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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 E
Dr. Olivia Galvez WEFEMC Health P
Dr. Mark Helm Small Town Pediatrics P
Dr. Matt Boles Salem Health E
Jessy Powell CAC Co-Chair P
Anne Giffin CAC Co-Chair P
Maggie Hudson Santiam Hospital E
Katrina Griffith Marion County P
Linda Mann Capitol Dental P
PacificSource Representative | PacificSource P
P — Present; E — Excused; Absence — A
Agenda Item Summary
Welcome and Roll Justin Huff called the meeting to order at 2:01 PM. A quorum was
Call present.
Consent Agenda The consent agenda was presented by Justin Huff. It included the following
documents:

e February 2026 Meeting Minutes
¢  WHC December 2025 Financials
e CAP Committee Members

¢ QIM Performance Report

Katrina Griffith requested the PCS Directors Report be removed from the




Consent Agenda as it was not provided in the Board Packet before the
meeting.

Katrina Griffith made a motion to approve the consent agenda.
Josh Graves seconded the motion.

Motion passed unanimously.

Public Comment

Randy Vogl from Sensible Speech and Rehab, shared the following:

Good afternoon, Council. In January, when | spoke here, | heard Pacific
Source tell this Council that their restructuring of the network is going
well, and many providers have signed contracts, and the affected
families that were being affected were being placed with other
providers, and the global network adequacy was looking good. Today,
| want to briefly share what families at our clinic are experiencing
when they try to access care in this community.

First, | want to tell you about a 6-year-old child from Silverton,
Oregon. They have been at our clinic for 5 months now. When the
child started with us, they were nonverbal. Our team has been
working with him on verbal speech, while also helping the family
obtain a speech-generating device.

Recently, in a conversation with his mother, through tears, she told me
that for the first time in his life, he said the word mom—a word she
never thought she would hear from him. He was thriving... he was
thriving at home using a trial device, but due to limited time remaining
in our contract, the family will have to restart the entire AAC process
with a new provider, delaying his access to essential communication.

Despite repeated attempts from the family, Pacific Source has been
unable to find another provider for him to transition to.

Another child lives just 3 miles from the clinic. Because of severe
anxiety, the child attempts to elope from the car seat during travel
and has successfully eloped from the car seat many times before.
Because of this, the child has to bring two caregivers just to safely
make the drive to therapy. The only placements they were offered by
Pacific Source were in Portland. The parent told us that if that was the
only option, they would simply have to stop therapy because of
access barriers.

Five months ago, a parent transitioned to Pacific Source after her
husband was laid off. Their PCP was at Salem Clinic when they
started receiving care with us. Since January 1st, she has been trying
to establish a new primary care provider so her child can get a referral
for therapy somewhere else.

Pacific Source assigned her to two clinics. Once assigned, both clinics
refused the assignment, stating that they were already at capacity




Public Comment,
continued

and do not accept them, per mom’s report. She has now called five
primary care clinics and filed two grievances with Pacific Source.
Nearly three months later, she still cannot get an assigned primary
care doctor to get a referral to transition therapy to another speech
therapy clinic.

Lastly, two days ago, | spoke with a parent who has two children
receiving therapy with us. One of the children has seizures
continuously throughout the day and came to us when he was
nonverbal. After years of working with this child, he now speaks in full
sentences and is able to access essential communication at school.
His seizures do cause him to regress occasionally, but he’s still making
amazing progress.

His brother recently started therapy with us after spending a full year
at another clinic without making progress, per mom’s report. After two
months with our therapist, the parent told us that she has seen more
progress than the entire previous year. Then she asked me something
I would never expect to hear from a parent seeking medical care for
their child:

She asked me if she should marry her partner so that she could put
her kids on the Blue Cross Blue Shield plan that her partner has, so
that they could keep getting therapy.

These are not isolated cases. More than 160 families at our clinic have
already filed formal grievances with Pacific Source over 40 days ago,
and there appears to have been no credible attempts from Pacific
Source to find placements for any of these children. Among the
families who have helped track their attempts, 33% of the children
have not been able to establish primary care in this community, and
that prevents them from getting referrals to get started at another
clinic.

