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Background: Better Health Together (BHT) requires each of our rural and Spokane Collaboratives to 
submit a Collaborative Transformation Plan as part of the Medicaid Transformation process. This 
Collaborative-level plan will serve as a framework for Collaborative Partnering Providers to work 
together, rather than in silos, to accomplish Medicaid Transformation goals to improve the health of 
Medicaid beneficiaries in their local area and to hold each other accountable to shared goals.  
 

The contents of this packet are due to BHT by June 30th  

Note: This is 4 weeks before the Partnering Provider Transformation Plans are due (Aug. 1st) so that 
Partnering Providers have a community framework to align their transformation plans.  
 

Submission Instructions: 
These documents should be electronically submitted to BHT. To submit your completed documents, first 
visit www.betterhealthtogether.org/collaboratives. Then, fill out the webform to access a link, where you 
can then upload them to our secure server. 
 
Any questions or problems uploading can be directed to Hadley Morrow by phone at 509.381.5567 or by 
email at hadley@betterhealthtogether.org.  
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Collaborative Transformation Plan 
 
Collaborative Name:  Pend Oreille Collaborative (aka Pend Oreille Health Coalition, MOU Partners) 

Collaborative Transformation Plan - Primary Contact Name:  Jenny Smith 

Organizational Affiliation:  Newport Hospital and Health Services 

Phone:  (509) 447-6303, work   (509)481-8909, cell 

Email:  jenny.smith@nhhsqualitycare.org  

 

Collaboration Across Medicaid Transformation Project Areas of Transformation 
Promotion of Equity: Describe how you will apply an equity lens in your selected strategies/activities. 
How will your organization and committed partners ensure interventions are culturally aware, trauma 
informed and responsive to the specific population health needs in the region? Describe any strategies 
to identify and focus efforts on specific high-risk populations and health care disparities. 
 
The Pend Oreille Collaborative is the Pend Oreille Health Coalition MOU Partners (“POHC”- see attached 
list of Partner/members), formed in September 2011 to act as a local modeled “ACH” in Pend Oreille 
County; our mission is to improve health, reduce system efficiencies, jointly assess community needs 
and collaborate on needed community services/supports, and secure resources/funding to transition to 
a value based system.  Primary goals:  

 Use a patient-centered, coordinated continuum of care to develop programs with measureable 
value (accessible/high quality/cost efficient/effective outcome).   

 Integrate/coordinate primary care (medical/behavioral/dental) and social supports to manage 
and/or improve the health of the individual. 

 Collaborative (provider/MCO/support) on information systems, both clinical and administrative, 
to support POHC programs and monitor individual and community health   

Collaborative members have committed to: 1) develop/integrate team based delivery systems; 2) 
provide efficient use of patient and care giver time; 3) improve patient outcomes; 4) strive to remove 
system barriers necessary to integrate services; 5) coordinate support/wellness services to better 
manage acute and chronic disease; and 6) eliminate replicative work and “system” administrative 
burden. 

Collaborative members have committed to meeting residents where they are, regardless of economic 
status, values, gender, cultural background, race or ethnicity. Partnering Providers are sensitive to these 
differences and understand that health improvement progress will not happen if patients do not feel 
safe, have a choice, or empowered to make changes for themselves and their families.  

Because each segment of Pend Oreille County is so different from the others, cultural awareness is not 
only crucial to reaching the public in those areas, it also guides individual care plans. The benefit to 
these segments is that providers truly understand the population they serve.  Many providers have 

mailto:jenny.smith@nhhsqualitycare.org
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known these local families for generations, know their history, how to talk to them, and know what the 
community can do to support them in achieving whole-person wellness. 

Target populations: clients with multiple chronic conditions, rural underserved and indigent families, 
frail elderly, Kalispel Tribe of Indians members, the homeless or those experiencing social determinants 
of health challenges (food supports, housing, transportation) and find it difficult to seek medical and 
behavioral health services. Collaborative members will work together to stratify populations and, where 
possible, start with clients in greatest need, who desire change, and/or those where we can make an 
immediate financial or system impact.  
 
Community-Based Care Coordination:  
Does your Collaborative intend to implement a Pathways pilot in your county?  

 Yes 

 No 

 
If yes, which target population(s) will your Pathways pilot address? 

