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Board of Directors 

Justin Huff, Chair Legacy Health P 

Kim Leathley, Vice Chair Northwest Human Services P 

Josh Graves, Treasurer Catholic Community Services P 

Dr. Noelle Carroll Polk County Health P 

Dr. Olivia Galvez WFMC Health P 

Dr. Mark Helm Small Town Pediatrics P 

Dr. Matt Boles Salem Health P 

Jessy Powell CAC Co-Chair P 

Anne Giffin CAC Co-Chair P 

Maggie Hudson Santiam Hospital P 

Katrina Griffith Marion County P 

Linda Mann Capitol Dental A 

Erin Fair Taylor proxy for 
PacificSource Representative 

PacificSource P 

P – Present; E – Excused; Absence – A 

Agenda Item Summary 

Welcome and Roll 
Call 

Justin Huff called the meeting to order at 2:00 PM. A quorum was 
present. Guests introduced themselves: 

• Zaira Flores Marin, PCS 
• Mariah Miller, OHA 
• Rick Blackwell, PCS 
• Krista Lovaas, WVP 
• Sharon Reese, WVP 

Consent Agenda The consent agenda was presented by Justin Huff. It included the following 
documents: 



Consent Agenda, 
continued 

Consent Agenda 
• January 2025 Meeting Minutes 
• WHC November 2025 Financials 2025 
• Updated WHC Financial Control Policy 
• CAC Charter 
• PCS Directors' Report 
• QIM Performance Report 
• CCO November 2025 Finance Report 

Dr. Noelle Carroll made a motion to approve the consent agenda as 
presented. 

Kim Leathley seconded the motion. 

Motion passed unanimously. 

Public Comment Justin Hopkins read a press release from Youth Era: LINK 

Maggie Hudson asked what can we do as this group? Is there a response 
that we have or action that can be taken?  

The board engaged in a discussion regarding its role in funding matters and 
provider contracting within the Coordinated Care Organization (CCO). 
Members clarified that contract negotiation falls outside the board’s formal 
responsibilities; however, there may be opportunities for appropriate 
advocacy, though the specific scope and mechanisms for such advocacy 
require further definition. 

An overview was provided on how state funding is allocated to CCOs. 
CCOs receive a global budget rather than line-item allocations for specific 
service categories. Budget projections are based on historical utilization and 
expenditures across covered services. The CCO operates under full financial 
risk for total claims costs, regardless of service type. 

Due to a current budget shortfall, the CCO has implemented several 
cost-containment measures. These include: 

• Adjustments to contracting approaches across the Traditional 
Health Worker (THW) program. 

• Introduction of service caps and rate changes affecting all THW 
providers. 

It was noted that peer support services have experienced significant 
increases in utilization and overall cost trends. These increases have 
outpaced revenue growth, contributing to financial pressures. To address 
this, the CCO has added parameters to manage spending in this area. 
Additionally, recent state policy changes related to behavioral 
health-directed payments are intended to help moderate expenditure 
growth. 

The board acknowledged the complexity of the funding environment and 
the need for ongoing review of financial sustainability strategies. 

https://acrobat.adobe.com/id/urn:aaid:sc:US:bf6a8030-8020-41c7-903f-38157eeb71b2


Public Comment, 
continued 

Dr. Noelle Carroll noted that questions raised in the discussion relate to 
network capacity, which is the CCO’s responsibility. Noting ongoing 
uncertainty about how the board should understand whether that capacity 
is truly meeting community needs and what the board’s governance role 
should be in assessing it. Adding that the boundary between board 
oversight and CCO operational duties remains a gray area. 

Erin Fair Taylor acknowledged the key question is whether the CCO can 
show it has enough capacity to meet community needs. She noted that the 
CCO has systems that track access measures—such as provider numbers, 
time and distance standards, and patient to provider ratios—and can 
continue sharing these with the board. She also noted that specialty care 
remains a challenge and said the CCO can bring additional information on 
services like peer support if the board wants to discuss them further. 

Dr. Matt Boles emphasized the importance of hearing more perspectives 
from specialty providers, noting that gaps in specialty services can 
significantly affect members. He questioned whether the issue is one of 
overall capacity or network adequacy and highlighted the need for the 
board to understand whether members are truly able to access necessary 
care. He noted that in some cases, required services may only be available 
in Portland due to the absence of local contracts, which creates access 
challenges for members. 