Molly Borella with Pacific Source provided me with a list of three
clinics that were supposed to have immediate availability. To date,
100% of the families who contacted those clinics have been placed on
waitlists instead of receiving care—which does not meet the federal
standards for timely access to continued pediatric services.

These families are doing exactly what they’ve been told: calling
providers in the directory and trying to transfer care. But at every turn,
Pacific Source has not provided accurate provider directories for
patients’ access to primary and specialty care. DPCS Repte our own
repeated requests to remove our providers from the list, we are still
listed as the only in-network Salem speech therapy provider on their
directory.

The Council has been told that restructuring is working, but our
experiences of these families tell a very different story.




Public Comment,
continued

In just nine days, more than 250 children in our community will lose
access to our services that are protected under federal law. Families
are calling clinics, searching for care. Some are hoping that something
will change before services end, but with only days remaining, many
children in our community still do not know where they will receive
medically necessary services that they depend on.

Despite this, Pacific Source has not opened up discussions about
temporary out-of-network reimbursements that could allow these
children to continue to receive care while appropriate placements are
identified. Pacific Source made it clear back in January that their
position to terminate our contract was final. We respect that decision.

And we've been equally clear that operationally, we must move in a
different direction. But despite that clarity, we have seen no credible
action to ensure these children maintain access to care. Remaining in-
network under the proposed terms would mean closing our doors
within the next year.

Instead of that, we are choosing the uncertainty of continuing to serve
this community outside of the network, rather than the certainty of
disappearing from it entirely. This decision allows us to remain here,
ready to stand with these families and the community as they fight for
the care for their children that they need and deserve.

And when our community is ready to prioritize access to those
services, Sensible Rehab will be here. And we'll stand with them.

Thank you for your time.

Justin Huff thanked Randy for his time. He also reminded the board
that the next agenda item will help guide us into how we as a Health
Council, and as a board, respond to public comments.

Public Comment
Response

Justin Huff introduced a discussion on the Health Council’s role in receiving
and responding to public comments: noting that comments may come from
any source and on a wide range of topics. Justin Hopkins and Josie Silverman
Mendez reviewed the existing public comment policy, which outlines
procedures for written and verbal public comments at Board and Community
Advisory Council (CAC) meetings, including advance sign-up, a 20-minute
comment period, public notice of meetings, and documentation of comments
in meeting minutes. The Health Council is not subject to public meeting laws
but meets CCO requirements for open meetings and public comment
opportunities.

Justin Hopkins then led a discussion on whether and how the Board should
respond to public comments, referencing recent comments from Sensible
Rehab, Linguava, and Youth Era. He posed questions about whether the
Board should discuss comments during meetings, allow time to absorb
comments before responding, designate follow-up responsibilities, and




Public Comment
Response, continued

consider the broad scope of potential comments.

Board members emphasized the importance of timely acknowledgment and
response to public comments. Suggestions included allowing a limited
amount of discussion time immediately following comments, asking clarifying
questions, and ensuring clear follow-up with accountability rather than
making commitments without sufficient information. Members also noted the
need to balance agenda time constraints with the value of real-time
engagement.

Discussion highlighted that the Board’s role is not necessarily to resolve all
concerns directly, but to ensure comments are heard, appropriately routed
(e.g., to staff, subcommittees, or partners), and that the loop is closed with
the commenter. It was noted that responses may come from staff or other
bodies rather than the Board itself.

Consensus emerged around revising policy to include a commitment to
Board-level consideration of public comments and timely follow-up with
commenters. Staff will develop a proposed policy update for Board review. In
the meantime, the Board agreed to apply these principles to recent public
comments, including following up with past commenters.

