taken into
negotiations.

PacificSource, | like it. | think the Health Council, or some
subcommittees, could be really important contributors to how we think
about some sort of new Shared Savings model. Maybe we begin the
conversation with the community, hit the reset button; and over the
next few months we convene folks to contribute to and shepherd that
discussion.

Justin Hopkins highlighted that this same theme came up about 6
years ago, and it's actually in our JMA as a result of that, that this
board will have, within their scope of responsibility, to weigh in on
contracting principles for PacificSource in this region.

Dr. Helm shared that at one point we did have a contracting
committee, we met once, but we needed someone to listen to us.
Without someone listening we stopped meeting.

Justin Hopkins shared that the conversation around moving shared
savings out of the JMA, is something he has been exploring for the
next phase of our agreement. This was reflected a few months ago in
a board presentation about the financial principles that we're going to
use for the next IMA.

PacificSource, we have a certain scale and machinery to be able to
administer that stuff, maybe a little more simple and less burdensome
for Health Council.

Erin Fair-Taylor added, she loves where the original question from Kim
is going. We need to have one-on-one conversations with individual
providers to talk about specific contract terms or specific patient
populations or programs that you might have as your specialty or,
your center of excellence; and we need to be having a community
conversation about where there are opportunities to better manage
population status, and what kinds of programs we need to share.

Dr. Boles asked if we have visibility to contracts at risk? How do we facilitate
these conversations before they go south? We have network instability,
there's access issues, etc.

PacificSource, the starting conversation is probably a broad
communication to the network of, here's a reset; and to allow that to
help us understand where the pain points are, and what are those
feedback signals. We've learned that providers are going to,
understandably, balance their interests with other needs. We have to
think about stability and adequacy.

Whatever we do, we will have to evolve. One of the principles we put




Planning for the Future,
continued

out is to have a model that is able to be dynamically responsive to
upstream and we know upstream is going to keep getting squeezed.
We need to have transparency and open communication about the
reality of the constraints coming. So, | keep thinking, how do we set
ourselves up with a basic operating model that's manageable, it's
adaptable, clear, concise, and simple to understand.

Dr. Helm stated that we also have an issue, in terms of, there’s a loss
of some of the levers that you have to be able to pull. In that situation,
when the quality incentive money means so much to a large number
of practices, with no other access to funding. There’s not much jam,
and there’s a lot of bread. We have a continual restriction on clinicians
in the community. | don't see that getting better, because we're not
doing a job of bringing in clinicians from elsewhere. It's hard in this
environment and economy, to recruit.

Dr. Galvez asked, as a Board made up of providers, physicians, community
partners, and PacificSource, how do we get OHA to start to listen and
respond? How do we OHA to be held accountable for their part in what is
going on?

Mariah Miller, OHA Innovation Agent, noted that she was in
attendance.

Dr. Helm followed by stating this has been an ongoing issue, of being
able to get engagement on some of the issues. | guess the point of
having a CCO model is that OHA doesn't have to make all the
decisions and all the choices. But it doesn't provide complete
insulation, because the impacts and the implications are a
consequence of the benefit design, and the choices that are made at
OHA, and the limitations that are placed on the CCOs, and the
expectations that are placed on the clinicians.

Mariah Miller asked what engagement looks like from you, what are
you looking to see from OHA?

Dr. Helm stated having OHA come and be able to say, yes, we can do
this, or no, we can't do that. One of the things that's really hard to
understand is why is there a persistence on the rate-setting process
that has been used when it has been so consistently bad and wrong?

Mariah Miller stated that as the liaison between the CCO and OHA
that is a bit outside her scope. She is happy to elevate clinician
concerns, hospital concerns, to OHA; and to bring forward any specific
things that you'd like to elevate to OHA leadership.