 Pregnant Women 

 Corrections Population 

 
If you do not intend to implement a Pathways pilot, how will your community work together to support 
community-based care coordination for your target populations? Explain your strategies and 
approaches and describe your target population(s). 
 

Bi-Directional Integration of Care:  
 
Describe your Collaborative’s shared approach to supporting Bi-Directional Integration of Care efforts 
among your Partnering Providers. 
Collaborative partners have been actively engaged in developing bi-directional care programs 
integrating behavioral health (includes: mental health and substance use disorders) and primary care 
teams across the County since 2011. We look forward to the HCA’s pooled funding and service 
integration in 2019.  Most recent planning includes crisis intervention, outpatient service delivery, 
referral integration, county-wide workforce needs, and payment/reimbursement strategies with 
managed care organization (MCO) partners. 
 
What shared strategies/approaches will you use? 
Due to the unique characteristics of business models of the various partner clinics, primary care partners 
will use an integrated approach to both the Bree Collaborative and Collaborative Care models. 
 
How will Partnering Providers engage in the Collaborative approach to bi-directional integration of care?  
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Each primary care provider (PCP) and anyone with Medicaid assigned lives (to their clinic) has 
committed to working with behavioral health providers. 

 Clinic provider collaborations will happen through: 1) imbedded practitioner and service support 
between primary care and behavioral health service providers; 2) regular team-based meetings 
(e.g. Bi-Directional Integration Work Group); 3) shared or integrated electronic care records 
accessible by appropriate team members; 4) and telephone and tele-health consultations, 
patient-to-provider and provider-to-provider, as necessary. 

 
How will the Collaborative’s work in bi-directional integration support BHT’s vision that every person in 
the region have access to culturally competent, whole-person care through an integrated community 
health system? 
Expanded discussions and shared best practices amongst POHC members will improve access and 
service delivery for everyone. Collaborative members will work together to provide whole-person care, 
explore non-traditional ways of accessing patients, and enhance the shared vision to meet Pend Oreille 
County residents where they are in an effort to provide appropriate individual treatment plans. 
 
Partnering Providers and their respective MCO’s  will strive to co-manage populations, develop a 
universal database of community clients to accurately gather co-occurring conditions, services provided, 
and relevant outcomes. As noted, due to resource limitation, primary care partners (PCP, BH, MCO) will 
attempt to stratify populations to identify those at greatest risk (or with highest resource utilization) 
first. 
 
Since 2014, POHC members have been implementing means to engage citizens, breakdown barriers, 
leverage partnerships, and share resources. POHC meetings have been collaborative in nature and POHC 
membership exceeds 80 people (primarily Pend Oreille, Spokane and Stevens County), with an average 
of 25 members regularly attending meetings. 
 
The geographical and demographical dynamics of the Pend Oreille County rural area create some 
challenges for culturally aware, trauma-informed care delivery. For example: 

▫ Northern Pend Oreille County population is significantly older and more isolated than other 
parts of the region. The county spans 1,400 square miles with only 9.3 residents per square 
mile. Additionally, 36% of land is privately owned, 58% is government owned, and the 
Kalispel Tribe of Indians reservation and headquarters are in Usk. 1 

▫ In 2016, 19.8% of Pend Oreille County’s population was living in poverty as compared to 
11.3% for the state of Washington.2 

 

                                                           
1
 Employment Security Department – Pend Oreille County Profile https://fortress.wa.gov/esd/employmentdata/reports-

publications/regional-reports/county-profiles/pend-oreille-county-profile  
2
 Northeast Washington Trends – Economic Vitality 

http://www.northeastwashingtontrends.ewu.edu/graph.cfm?cat_id=1&sub_cat_id=5&ind_id=1  

https://fortress.wa.gov/esd/employmentdata/reports-publications/regional-reports/county-profiles/pend-oreille-county-profile
https://fortress.wa.gov/esd/employmentdata/reports-publications/regional-reports/county-profiles/pend-oreille-county-profile
http://www.northeastwashingtontrends.ewu.edu/graph.cfm?cat_id=1&sub_cat_id=5&ind_id=1
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How will your Collaborative support expansion/scaling of these approaches in future years of the 
Medicaid Transformation Project? 
 