Erin Fair Taylor added that PCS reports that information quarterly to OHA, 
and PCS can certainly bring the reporting forward and talk about what 
other ways you all want to have visibility into that to provide input. 

Kim Leathley noted that the board authorized Contracting Principles 
subcommittee has developed a set of contract principles, which will be 
discussed later in the meeting. She noted that these principles are intended 
to help define what the governing body can do to support strong, solution 
focused partnerships between PacificSource and providers across all 
service areas, including specialists and youth serving clinicians. She 
emphasized that the goal is to help ensure providers remain available and 
able to deliver needed services. Noting, the board has a responsibility under 
the joint management agreement to establish such principles, and this work 
aligns closely with concerns raised by community members and the broader 
discussions occurring within the region. 

Justin Hopkins added that community-based, peer run organizations—such 
as Youth Era—face unique challenges because they do not bill traditional 
Medicaid clinical codes. Since they are not clinical providers, their services 
are counted and reported to the state differently than services delivered in 
clinical settings, such as those provided by counties or counseling agencies. 
This creates difficulties in how their work is recognized and reimbursed 
within Medicaid systems. These challenges stem from broader state and 
national policy issues that affect peer run organizations, not just local 
contracting processes. 



Public Comment, 
continued 

Rick Blackwell noted that past public comments submitted on the 1115 
demonstration waiver included recommendations to avoid tying certain 
community-based services to clinical treatment plans. He referenced 
discussions during the recent legislative session, noting that proposed state 
level solutions were complex and did not fully address the problem. The 
core challenge is federal, explaining that CMS would need to decouple 
treatment plan requirements from service definitions in order for Traditional 
Health Workers and similar providers to directly bill Medicaid. 

Justin Hopkins asked whether the Health Council should prepare a plan for 
the board to review in March outlining how the board could receive, process, 
and respond to public comments. He noted that while some issues will be 
addressed through the upcoming discussion on contracting principles, 
public comments may cover a broader range of topics. He also highlighted 
the need for a process that allows the board to understand and verify 
information, including addressing potential inaccuracies. 

CAC Corner Anne Giffin, CAC Co-Chair, Jessy Powell, CAC Co-Chair, Lisa Parks, CAC 
Manager, and Justin Hopkins, Executive Director shared the following: 

• Jessy Powell provided the Q1 CAC Selection Committee Update: 

o New CAC Members

 Joseph Conklin 
 Joey Ortega 
 Douglas Richardson 
 Alisha Smith 
 Tanya Jean Hart 

o OHA requires that at least 51% of CAC voting members must be
OHP Consumer Representatives. 

 Marion-Polk County CAC set the goal of 70% 
 With the addition of our new members CAC has reached that 

goal and is at 73% 

Justin Hopkins highlighted what an incredible accomplishment this is, as the 
minimum to have on your CAC is 51%. Our CAC is incredibly active and 
engaged, and this is a huge accomplishment. 

Jessy Powell continued that the recruitment work group began about a year 
ago with a focus on intentional outreach and demographic diversity. The 
group conducted targeted tabling events and community engagement 
efforts, which resulted in successfully recruiting five new members. 
Additional recruitment occurred through referrals from existing CAC 
members, contributing to positive word-of-mouth engagement. 

Lisa Parks noted that the CAC now includes expanded representation, 
including Indigenous community members, deaf and hard-of-hearing 
individuals, members of the blind community, and LGBTQA+ participants. 



CAC Corner, 
continued 

The recruitment work group has used demographic data to guide efforts and 
strengthen diversity and representation within the CAC. We are very proud 
of the work the CAC has been doing. 

Justin Huff asked if there were any gaps in representation on the CAC? 

This would be discussed in the CAC Workgroup update. 

• Jessy Powell provided the CAC Workgroup Update 

o Consumer Recruitment & Tribal Focus
Lupe Sims is our Tribal Liaison at PCS. 
 We are beginning each CAC meeting with the PacificSource 

Land and Water Acknowledgement. 
 Align Tribal Engagement efforts with CHIP trainings. 
 Bree Conklin will represent the CAC on the Collaborative 

Executive Committee (CHIP). 
 Bree Conklin will represent the CAC on the Tribal Engagement 

Committee. 

Justin Hopkins added that we are seeing increased and more intentional 
collaboration between PacificSource—through its tribal liaison, Lupe—and 
both the Health Council and the CAC to develop a meaningful engagement 
strategy with local tribal partners. Also, in line with 2026 goals the CAC is 
seeking stronger connections with the board, and we are looking for 
additional board participation, either through attending CAC meetings or 
formally joining the CAC, to support this goal. 