Justin Hopkins shared that a big shift noticed over the last 5-6 years,
is legislators used to get a lot more directly involved in their
constituents' issues, concerns, and advocacy; and it seems at this
point that the governor's office has sort of filled in where the
legislature used to be, and that takes away a lot of that local




Planning for the Future,
continued

advocacy, or those opportunities. Recently we've been on a little bit of
a tour with our elected officials trying to advocate for the continuation
of our Medicaid program, and they all kind of had a similar message;
right now, the governor's office, OHA, and the CCOs need to battle
this out, and then we'll get involved during the short session.

Dr. Galvez followed that it's almost like we're going to have to,
unfortunately, get to a place of real pain. Because right now we
anticipate the pain that our patient will experience, but it's possible
that until the patients themselves feel the impact of this, the
legislators won’t have a reason to try and move the needle.

Dr. Helm followed up with; the governor needs to call a session and
needs to fix this problem before the end of the year. We can't wait for
the short session.

Justin Hopkins shared that the same message was shared at a
community round table with Senator Patterson recently, and one of
the themes that came from that and has been repeated with all recent
meetings with elected officials is centering the conversation around
community voice and making sure that people who are on the Oregon
Health Plan and provide services to people who are on the Oregon
Health Plan are front and center in the conversations about how we
change our state's Medicaid program. As changes to benefits occur
we are really trying to address the storm that’s in front of us, before
the hurricane (HR 1) hits. There are going to be significant changes to
Oregon's Medicaid program as a result of HR 1.

Kelli McKnight, followed by circling back to what Dr. Galvez had talked
about with having constituents contacting their legislators when their
benefits are reduced, | feel the concern about a person's willingness or
understanding about how to do that, and how they have the time and
the voice and all of that.

PacificSource, shared there is a table convening around let's consider the
benefit design, let's consider eligible populations. Erin Fair-Taylor shared that
table is convening in late October. OHA is also convening a number of
conversations about benefit design, because leading up to this rate setting
process, we've said: we get there's no more money, but then if you can't help
us on the revenue side, we need help on the cost side. It's OHA's program to
design and administer it. We can provide advice, we can provide perspective,
we can bring your voices into that, but we can't make the decisions.

Dr. Helm added that not every area in Oregon that's covered by a CCO has is
same, RSD is so different in different regions. There is a lot of variability in the
population, a lot of variability in the needs, and networks. That needs
understanding for the people who are setting the rates.

Katrina Griffith shared that OHP shared some information with AOCMHP
around the contract changes, some were on your slides, but not all. Can you
speak specifically? Like removing the NCQA Health Equity requirements,




Planning for the Future,
continued

offering behavioral risk corridor options?

Erin Fair-Taylor, shared that NCQA Health Equity Accreditation is a
national accreditation agency. They were saying that CCO’s be on
the path to achieving that accreditation next year. Universally across
CCO’s they said we have a health equity plan that’s incredibly robust,
along with state commitments. Paying an out-of-state accreditation
agency and jumping through hoops that they've set shouldn't be a
priority for us right now. So, it's not tabling the health equity work, it's
tabling that national accreditation, set of activities.

The behavioral risk corridor is optional for CCO’s in 2026. We are
evaluating if that is something we want to opt into. We have some
concerns about whether it will help us to shield some of the
behavioral health threats.

Kelli McKnight asked if it would be like the CARE Oregon risk corridor?
PacificSource, no that is more of a private agreement.

Erin Fair-Taylor continued, that if we were to pursue it for this region,
we wouldn't push the corridor down to providers, it would be
something that we would bear at the CCO, but the claims and codes
that providers were billing for, we would then report to the state for
them to calculate.

PacificSource added that the risk corridors sound good, but we have
to say, we agree with your assertion that the trend is this. And our
experience thus far, when engaging OHA, we have differences of
opinion about how we see trends that are quite substantial. Erin Fair-
Taylor added that should we incur the costs of the claims, and also
have a rebate back to the state, we're essentially paying double.

Dr. Helm added that if you have to build the network to meet
behavioral health needs, then you are under-invested, and that is
going to take more time and energy and effort and cost; and if you
have an overabundance of behavioral health providers, then you
have a different trend line.