CAC Corner

Anne Giffin, CAC Co-Chair, Jessy Powell, CAC Co-Chair, Lisa Parks, CAC
Manager shared the following:

Jessy Powell presented feedback from the Community Advisory Council
(CAC) regarding strengthening collaboration and engagement between the
Health Council Board and the CAC. CAC members expressed that limited
exposure (e.g., attending a single meeting) is insufficient for Board members
to fully understand the CAC’s work and emphasized the value of deeper,
ongoing engagement. Suggestions included Board members attending
multiple CAC meetings, building relationships, and potentially becoming
certified assisters to better understand CAC members’ experiences.

CAC recommendations to enhance collaboration included:

e Board members participating in CAC meetings on a rotating monthly
basis;

e Board members attending at least one CAC meeting quarterly; or

e Board members attending CAC meetings three times per quarter.

Justin Hopkins and Justin Huff noted that these recommendations followed a
February discussion about strengthening Board-CAC relationships and
exploring alternatives to recruiting an additional Board member to formally
serve on the CAC. It was emphasized that while two Board members (Jessy
Powell and Anne Giffin) already serve on the CAC, the intent is to explore
enhanced Board engagement beyond current representation.

Board discussion included clarification about whether participating Board
members would serve as voting members or as observers. Anne Giffin and
Jessy Powell recommended that visiting Board members have voting




CAC Corner,
continued

privileges to ensure meaningful participation, given the CAC’s role in
decision-making. It was suggested that this proposal be brought back to the
full CAC for further discussion and potential action.

Several Board members expressed strong support for increased engagement
with the CAC. Dr. Olivia Galvez and Linda Mann volunteered interest in
participating on a rotating basis, noting the importance of elevating
community and patient voices, while also acknowledging time constraints
and the potential need for shared responsibility among Board members.

Staff highlighted ongoing efforts to strengthen alignment between the Board
and CAC, including regular “Board Corner” updates at CAC meetings.

Anne Giffin provided an update on CAC work, including progress on the
Community Health Improvement Plan (CHIP) and the launch of two
CAC-CHIP workgroups beginning in April:

e Enhancing access to culturally and linguistically appropriate services;
and

e Supporting Oregon Health Plan (OHP) member retention and access
to care.

The Board acknowledged the CAC’s feedback, expressed appreciation for
their work, and encouraged Board members to consider participating as their
schedules allow, recognizing the value of deeper engagement in advancing
the Health Council’s mission.

PCS News

Rick Blackwell provided an end-of-session legislative update:

Rick described the session as highly compressed, with 304 bills introduced
and acted upon in a limited timeframe, amid federal uncertainty, economic
volatility, and pressure on state budgets—particularly Medicaid and SNAP.
PacificSource tracked 66 health care and business bills, with significant
committee engagement and testimony.

Key drivers of the session included:

e Federal policy uncertainty and national political dynamics;
e Economic uncertainty and constrained state budgets;
e Ongoing structural challenges in Medicaid financing and oversight.

Major Medicaid and Managed Care Legislation

Rick highlighted several bills of highest relevance to Medicaid and CCO
operations:

e House Bill 4039 (Medicaid Rate Setting):
Requires Oregon Health Authority (OHA) to implement a more robust
and data-driven Medicaid capitation rate-setting process, including
reconciliation with CCO data, pricing of material contract terms,
enhanced fiscal impact statements for rulemaking, and reporting to
the Oregon Health Policy Board.
The bill passed unanimously and was described as a significant policy




PCS News, continued

win for Medicaid stability and transparency.

e House Bill 5204 (Budget Rebalance):
Includes $156 million in General Fund support for increased CCO rates
but reduces the Quality Incentive Measure (QIM) pool by $62 million.
Rick noted this reduction was widely opposed by stakeholders but
ultimately adopted. The bill advanced to the Governor.

e House Bill 4003 (Prioritized List of Services):
Intended to remove the prioritized list of services from statute and
redefine the benefit package. The bill did not advance; however, OHA
indicated it will proceed through rulemaking. An interim advisory
committee is expected to guide implementation.

Quality Incentive Impacts and Advocacy

Justin Hopkins asked for clarification regarding the QIM reduction. Rick
confirmed the reduction results in a decrease from approximately 4.25% to
2% in the quality incentive pool.