Collaborative partners understand the value of a team-based approach to care/wellness and also know 
the current care/support system design and funding is inefficient. To be able to expand and scale, 
Partner/members must find the means to collectively (and effectively) redirect finite levels of funding 
from care delivery (waiting to treat illness after it occurs) and develop better programs to support 
wellness, social services, and system supports to keep people healthy, chronic conditions managed, and 
interventions delivered timely and effectively. Our means to expedite that process include: 

▫ Deliver patient-centered care (science based, best practice)  
▫ Implement shared savings agreements between providers and MCO’s;  
▫ Right-size the care teams and care coordination workforce across the delivery system; 
▫ Aligning supports/services across all sectors by working with EMS providers, school districts, 

behavioral health, physical health and public health. 
▫ Leveraging resources where appropriate: foster a culture of bi-directional care, use common 

language, provide joint educational programs, and eliminate operating silos 
Collaborative members engaged in the POHC have worked together through active and regular 
communication over many years.  Key community partners are engaged, are committed to develop and 
share best practices, and recognize that a high-level of communication is vital. 
 
Via preventative supports, education and training, and prescribing changes, a primary goal of 
Collaborative partners will be to prevent/reduce the number of people who start using or might be 
tempted to misuse opioids.  Partners understand the need to develop an appropriate work force 
(Primary Care, Behavioral Health, Peer Counseling, Pharmacists, Care Coordinators, Public Health 
Professionals, Law Enforcement, EMS personnel, etc.) to address future need; however, the best way to 
address immediate need (5 years) is to reduce the number we have at greatest risk (and resource 
utilization), reduce recidivism and the future demand for services, and manage to the middle with the 
resources we have in place. Collaborative partners understand that access to services and supports must 
be integrated in order better manage existing resources (reallocation of existing service/cost).   Much of 
this collaboration is already being developed across the county and with our POHC and MCO partners. 
 
 

Chronic Disease Management:  
 
Describe your Collaborative’s shared approach to supporting Chronic Disease Management efforts 
among your Partnering Providers. 
Across the Collaborative, Partner/members all utilize care coordination services for existing clients 
under health home programs to reach outside their four walls and to reach clients in their homes. In 
addition, we have developed or enhanced disease management and caregiver training:   

▫ Rural Resources - for education programs under the Stanford Chronic Diseases Self-
Management Program  

▫ Inland Northwest Health Services diabetic education services 
▫ Kalispel Tribe of Indians (Camas Path) – Special Diabetes Program for Indians 
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Of the strategies in the Medicaid Transformation Project toolkit for Chronic Disease Management, which 
shared strategies/approaches will you use? 
Partner/members will use the following shared strategies/approaches: 

▫ Stanford Chronic Disease Self-Management Program 
▫ CDC- recognized National Diabetes Prevention Programs 

 
How will Partnering Providers engage in the Collaborative approach to Chronic Disease Management?  
Partners/members are already engaged in collaborative effort to manage chronic disease, reduce 
system inefficiencies and leverage available resources.  Each organization with a primary care providers 
(PCP’s) having assigned HCA/Medicaid lives is engaged with MCO partners to stratify/identify clients in 
greatest need. Additionally, POHC members are working to develop other community supports, track 
outcomes, identify clients in need, ensure care, social, and support services are coordinated and 
delivered in an integrated manner.  All are developing means to support measure reporting on for any/ 
all applicable core measure sets defined by the BHT/ HCA. 
 
 
How will the Collaborative’s work in chronic disease prevent and management support BHT’s vision that 
every person in the region have access to culturally competent, whole-person care through an 
integrated community health system? 

 Due to the county-wide collaboration efforts, Pend Oreille County residents have several paths to 
access culturally competent, whole-person care for chronic disease prevention and management. 
Through expanded partnerships with NEW Health Programs Association, the Kalispel Tribe of 
Indians, Rural Resources and Newport Hospital and Health Services, the POHC can reach residents 
across the county, not just in the county seat (Newport).  

 Behavioral health providers will continue to refer clients who have self-identified chronic diseases 
(with their permission) to appropriate primary care providers. 

 Because each segment of Pend Oreille County is so different from the others, cultural awareness is 
crucial to reaching the public in those areas. The benefit to these segments is that they truly 
understand the population they serve; many providers have known these local families for 
generations, know how to talk to them, and know what the community can do to support them in 
whole-person wellness. 