Justin Hopkins added that there will also be changes with the
qualified direct payment, which will not be unrelated to whether or
not to manage a risk corridor.

Katrina Griffith continued noting the other contract changes,
including increased CCO capitation from 6.8% to 10.2% statewide
average. Carve out the high-cost drugs providing CCO risk mitigation.

Erin Fair-Taylor shared that the list related to high-cost drug
mitigation was received that morning. They are the big seven figure,
exceptionally rare drugs. PacificSource added that the material
impact of that may be small, because we have reinsurance and all
those things that, above certain amounts, sort of protect us. The




Planning for the Future,
continued

absolute dollar of those claims is not the actual impact.

Dr. Helm shared that in Medicaid Title 19, medication's not in the
original legislation. Medication is an optional benefit, so are other
therapies. If you said to the CCOs, you guys are responsible for Title
19, benefits, and we'll take care of the other stuff that we built into
this extra, benefit model that the state has. | really think that's
probably impactful. That might actually make not just PacificSource,
but maybe the other CCOs as well meet their criteria. But nobody's
talking about that. Nobody's talking about the benefit design and
whether or not it's appropriate to say, we're going to shift the risk
down to the CCOs for these other kinds of optional benefits, because
they are optional. How do we design a benefit program that actually
we want people to have? We have to have a stable Medicaid
program, we need to have trust among the clinicians that OHA is
actually paying attention, and we need to have engagement with the
CCOs to make sure that the contracting makes sense.

Katrina Griffith continued noting the other contract changes,
eliminating CCO contract deliverables to reduce administrative
burden.

Erin Fair-Taylor shared that with regard to that, there are about 20
policies and procedures the PCS have to submit to the state, get
approval, they would send it back to us. What they've said is instead
of sending them those PMPs, we can just attest that we have them.
We will have them and maintain them and be subject to audit.

Erin Fair-Taylor continued that they are also waiving the value-based
payment. We have a requirement for submitting an annual value-
based payment roadmap under which we have to increase the
percentage of contracts that fall within the land value-based
payment framework, 3B and above, | think we're at 7B. They're
eliminating the value-based payment roadmap submission
requirement, as well as the threshold for meeting that 70% and
above.

Justin Hopkins asked when do you think our provider community will have
more information about the 2025-2026 quality pool impact?

Erin Fair-Taylor shared that they have asked many times for specific
guidance and writing from the state so that we can share that more
broadly and have not gotten anything specific. The last
communication we got from the Metrics and Scoring Committee at
the State was we're expecting to send something out in November.

Dr. Helm asked others on the Board about their feelings from a
clinical provider perspective that was in the contract that was
obligated for a particular purpose, and then OHA redefining the rules
at the last minute, and if it doesn't come until November, that's




Planning for the Future,
continued

beyond the last minute.

Kim Leathley asked, that with the plethora of information PCS has is there
anything that as a Health Council, or as a provider of services, we could be
looking at, at the underlying population and where they're being served, and
the relative utilization; to think about what is the intervention, kind of the
highest cost elements of that intervention? So that there can be specific
strategies to intervene on them, that we might have an influence over as
providers. And is there a table where that is shown, and we can see clearly,
it's this age group, with this set of conditions, with this level of service
interventions that we can, to try to get the utilization addressed.

PacificSource shared that they think the Health Council is uniquely
positioned to explore some of those things. But we do not believe
that utilization is the only problem. We pay higher than Medicaid to
entice providers into the network. | think we've overpaid, some of
what we pay is actually not always included in how rates are
determined. A few things get repriced in the process back to
Medicaid, if we pay more than Medicaid, the rate-setting process will
reprice it down. So, we have to figure out how to subsidize the extra
amount we pay. So, | think we have a pricing problem and a
utilization problem.

Kim Leathley asked more specifically about as a provider what can
we do?