Lisa Parks added that the CAC is focusing on youth and tribal bridging. 
Recruitment efforts are progressing well, and the team is now focusing on 
remaining gaps in representation—specifically youth and tribal communities. 
Highlighting a recent meeting with a representative from Marshallese Youth 
Connect as part of this effort. Demographic data continues to guide 
recruitment to ensure diverse and inclusive representation on the CAC. 

• Anne Giffin provided the ModivCare Member App Update  

o Back in December we took a deep dive into the ModivCare App.
Improvements have been seen around ride scheduling and app 
assistance. The app provides driver location, and ride tracking 
whether set-up by the doctor’s office or by self.  

Lisa Parks encouraged board members to ensure their organizations are 
aware of the available app, noting that it provides users with helpful 
information and tools. Adding that increased use of the app could help 
reduce no-show rates by empowering both organizations and members to 
better manage appointments and access resources. 

Additional conversation was had on the member app rollout, sharing both 
positive user experiences and challenges, including login lockouts and limited 
technical support through ModivCare. The group suggested gathering more 
user and provider feedback and exploring QR code surveys in clinics to 



CAC Corner, 
continued 

improve input collection. PacificSource will take these ideas to the quality 
team as part of ongoing app implementation and CHIPrelated work. 

PCS News Rick Blackwell provided a legislative Short Session Update: 

The board received a comprehensive update on Oregon’s 35-day short 
legislative session, which is expected to be dominated by budget and 
revenue challenges due to a substantial state deficit. The most recent 
economic forecast shows an additional $349 million decline in state 
resources, adding to an already large budget gap. Key areas of pressure 
include SNAP and Medicaid, along with significant costs required to update 
eligibility systems and support CCO rate decisions. 

Several significant bills were highlighted: 

• HB 4039 – Addresses issues in Medicaid rate-setting by improving 
data reconciliation between CCOs and OHA and strengthening fiscal 
impact analyses for administrative rules. 

• Prioritized List Legislation – Moves the prioritized list into the Medicaid 
state plan in accordance with CMS requirements, maintaining service 
code pairs but eliminating the ranking mechanism. 

• Behavioral Health Streamlining Bill – Reduces administrative burdens 
on behavioral health providers, including potential changes to CCO 
credentialing processes. 

• OHA Rebalance Bill – Expected to be introduced shortly following 
updated revenue forecasts. 

Quality Incentive Pool (QIP) Funding Concern & Advocacy Request 

The board discussed OHA’s consideration of using future Quality Incentive 
Pool (QIP) dollars to fill Medicaid budget shortfalls created by CCO rate 
increases. QIP funds traditionally go to providers for meeting quality metrics 
and support essential infrastructure for community health outcomes. 

The following actions were discussed: 

• Communicate with local elected leaders to oppose diverting QIP 
funds, 

• Clarify that QIP dollars are not bonuses, but essential resources tied to 
quality outcomes, 

• Potentially develop or support alternative funding approaches. 

Recent advocacy calls indicated strong support for having the Health Council 
sign a statewide letter being prepared by CCO Oregon. 

It was emphasized that policymakers may not change course until key 
provider work becomes unsustainable. Concerns were raised that reducing 
QIP funds undermines the core CCO model, which is built on incentivizing 
outcomes, not just paying for services. Without adequate funding, providers 
cannot maintain the infrastructure required to meet quality expectations. 

Discussion also highlighted that proposed future CCO rate increases would 



PCS News, continued not keep pace with rising costs, inflation, salary pressures, or administrative 
demands, potentially leading providers to withdraw services or decline 
participation in quality programs. 

Concern about the lack of alternative state funding ideas was expressed, 
noting: 

• Healthcare costs cannot be controlled simply by capping budget 
growth when clinician salaries, staffing costs, and administrative 
burdens continue to rise. 

• Inflation has significantly affected healthcare delivery, and 
underfunding mental health and other services does not align with 
actual needs. 

• The state could potentially leverage additional General Fund 
investments in Medicaid to draw down substantial federal matching 
dollars, but policymakers may not fully appreciate the economic value 
of doing so. 

• There is limited sophistication among some legislators on healthcare 
financing issues, contributing to a lack of innovative solutions. 