Justin Hopkins reported that the Health Council and staff had engaged in
advocacy efforts, including letters to Joint Ways and Means with support
from approximately 19 community partners, advocating against reducing
quality dollars. While the final outcome represented a compromise, he noted
the reduction remains materially significant for local providers.

Rick emphasized the importance of future discussions with OHA regarding
whether expectations and performance benchmarks should be adjusted in
light of reduced QIM funding.

Behavioral Health Legislation
Rick summarized several behavioral health bills of note:

e House Bill 4083 (Governor’s Behavioral Health Streamlining Bill):
Requires CCOs to use a uniform statewide credentialing process for
behavioral health providers, with OHA selecting an electronic
credentialing system.

e House Bill 4028 (Payment Integrity Audits):
Would have imposed restrictions on audits for fraud, waste, and
abuse across Medicaid and commercial plans. While it passed the
House, significant concerns raised by OHA and payers led to the bill
being halted in the Senate. Interim work is anticipated.

e House Bill 4070 (Behavioral Health Workforce and Parity):
Clarifies reimbursement parameters for licensed and supervised
providers and codifies certain parity requirements. The bill passed and
was sent to the Governor.

e Senate Bill 1547:
Authorizes a new behavioral health license focused on prevention and
brief intervention services, with required supervision safeguards.




PCS News, continued

Dr. Olivia Galvez asked clarifying questions about HB 4070 and implications
for clinics employing behavioral health providers working toward licensure.
Rick responded that the bill largely clarified existing Certificate of Approval
(COA) policy and noted that OHA rulemaking on unlicensed provider
practices remains ongoing.

Other Health Care Legislation
Additional highlights included:

e Healthcare Omnibus Bill (HB 4040): Included provisions enabling
future pre-release OHP benefits for individuals leaving incarceration,
contingent on federal authorization.

e Doula Coverage Delay (SB 1568): Delayed implementation of the
doula and lactation consultant coverage mandate until January 1,
2028.

e Healthcare North Star Resolution: Established a statewide goal for
affordable and accessible health care by 2033.

e Prescription Drug and Immunization Bills: A drug manufacturer
reporting bill did not advance; a bill requiring coverage of
OHA-recommended immunizations passed amid public concern about
standing orders.

Josh Graves (Catholic Community Services) raised concerns about the
volume of bills introduced and limited public testimony time. Rick
acknowledged the issue, noting widespread recognition of the problem but
no formal reforms adopted during this session.

Closing Remarks

Rick concluded that while the 2026 session was challenging, the 2027 long
session is expected to be more difficult due to budget constraints and limited
appetite for new spending. He emphasized the importance of continued
stakeholder engagement and advocacy.

Justin Huff thanked Rick for the update and PacificSource’s advocacy on
behalf of Medicaid and community providers.

Contracting Principles

Justin Huff reminded the Board that, at the previous meeting, the Board
adopted a set of Contracting Principles developed by the Contracting
Principles Subcommittee. As part of that action, WHC admin were directed to
review the principles with PacificSource to discuss feasibility, alignment with
current contracting practices, and potential next steps. Justin Hopkins
provided a summary of that follow-up meeting and facilitated discussion
with PacificSource leadership during the Board meeting.

Justin Hopkins reported that he, Kim Leathley, and Josh Graves met with
PacificSource leadership to discuss the Board-adopted Contracting
Principles. Discussion Highlights:




Contracting
Principles, continued

PCS shared insights related to the following topics:

o Contracting principles didn’t address the ongoing sustainability of the
regional Medicaid program (PCS).

PacificSource emphasized that while the Contracting Principles speak to
provider experience and community values, they do not explicitly address
long-term sustainability of Oregon’s Medicaid program. PacificSource
clarified that this concern reflects system-level viability rather than
organizational self-interest, noting increasing fiscal uncertainty at both state
and federal levels.

. Need to weigh how to realistically implement principles while facing
future cuts to the Medicaid program.

o PCS may not have staff resources to measure or evaluate the
implementation of principles.