 
How will your Collaborative support expansion/scaling of these approaches in future years of the 
Medicaid Transformation Project? 
 

 The Collaborative fully expects the need for these services to increase in future years, especially 
given the large population of older adults with declining health, and understands the need to be 
ready with the appropriate work force (Medical and Behavioral Health Providers, Community Health 
Workers, Pharmacists, and Care Coordinators). In addition, the more progress is made in each 
segment of the community, the more trust will be extended towards those providing the whole 
person care, and word will spread among local residents. This should play a role in increasing the 
number of residents motivated enough to follow through with integrated care plans. 
 

https://www.hca.wa.gov/assets/program/project-toolkit-approved.pdf
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 Because local resources are limited, PCP’s and local care coordinators will work in conjunction with 
MCO’s and behavioral health providers to initially stratify populations with greatest need (multiple 
chronic conditions, high support service need, extreme resource utilization, etc.) and assist them to 
make strides for better health and wellbeing and reduce MCO/HCA costs.  The intent will be to 
reduce costs (present provider reimbursements) and, via redirected “shared savings,” leverage 
funding to provide additional care coordination and support services to more populations because 
the foundational funding is limited in time and inadequate in total. As progress is made within each 
segment of the community, trust will spread among local residents regarding whole person care and 
should increase the number of residents motivated to follow through with integrated care plans. 
 

 

Opioid Use Crisis:  
Collaborative Transformation Plans must address all four levels of intervention outlined in the MTP 
Toolkit. Individual Partnering Providers are not required to include each level in their Transformation 
Plans; however, Collaboratives should assure that each level of intervention is addressed by at least some 
Partnering Providers within their Collaborative. 
 
Provide a high-level summary of the Collaborative’s approach for each level of intervention in the section 
below. Collaboratives will be asked to refine and finalize plans for collaboration on the opioid use crisis 
after Partnering Provider plans are submitted in August. 
 
Level 1: Prevent opioid misuse and abuse  

 
Describe your Collaborative’s shared approach to preventing opioid misuse and abuse.  
Collaborative partners will work to identify treatment gaps and improve prescribing practices.  Primarily 
this will involve our medical providers, dental providers, behavioral health providers (mental health and 
substance use disorder), and pharmacists.  Prevention education efforts throughout the county will be 
another key approach to prevent misuse with partnerships between law enforcement, schools, local 
coalitions, and task forces to help raise awareness of the dangers of opioid use. 
 
What shared strategies/approaches to prevention will you use? 
The following approaches will be utilized to prevent opioid misuse and abuse: 

 Newport Hospital and Health Services, NEW Health Programs Association, and Kalispel Tribe of 
Indians, will implement the most current Washington State Agency Medical Directors’ Group 
(AMDG) Interagency Guideline on Prescribing Opioids for Pain. 

 Medical providers and pharmacists will use the Washington State Prescription Drug Monitoring 
Program (PDMP) and incorporate it into electronic medical records systems, where possible. 

 Provide ongoing and updated training to providers on the AMDG Guidelines and the PDMP. 

 Coalition partners will work to increase public awareness and knowledge of possible adverse 
effects of opioid misuse.  

 Implement and expand efforts to prevent initiation and misuse among youth through 
partnership with area schools, NEWESD 101, and local coalitions (such as Panther Coalition, 
Youth Task Force, Camas Prevention.)  
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 Throughout Pend Oreille County and within the Kalispel Tribe of Indians, promote safe storage 
and appropriate disposal options for prescription pain medication. 

 
 
Level 2: Link individuals with Opioid Use Disorder (OUD) to treatment services 
 
Describe your Collaborative’s shared approach to linking individuals with OUD to treatment services. 
Newport Hospital and Health Services, NEW Health Programs Association, Kalispel Tribe of Indians 
(Camas Path), and local pharmacist partners will coordinate with Pend Oreille County Counseling 
Services to link individuals with OUD to treatment services.  This coordinated approach will integrate bi-
directional whole person care.  In addition, Northeast Tri County Health will implement a Syringe 
Services Program (SSP) that will support referrals for treatment.  Response and law enforcement 
agencies will be important partners in helping direct individuals to treatment services. 
 