Discussion was had around the need to clearly communicate the real-world 
consequences of underfunding, such as provider closures, service reductions, 
or communities approaching “maternity desert” conditions. Policymakers may 
need more visible examples of what is happening on the ground to 
understand the urgency. 

It was noted that: 

• COHO is exploring creating provider video testimonials to explain how 
QIP payments support staffing and operations. 

• CCO Oregon is organizing a coordinated letter effort. 
• Local provider groups are supportive and may be willing to align 

messages. 

Board members expressed interest in aligning these advocacy efforts and 
ensuring coordination across partners. 

The board discussed whether the Health Council should prepare a response 
for board approval or proceed directly with advocacy efforts. The consensus 
was that the Health Council may move forward with advocacy related to 
protecting QIP funds, without requiring additional board action. 

Staff will: 

• Coordinate the development of a local advocacy response reflecting 
board input, 

• Align with related statewide and provider-driven efforts, 
• Bring updates back to the board due to the short session timeline. 

Additionally, it was noted that the upcoming Quality Collaborative meeting 
(co-hosted by PacificSource) provides another venue to raise awareness of 
QIP funding challenges. 



Contracting Principles Justin Huff and Kim Leathley presented DRAFT Contracting Principles: 

The committee’s work was grounded in the purpose of coordinated care: 
improving community health through a strong, collaborative relationship 
between PacificSource and community providers. 

Per the JMA, WHC shall: 

• Develop and improve frameworks that optimize community health; 
• Establish principles for contracting; 
• Support the transformation of care delivery, including value-based 

care models. 

The Contracting Principles committee was convened in response to recent 
financial challenges and concerns about shifts away from value-based 
arrangements—which have been core to Oregon’s coordinated care model 
for over a decade. 

The committee met multiple times over several months, supported by WHC 
legal counsel to ensure alignment with JMA guardrails. Membership included 
representatives from primary care, specialty care, behavioral health, 
consumer, Health Council leadership, and advisory participation from 
PacificSource. 

Work focused on developing principles—not contract terms—intended to 
guide transparent, sustainable, community-centered contracting discussions. 

The principles coalesced around five overarching themes: 

1. Accountability – Oversight responsibilities of WHC and clear 
governance expectations in CCO–provider relationships. 

2. Commitment to Value-Based Care – Reinforcing Oregon’s 
long-standing value-based payment (VBP) compact. 

3. Balanced Risk & Provider Sustainability – Ensuring risk-based 
arrangements are transparent, fair, and survivable for providers and 
the CCO. 

4. Appropriate Use of Quality Pool Funds – Affirming that QIP dollars 
should support performance and infrastructure, not fill unrelated 
budget shortfalls. 

5. Timely, Transparent Data – Prioritizing actionable, reliable attribution, 
clinical, utilization, and cost data to support care transformation. 

Eleven Contracting Principles Recommended for Adoption 

Principle 1) Contracts should foster collaboration between PCS and 
healthcare providers to achieve shared goals.  

Principle 2) Contracts should ensure risk-sharing arrangements are 
fair, transparent, sustainable, and promote balanced risk among 
healthcare providers.  



Contracting 
Principles, continues 

Principle 3) Contracts should embed health equity and social 
determinants of health considerations to optimize community health 
outcomes.  

Principle 4) Contracts should build upon long-standing payment and 
care models, support clinic sustainability, and be anchored to 
Oregon’s Value-Based Payment Compact.  

Principle 5) Contracts should incentivize measurable improvements in 
value, such as member access, financial outcomes, and cost 
effectiveness, not volume.  

Principle 6) Contracts should reflect and recognize patient complexity 
and promote fair and sustainable payment models. 

Principle 7) Contracts should promote the sustainability of the regional 
healthcare provider network, recognizing that diverse care models 
and payment strategies are essential to community health.  

Principle 9) Contracts should reflect a commitment from PCS to 
provide comprehensive, real time data regarding member attribution 
to primary care providers.  

Principle 10) Contracts should reflect a commitment from PCS to 
provide their contracted healthcare organizations with access to 
timely, accurate, and comprehensive data.  

Principle 11) Contracts should reflect a commitment from PCS to 
develop and share utilization and cost information with contracted 
providers to equip them with information needed to identify and 
address the cost drivers impacting provider level and community wide 
financial performance. 

Board members expressed strong appreciation for the work, noting the 
extensive effort required to achieve alignment. Discussion was had around: 

• Role and Accountability: These principles are intended as a shared 
accountability framework for providers and PacificSource. Once 
adopted, providers may use them as a reference point during 
negotiations. 