PacificSource stated it has absorbed more than $200 million in capital over
time and is no longer able to subsidize unfunded policy priorities. Without
designated funding from the Oregon Health Authority (OHA), PacificSource
indicated it cannot incorporate additional priorities—such as expanded
health-related social needs or equity initiatives—into contracts. As a result,
contracting will remain focused primarily on core primary care delivery unless
additional funding becomes available.

o PCS has moved away from value-based contracting (for the time) due
to lack of correlation with positive outcomes.

. Principles appear to be designed for small subset of PCS contracts
(acknowledged they do apply to the largest contracts).

o PCS may not be able to support SDOH and health equity in contracts as
there won't be financial support for these areas. The focus will remain on
primary care.

PacificSource noted that many of the Contracting Principles are value-based
and aspirational rather than measurable. Leadership stated it is unclear how
such principles could be operationalized or evaluated without further
clarification of Board intent. PacificSource also cited recent staffing
reductions as limiting capacity to design and manage new accountability
frameworks absent more specific guidance.

PacificSource explained its decision to pause systematic pursuit of
value-based contracting. Leadership reported that:

o VBC has tended to reward existing high-performing practices rather
than drive behavior change at the point of care;

o Translating leadership-level agreements into clinical practice change
has proven difficult, especially given complex provider payer mixes;

o Administrative and reporting burdens have increased costs for both
providers and PacificSource; and

o High levels of VBC participation did not result in consistent,




Contracting
Principles, continued

system-wide improvement.

PacificSource stated it is in a holding pattern pending clarity on the future of
the state’s Quality Incentive Measure (QIM) program and broader purchasing
strategy. Voluntary, provider-specific innovative arrangements may still be
considered, but VBC is not a primary contracting focus at this time.

o Risk arrangements may not be realistic in many contracts in
Marion/Polk community due to provider size.

PacificSource noted that approximately 7-10 provider organizations account
for 75-80% of attributed Medicaid membership in the region. These providers
are the most realistic candidates for customized or innovative contracts. In
contrast, the majority of PacificSource’s 1,000+ provider contracts are
standardized, reflecting provider capacity constraints and preference for
simpler agreements. PacificSource questioned whether principles that apply
primarily to a small subset of large contracts should be considered
community-wide contracting principles.

PacificSource cautioned that many providers do not have sufficient attributed
population size to safely assume financial risk. Leadership explained that
actuarially credible risk typically requires populations of approximately 5,000
members, depending on the risk type. Smaller populations expose providers
to financial volatility unrelated to performance, which PacificSource views as
inequitable and unsustainable.

. PCS understands the need for better data and offered to have their
team meet with local providers to better understand needs and barriers.

PacificSource acknowledged ongoing challenges with data accuracy,
timeliness, and reporting. Leadership expressed appreciation for Board and
staff advocacy in surfacing these issues and committed to improving direct,
ongoing communication between PacificSource operational staff and
community providers to address problems in real time.

o When asked about accountability for using these contracting principles,
PCS indicated that the WHC board should discuss what it would mean if
PCS didn’t use the principles. PCS indicated that the decision to contract,
regardless of these principles, remains between the two parties entering the
contract. This sparked further discussion about the WHC governance role in
general, and whether there is really an expectation for PCS to adhere to
WHC Board guidance and/or direction. Again, PCS encouraged the Board to
discuss this topic.

PacificSource emphasized that contracting is a bilateral, voluntary process
between the plan and providers. Leadership cautioned against framing
accountability as unidirectional, noting that providers also make choices
regarding participation in risk or innovative arrangements. PacificSource
drew parallels to state oversight, where plans are often held accountable for
outcomes beyond their direct control (e.g., network capacity). PacificSource
encouraged the Board to continue discussing what its governance role
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entails if adopted principles are not fully implemented in contracting practice.