 
What shared strategies/approaches to prevention will you use? 
Through the collaboration activities of the POHC, the following efforts will be pursued: 

 Build capacity of providers and other appropriate partners to recognize signs of possible opioid 
misuse and how individuals can be linked to appropriate medication and psychosocial supports. 

 Build or improve utilization of Medication Assisted Treatment (MAT) using evidence-based 
models. 

 Work with criminal justice professionals to expand access to OUD medications to individuals 
under criminal sanctions.  These efforts will include access to treatment services for individuals 
who are released and linked via the Community Based Care Coordination jail transition project. 

 Through the public health system at Northeast Tri County Health District, implement a Syringe 
Services Program (SSP) that can effectively link individuals to support services involving MAT and 
substance abuse professionals. 

 Identify and treat OUD among pregnant and parenting women. 
 
 
3.) Overdose Prevention: Intervene in opioid overdoses to prevent death 
Describe your Collaborative’s shared approach to intervening in opioid overdoses to prevent death. 
The Collaborative will work with partners that include public health, law enforcement, EMS, and First 
Responders to prevent overdoses and prevent deaths. 
 
 
What shared strategies/approaches to linking people with OUD to treatment services will you use? 
Within the County and working with the Kalispel Tribe of Indians, the following approaches to prevent 
overdoses and deaths will be used or pursued: 

 Through the Northeast Tri County Health District, at risk individuals and/or family members will 
be provided naloxone along will education on its use.  In addition, persons utilizing the SSP will 
receive Fentanyl test strips when applicable/available. 

 Work with collaborative partners to increase availability of naloxone, to include standing orders 
authorizing community based naloxone distribution and lay administration.   
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 Train on the administration of naloxone and on opioid overdose response. 

 Educate on the use of naloxone as it relates to Washington State Good Samaritan Law. 

 Implement, if possible, a GIS based tracking system to determine general areas where overdoses 
have occurred. 

 
 
 
4.) Recovery: Promote long-term stabilization and whole-person care 
 
Describe your Collaborative’s shared approach to promoting long-term stabilization and whole-person 
care.  
Using established POHC partnerships and community groups located throughout the County, services 
will be aimed at peer recovery support services, enhanced community-based recovery support systems, 
and a coordinated care model to support whole person health in recovery. 
 
 
What shared strategies/approaches to linking people with recovery and long-term care services will you 
use? 
Throughout the County and within the Kalispel Tribe of Indians, the following approaches will be 
pursued: 

 Enhance/develop or support the provisions of peer and/or other community based recovery 
support services.  

Through the incorporation of bi-directional integration, care coordination, and alternative evidence-
based pain management approaches, support whole person health in the recovery process.  This will 
include connecting substance use disorder providers with primary care, behavioral health, social 
services, and peer recovery support to address access, referral, and follow up for services. 

 
What Providers and Partners will be involved? Please describe their specific roles. 

 Newport Hospital and Health Services- implementation of AMDG Interagency Guidelines on 
Prescribing Opioids for Pain, use of PDMP, training, public outreach and education, care 
coordination and are giver training, MAT, distribution of naloxone to at risk individuals, and bi-
directional whole person care. 

 Kalispel Tribe of Indians (Camas Center Clinic)- potential roles include implementation of AMDG 
Interagency Guidelines on Prescribing Opioids for Pain, use of PDMP, training, public outreach 
and education, MAT with substance use disorder treatment for all county MCO residents 
distribution of naloxone to at risk individuals, and whole person care (including transportation, 
transitional housing, and traditional classes for healing.) 

 NEW Health Programs Association (Selkirk Community Health Center)- potential or possible 
roles include implementation of AMDG Interagency Guidelines on Prescribing Opioids for Pain, 
use of PDMP, training, public outreach and education, MAT, distribution of naloxone to at risk 
individuals, and whole person care. 

 Pend Oreille County Counseling Services- potential roles include behavioral health services, 
substance use disorder treatment, referral for MAT, referral to SSP, distribution of naloxone to 
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at risk individuals, and involvement with community-based recovery support systems, and focus 
on whole person care. 

 Northeast Tri County Health District- potential roles include the administration and 
implementation of SSP, referral for MAT or counseling services, distribution of naloxone to 
individuals at risk, provide Fentanyl test strips when applicable, provide consultation and rapid 
screening for at-risk individuals for bloodborne pathogens common with use of illicit opioids.  