PacificSource responded that we have an opportunity to
meaningfully engage. We have retooled our entire clinical team, our
health services team is dramatically different now than it was even a
year ago, with folks who have deep experience in Medicaid. | think
we could be better partners than we have been historically because
of that. Erin is working with our Chief Medical Officer and team to
figure out how do we urgently bring that to the table.

Justin Hopkins added that WHC has a Cost of Care subcommittee as
part of our finance structure. It's been a subcommittee of our finance
committee, but now our clinical advisory panel, a big group of local
clinicians, want to start jumping into action, and they want to make
this sort of cost driver analysis sort of the common thread for all of
their work moving forward. we've got a lot of local clinicians, as well
as clinic administrators that are ready to roll up their sleeves and
start having these conversations. Erin Fair-Taylor has been able to
work with the Pacific Source team to bring some really meaningful
data to the table around cost drivers, around behavioral health,
around pharmacy, things like that. We're just now getting to the point
where we're talking about how to put that into action

PacificSource added that that’s a very important part going forward,
along with community voice. We will stay true to our guiding
principles. We will start communicating with the network in waves




Planning for the Future,
continued

over the next several weeks with the principle simplifying, making it,
adaptable, and reorienting around how we think about performance.

Justin Hopkins shared that he, Josie Silverman-Mendez and the executive
committee, would be meeting with Diana Bianco, to start discussing best
approach for a board retreat or planning session in November and
December, given our current environment. We had planned on talking more
in depth about the Community Health Improvement Plan, the strategies, and
how to come up with an investment strategy next year for all of these new
and innovative initiatives; we still want to have those conversations.
However, there's different priorities that we have now. Is there space for us
to get more involved in hosting a provider forum of some sort or carrying the
voice of providers and weighing in on whether or not it's contracting
principles, or helping to liaise between PacificSource and a community of
providers, having conversations about cost drivers. Our priorities might be
shifting a little bit. Are there other inputs that you're hoping that we will carry
forward as we plan out November and December?

Kelli McKnight would like more information about what things will
look like for the Willamette Health Council team internally.

Justin Hopkins agreed and acknowledged that he is working with Erin
Fair-Taylor on the new JMA that will likely be implemented January 1,
2026, instead of 2027.

Dr. Helm added that he would like the board to consider and have
discussion about how we envision ensuring the continuation of the
Willamette Health Council in the face of dramatically different
payment models. It may be that there needs to be an exploration of
the diverse funding sources that have not been tapped in the past.

Dr. Galvez agreed, adding that all this really great work is being
done, and it needs to continue, but you're going to have to get
creative.

Justin Hopkins reviewed the list he noted to discuss at the meeting with
Diana Bianco: contracting principles, cost of care, CHIP, 2026 budget (what
are implications downstream to the Health Council? What does that mean
for our scope and our budget?), JMA or WHC 2.0, what do we look like? Who
are we as we move forward in 2026 and beyond? How do we continue to
make sure that we're still hosting tables where we spread the word about
what's currently happening and what to expect?

Katrina Griffith asked about communication, as currently communication is
lacking and can be confusing.

Erin Fair-Taylor said that from PCS we'll agree to communicate early
and often when we know things.

Kelli McKnight asked, in communication with legislators, what can we be
saying to them about the lack of clarity from OHA around this process.




Planning for the Future,
continued

Erin Fair-Taylor said the main message is the importance of having a
stable and sustainable medical community, and that we move
towards stability and sustainability.

Dr, Helm added that the other thing we need to tell the legislature is
that it's not okay to change the rules in the middle of the game. We
all make our decisions about participation, and we make our
decisions about how much we can afford to participate, based on the
understanding of the contracts, and when the contract changes in a
material way, that's the QI money, that change in the contract for the
clinician, or for the service provider. That's not acceptable.

Next Steps

Olivia Houck reviewed timing for November and December board meetings.

Dr. Olivia Galvez adjourned the meeting at 4:04 P.M.

Minutes were prepared by Olivia Houck/ Approved November 5, 2025