Board members acknowledged the complexity of translating aspirational
principles into operational contracting requirements.

e Mark Helm raised concerns that smaller or specialty provider groups
(e.g., pediatric practices) may be unintentionally excluded from
innovative contracting due to size-based assumptions, despite serving
large proportions of specific populations.

e Justin Huff emphasized that the principles represent a first iteration
and were intentionally designed to be values-driven rather than
prescriptive. He underscored the need for continued dialogue to clarify
intent, accountability, and shared responsibility.

e Erin Fair Taylor (via chat) noted that principles-based work is intended
to support dialogue and collective meaning-making rather than
immediate enforcement.

Joint Management Agreement (JMA) and Governance Considerations

Justin Hopkins noted that the discussion highlighted broader governance
questions under the Joint Management Agreement (JMA), including whether
future iterations could better define the Board'’s role in oversight,
accountability, and strategic direction. Erin Fair Taylor reported that a draft
JMA is nearing completion. Justin Hopkins stated it will be reviewed by the
JMA subcommittee and legal counsel prior to full Board consideration.

Justin Huff summarized the discussion as reflecting a shared commitment to
continued engagement, mutual learning, and collaborative problem-solving.
The Board and PacificSource agreed to continue dialogue throughout the
year to clarify intent, explore feasible pathways forward, and strengthen
alignment between community values, fiscal realities, and shared
accountability.

Contingency Planning

Justin Huff opened the agenda item by acknowledging the difficulty and
sensitivity of the discussion. He framed the issue within the broader Medicaid
landscape in Oregon, recent instability across CCOs statewide, and the
Health Council’s unique role as a community-based governance entity in
partnership with PacificSource. He emphasized the importance of being
proactive rather than reactive in light of recent events, including
PacificSource’s exit from Lane County and pullback in other regions, while
underscoring the intent to operate within clear guardrails and in partnership
with PacificSource.

Justin Huff then turned the discussion over to Justin Hopkins.

Justin Hopkins provided context for why the discussion was being brought
forward:

e Increased oversight of the CCO financials and contingency planning,
should PCS no longer be financially viable in our community, are
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priorities for 2026 identified by our Finance Committee.

o After receiving final 2026 rates from OHA, PacificSource determined it
was not financially viable to continue operating in Lane County and
exited the market.

e PacificSource also faced serious financial concerns regarding
continued participation in Marion-Polk for 2026 and ultimately made
an eleventh-hour decision to remain, which the Health Council
acknowledged with appreciation.

e Looking ahead to 2027, uncertainty remains due to:

o Uncommitted OHA rate methodology and potential return to a
3.4% cost growth target;
Federal impacts tied to H.R. 1;
Ongoing statewide Medicaid financial instability.

Justin Hopkins emphasized that Marion-Polk has only one CCO—
PacificSource. Unlike Lane County, which had a second CCO (Trillium Health
Plan) able to absorb members, Marion-Polk lacks an alternative. If
PacificSource were to exit, the state would likely need to pursue emergency
procurement or shift members into an open card (fee-for-service) model, both
of which would be highly disruptive to members and providers.

PCS Rep objected to language suggesting uncertainty about PacificSource’s
commitment to the region, stating that PacificSource is committed but
constrained by state funding decisions. PCS Rep emphasized that:

e PacificSource is not “fickle” or wavering.
e The coreissue is adequacy of state funding, not a lack of commitment.

e PacificSource incurred losses exceeding $50 million in calendar year
2025 in Lane County and, like most CCOs, cannot sustain indefinite
losses without adequate rates.

Justin Hopkins clarified his intent was to highlight uncertainty in the external
environment, consistent with how PacificSource leadership has characterized
its position, not PacificSource’s commitment. Language referencing
“uncertainty around PacificSource’s long-term plans” was withdrawn.

Purpose and Scope of Contingency Planning
Justin Hopkins clarified that:

e Contingency planning is not about recruiting a new CCO or “CCO
shopping”;

e Theintentis open, transparent, community-centered planning to
avoid being unprepared if PCS makes a decision to exit the region late
in the year;

e The ultimate goal is protecting OHP members’ continuity and stability
of care.
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He asked the Board whether it wished to authorize staff to facilitate a
community-driven contingency planning process, and if so, how the Board
wished to engage (e.g., regular meetings, retreat, subcommittee).