 Area Pharmacies- Work with providers on coordination of AMDG Interagency Guideline on 
Prescribing Opioids for Pain and PDMP, referral for OUD treatment services, and distribution of 
naloxone to at risk individuals. 

 Law Enforcement Agencies-Referral to MAT or counseling services, administration of naloxone, 
and identification of areas of overdoses (helping to target outreach and education efforts). 

 First Responders and EMS- Referral to MAT or counseling services, administration of naloxone, 
and identification of areas of overdoses (helping to target outreach and education efforts). 

 Schools- Outreach and education aimed at preventing initiation and misuse among youth 
populations. 

 NEWESD 101- Counseling and behavioral health services to students.  Referrals to community 
SUD treatment providers. 

 Prevention/Education Organizations (Panther Coalition, Youth Task Force, Camas Prevention) 
- application of local strategies with public education and/or youth focused interventions and 
support. 

 Faith Based Organizations- recovery support services  
 

How will the Collaborative’s work on the opioid use crisis support BHT’s vision that every person in the 
region have access to culturally competent, whole-person care through an integrated community health 
system? 
 
Collaborative partners’ integration work will improve access and service delivery for everyone; they will 
work together to provide evidence-based whole-person care, explore non-traditional ways for providing 
patient access, and engage clients, care givers, providers, and support groups to develop means to meet 
Pend Oreille County residents where they are in an effort to provide appropriate individual treatment 
plans. 
 
How will your Collaborative support expansion/scaling of your approaches to the opioid crisis (at all 
levels of intervention) in future years of the Medicaid Transformation Project? 
Via preventative supports, education and training, and prescribing changes, a primary goal is to 
prevent/reduce the number of people who start using or might be tempted to misuse opioids.  Partners 
do understand the need to develop an appropriate work force (Primary Care, Behavioral Health, Peer 
Counseling, Pharmacists, Care Coordinators, Public Health Professionals, Law Enforcement, EMS 
personnel, etc.) to address future need; however, the best way to address immediate need (5 years) is 
to reduce the number we have in greatest risk (and resource utilization), reduce recidivism and the 
future demand for services, and manage to the middle with the resources we have in place. 
Collaborative partners understand that access to services and supports must be integrated in order 
better manage existing resources (reallocation of existing service/cost).   Much of this collaboration is 
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already being developed across the county through more broad POHC discussions (including MCO 
partners). 
 

Community Strengths and Needs 
Describe your strategies for promoting collaboration and coordination among all Partnering Providers 
and other community-based resources. 

 Strategies to promote collaboration and coordination among all Partnering Providers and other 
community-based resources include: 

o Complete Community Health Needs Assessment 
o Work-groups from the Collaborative (supported by additional Pend Oreille Health 

Coalition members) designed to support and focus on project-specific metrics to move 
for better health outcomes and P4P reporting. 

1. Community Based Care Coordination Workgroup 
2. Chronic Disease Management & Prevention Workgroup 
3. Opioid Use Crisis Workgroup 
4. Bi-Directional Integration of Care Workgroup 
5. Social Determinants of Health Workgroup (support for regional projects and 

additional community activities) 
o Pend Oreille Health Coalition Meetings 

 Already started collaborative service discussions in 2016 with strategic planning 
activities and partner inventory assessments, gap inventories, and charter 
planning. This made the move into Medicaid Transformation planning almost 
seamless. 

o Collaborative MOU/Partnering Provider Meetings 
o Community resource directory – currently in design and input phase 
o Shared training opportunities 
o Washington Drug Free Youth (WDFY) and Youth Task Force meetings 
o Faith-based organization collaboration 

 
Please describe the value the Collaborative will bring to Partnering Providers in your community. What 
will happen with the Collaborative that couldn’t happen without it? 
 

 This collaboration provides a mechanism for the integration and leveraging of resources among 
programs that might otherwise overlap; shared spaces where appropriate, broader 
conversations and community referrals by engaged providers across systems of care. 

 Whole person-centered care will make the healthcare process more efficient, accessible and 
accountable for local residents. It will also allow for more consideration in the referral process, 
which means better, more informed care for the individual. 