• Partnership Expectations: PacificSource indicated overall support, 
noting the principles aligned with how they intend to show up in 
contracting conversations. 

• Measuring Success: Suggestions included monitoring provider 
willingness to engage, contract outcomes, and network stability. 
Annual review was recommended to assess implementation. 

• Financial Tension: Members acknowledged that definitions like 
“sustainability” may differ between PacificSource and providers. The 
principles are intended to support dialogue rather than dictate 
outcomes. 



Contracting 
Principles, continues 

• Specialty Access Impacts: Several members noted that the 
consequences of contracting challenges—including reduced specialty 
access—are already being felt in primary care. Principles may help 
guide future course corrections. 

• Early Warning Needs: Members recommended developing indicators 
to alert the board to emerging financial or contracting pressures 
sooner. This is a priority for the Finance Committee based on a recent 
survey. 

• Community Representation: A suggestion was made to include a 
preamble clarifying that the WHC acts on behalf of CCO members 
and service beneficiaries, not any single organization. 

Action to be taken following Board approval, WHC will: 

• Review the principles with PacificSource leadership; 

• Develop an implementation plan and timeline; 

• Establish an annual review cycle; 

• Engage the provider network to gather feedback on application and 
impacts. 

Maggie Hudson made a motion to accept the Contracting Principles on 
behalf of the WHC Board as presented in the Board Packet. 

Erin Fair Taylor seconded the motion. 

Motion passed unanimously. 

Following approval Board members requested clearer information on which 
specialty practices in Marion–Polk are currently in-network and accepting 
referrals, noting ongoing confusion and inconsistent visibility across clinics. 
PacificSource shared that while the online directory reflects contracted 
providers and open/closed panels, accuracy depends on timely provider 
updates and may not capture short-term capacity changes. 

Several members emphasized the need for a clinic-level view of in-network 
specialty availability to reduce administrative burden and referral delays. 
PacificSource agreed to explore options for providing a more concise, usable 
summary—while noting challenges due to active contracting and the large 
volume of providers. 

WHC Executive 
Directors Report 

WHC Executive 

Justin Hopkins, WHC Executive Director, discussed the following: 

• Social Care Impact Fund: The board previously voted in November to 
hold distribution of quality pool dollars related to social-emotional 
health and social determinants of health. Because the state has not 
yet clarified the future of the Quality Incentive Pool, the 
recommendation is to continue holding these funds. 

• CAP Committee Members: An updated list of CAP members, including 
four new applicants, will be brought to the board for formal 



Directors Report, 
continued 

appointment in March, as required by current bylaws. 
• CAP 2026 Kickoff Meeting: The CAP held a successful kickoff meeting

last week, featuring a presentation from Salem for Refugees their
experience coming to this country, a little bit about their healthcare
experiences here; as well as launching CAP-led work on the
Community Health Improvement Plan (CHIP).

• Finance Committee Member change: Kim Leathley has requested Matt
Emery, CFO of NWHS, to take her place on the Finance Committee.

Anne Giffin made a motion to appoint Matt Emery to the Finance 
Committee. 

Justin Huff seconded the motion. 

Motion passed unanimously. 

Word on the Street Maggie Hudson shared that Santiam Hospital announced it has signed an 
affiliation agreement with Salem Health. The partnership aims to strengthen 
long-term financial stability, support growing demand in the Santiam 
Canyon, and improve coordinated, local care. Santiam noted that while it has 
operated with small positive margins, it lacks the reserves needed for future 
growth, infrastructure, and competitive staffing. 

The affiliation is also expected to improve clinical integration—over half of 
Santiam’s ER transfers already go to Salem Health—and shared systems like 
a unified MyChart will support smoother patient experience and information 
exchange. Community engagement efforts will continue across the region. 

Santiam will retain its ambulance services, supported by a recent state grant 
to build a new facility. The HCMO application will be submitted soon, with an 
expected 6–9 month review process and a target close around September 
2026. 

Regular Session 
Adjourn, Move to 
Executive Session 

Justin Huff adjourned the regular session at 3:56 P.M to begin Executive 
Session. 

Executive Session Board discussed and reviewed Executive Director Justin Hopkins 2025 
accomplishments and goals; and 2026 Goals. 

Executive Session ended at 4:25 P.M. 
 Minutes were prepared by Olivia Houck/ Approved March 11, 2026 