Josh Graves emphasized that he did not hear disparaging language toward
PacificSource and supported healthy, transparent dialogue. He
recommended the Board first educate itself before advancing planning,
including:

e Reviewing applicable Administrative Rules (OARs);

e Understanding what occurred in Lane County, including strengths and
challenges;

e Exploring how the Board could advocate more effectively with OHA.

Justin Hopkins responded that the Health Council had actively advocated
with OHA, the Governor’s Office, and legislators in 2025 and remains
committed to doing so.

PCS Rep raised significant concerns about optics and unintended
consequences, noting that:

e Open discussion of contingencies could be perceived as lack of
confidence or a signal that PacificSource intends to exit;

e Third parties or the state could misinterpret the discussion;

e Gossip and speculation could erode trust and destabilize the
partnership.

PCS Rep asked how the Health Council would mitigate these risks.

Justin Hopkins responded that while optics cannot be fully controlled, the
Health Council’s responsibility is to center OHP members and community
needs, remain in good-faith partnership under the JMA, and avoid
last-minute crisis response. He reaffirmed his personal and organizational
commitment to PacificSource, while maintaining community responsibility as
the Board’s primary obligation.

Justin Huff reflected that:

e The Health Council is a 501(c)(3) with an independent obligation to
the community;

e While OHA governs CCO exit processes, there are no equivalent
OARs governing Health Councils;

e The Board has a responsibility to ensure continuity of the Health
Council’s mission regardless of the CCO landscape.

Mark Helm echoed these concerns, emphasizing that:

e The underlying problem is chronic underfunding and unrealistic
expectations placed on CCOs;

e OHA processes can exclude providers and communities;

e Planning should focus broadly on sustainability, not just crisis
response;
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e Providers face existential risk if Medicaid becomes untenable.
Jessy Powell made the following motion:

Approve the WHC admin team to facilitate the development of a
community-driven contingency plan to support the needs of our local OHP
population in the event PCS exits the region.

Linda Mann seconded the motion.

During discussion, concerns were raised by Katrina Griffith, who expressed
discomfort with how the topic was introduced and asked for further
collaborative discussion before action. PCS Rep also expressed being
blindsided and requested earlier engagement in future discussions.

PCS Rep introduced an amendment to the motion saying they would prefer
the primary focus of the WHC administrative team should be on
strengthening the sustainability of the OHP program in its current form and
the continuity of the Willamette Health Council rather than a contingency
plan in the event PacificSource exits the region.

PCS Rep expressed concern about opportunity cost and community optics,
and advised against prioritizing work that does not directly support OHP
sustainability. PCS Rep further noted the need for clarity on whether the
proposed contingency planning is intended to address the Health Council’s
own funding and organizational continuity or the continuity of OHP
intermediary functions, stressing that sustainability efforts should take
precedence over contingency planning.

Following discussion, Kim Leathley proposed revised language integrating
education and advocacy.

Jessy Powell accepted the revision.
Final Motion Approved:

Approve the Willamette Health Council admin team to facilitate educating
the WHC Board and community, supporting sustainable Medicaid funding
and coverage with OHA, and developing a community-driven contingency
plan to support the needs of our local OHP population in the event
PacificSource Community Solutions exits the region.

Second: Linda Mann
Votes were recorded as follows:

e In Favor (8):
Justin Huff, Josh Graves, Kim Leathley, Anne Giffin, Linda Mann, Mark
Helm, Jessy Powell, Olivia Galvez

e Opposed (2):
Katrina Griffith, PCS Representative

e Abstentions: None

Motion passed by majority vote, 8-2.




Katrina Griffith noted her opposition was based on process concerns and
desire for additional dialogue, not disagreement with the underlying goals.

Board members noted that the education component of the motion provides
an opportunity for informed, collaborative discussion going forward.

WHC Executive Justin Hopkins report will be shared via email with Board members following
Directors Report the meeting due to going over time.

Justin Huff adjourned the meeting at 4:33 P.M.

Minutes were prepared by Olivia Houck/ Approved May 6, 2026