 Without these county-wide collaborative efforts, Medicaid Transformation is not possible. 
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Please describe your community’s strengths and challenges in addressing community health 
transformation and include any specific to the Bi-Directional Integration, Opioids, Chronic Disease 
Management and Community Based Care Coordination 
 
Strengths:  
 

 Three PCP groups committed to work with MCO’s and community partners to identify and serve 
clients and to efficiently and effectively provide support and care services to clients and their 
families and care givers. 

 Well-established and strong central group within the Pend Oreille Health Coalition committed to 
identify core care/support measures and move the bar on population health outcomes affecting 
Pend Oreille County residents and those served by POHC organizations. This includes well-
established local trust and engaged communication among active Pend Oreille Health Coalition 
members, community leaders, and elected officials. 

 Newly-formed Social Determinants of Health Workgroup to support project teams 

 Commitment to furthering the work of medication management services in a primary care 
setting, providing support across the spectrum of care: providers, care coordinators, community 
pharmacists, and patients/residents. 
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Challenges: 
 

 Geographic/Distance – client access to providers and vice versa, particularly with home care 
services can be difficult to attain efficiently, due to distance between sites.  

 Quick access to pharmaceuticals – the only two pharmacies in the county are located in 
Newport.  Changes in policy in the past couple of years by the WA State pharmacy board have 
made it prohibitive to maintain a variety of pharmaceuticals at the Camas Center Clinic and NEW 
Health Programs Association locations.  

 Adequate workforce – community health workers and nurse care coordinators for primary care, 
as well as behavioral health, psychiatric providers, long-term retention of medical providers, and 
licensed medical social workers (LMSW); dental providers (particularly those accepting adults on 
Medicaid)  throughout Pend Oreille County. 

 Unknown reimbursement structures/shifts to value based purchasing have created funding risks 
for providers across systems of care.  Initial investments to improve care coordination/health 
and reduce costs (cut provider reimbursements) will only work if the shared savings are 
returned to the community to be redirected to support other services.      

 Social determinants of health concerns affecting progress that are not quickly remedied in 
communities with scarce resources (i.e. supportive housing, education, employment) 

o Lack of supportive and affordable housing 

o Lack of licensed childcare services 

o Lack of skilled workers (trades areas, especially) 

o Generational poverty 

o Lack of youth center 

 Extremely limited access to family law attorneys, especially those who operate on sliding fee 
scales 

 Insufficient patient population and access to specialty care to successfully implement Pathways 
Hub for overall care coordination. 

 Lack of more accessible urine analysis locations for Pend Oreille County probation and court 
ordered testing. Having locations available throughout Pend Oreille County, (North and mid 
county, as well as in the Newport area) would reduce the cycle of noncompliance based on the 
ability of transportation.  Most individuals who are required to test are unable to drive due to 
suspended licenses and other financial issues. 
 

 Regarding Medication Management Challenges: 
o Prescribers tend to be independent.  There’s currently insufficient 

linkage/communication between pharmacists and prescribers to review, monitor, and 
change prescribing patterns. 

o Patient resistance to change in medication therapy, low buy-in, low compliance and lack 
of accountability and participation in their healthcare.  
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Charter Template 
Click here to download the template. 
 

Collaborative Governance 
Please provide a description of Collaborative decision-making processes and how the Collaborative will 
approach issues of conflict (to also be included in the Collaborative Charter – Governance section). 
 
The Collaborative strives to reach consensus. If consensus cannot be reached, the Collaborative will 
vote, and the majority decision will rule. 
 
 
Please provide signatures from all Partnering Providers (Signature sheets provided at the end of 
document) 
[attached] 
 

Collaborative Management & Rural Accelerator Funds  
How do you plan to spend the Collaborative Management Funds? Provide a narrative and complete 
budget form on the following page. 
Half of the Collaborative Management Funds will be spent primarily on project management within the 
Collaborative (salaries, administrative costs associated with hosting meetings, providing refreshments, 
legal assistance/review, and technical assistance). Remaining funds will support training and community 
health education campaigns focusing on the four Medicaid Transformation project areas.  
 
Which entity will be the fiscal agent?  
Collaborative Management Budget:  Newport Hospital and Health Services 
Rural Accelerator Budget:  Better Health Together 
 
How do you plan to leverage other funding sources to support Transformation work?  

 By continuing work with MCO partners (Molina and Amerigroup) the Collaborative will further 
develop reimbursement and shared savings strategies that align with Transformation work.  

 The Collaborative partners will search for private grant opportunities that make sense to the 
overall work of the individual partner, as well as the Collaborative. Completing these 
applications as a Collaborative will strengthen the overall applications, simplify the process, and 
ensure program communication and grant reporting support. Several of the providers have 
activated programs and processes that move towards positive metrics associated with the MTP. 

 
How do you plan to spend Rural Accelerator dollars? 
Rural Accelerator dollars will be spent to further the collaborative work necessary for all projects as 
determined by MOU partners and those at risk for care delivery. Engaging providers (Newport Hospital 

http://www.betterhealthtogether.org/s/Rural-Collaborative_Charter-Framework_Final.docx
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and Health Services, Kalispel Tribe of Indians (Camas Path), Pend Oreille County Counseling Services, and 
NEW Health Programs Association) in participation is paramount, including reporting on project 
milestones, moving toward new payment model and reporting on project metrics. Only licensed 
providers are included in this budget, as they will be tied to reporting performance measures. 
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Collaborative Management - Budget Template (through 2019) 
 

Expense Amount 
Administration  
Payments for the administrative operating expenses of the ACH (e.g., financial, legal, 
administrative salaries, facilities and equipment, taxes). Includes meeting expenses, supplies, 
and services. 

 

 $  

SUBTOTAL $          0.00 
  
Project Management 
Payments for transformation project-related design and project management support. 

 

 

Newport Hospital and Health Services $  25,000.00 

SUBTOTAL $  25,000.00 
  
Provider Engagement, Participation, and Implementation 
Payments to partners for engagement and participation (signed partner agreements, and 
meaningful leadership and participation on workgroups and operational committees); 
implementation costs for early infrastructure and process changes that actively move the 
partner and team toward integration and community-based care. 
 

 Pend Oreille County collaborative training opportunities to support the work around 
the four Better Health Together regional projects. 

 Pend Oreille County community health education and promotion: 
o Collaborative campaigns designed to promote health, educate about 

healthy behaviors, encourage residents to seek services, support social 
determinants of health work, and rally the Pend Oreille County 
communities served by the Collaborative. 

 

$  25,000.00 

SUBTOTAL $  25,000.00 
  
Provider Performance and Quality Incentives 
Payments to partners for reporting on project milestones; performance-based, metric-driven 
payments; transitioning to new payment models. 
 

 

[Included in Rural Accelerator Funding budget below] $ 
 $ 

SUBTOTAL $           0.00 
  

TOTAL EXPENSES $ 50,000.00 
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Rural Accelerator - Budget Template (through 2019) 
 

Expense Amount 
Administration Payments for the administrative operating expenses of the ACH (e.g., 

financial, legal, administrative salaries, facilities and equipment, taxes). Includes meeting 
expenses, supplies, and services. 

 

Pend Oreille County Counseling Services  
Kalispel Tribe of Indians (Camas Path)  
Newport Hospital and Health Services  

NEW Health Programs Association  

SUBTOTAL $           0.00 
  
Project Management 
Payments for transformation project-related design and project management support. 

 

 

SUBTOTAL $           0.00 
  
Provider Engagement, Participation, and Implementation 
Payments to partners for engagement and participation (signed partner agreements, and 
meaningful leadership and participation on workgroups and operational committees); 
implementation costs for early infrastructure and process changes that actively move the 
partner and team toward integration and community-based care. 
 

 

Pend Oreille County Counseling Services $   5,000.00 
Kalispel Tribe of Indians (Camas Path) $   5,000.00 
Newport Hospital and Health Services  $   5,000.00 
NEW Health Programs Association $   5,000.00 

  
SUBTOTAL $ 20,000.00 

  
Provider Performance and Quality Incentives –  

Payments to partners for reporting on project milestones; performance-based, metric-driven 
payments; transitioning to new payment models.  
 

 

Pend Oreille County Counseling Services $  7,500.00 
Kalispel Tribe of Indians (Camas Path) $  7,500.00 
Newport Hospital and Health Services (Newport Health Center) $  7,500.00 
NEW Health Programs Association $  7,500.00 
  

SUBTOTAL $ 30,000.00 

  

TOTAL EXPENSES $ 50,000.00 



 

Collaborative Transformation Plan 18 

 Collaborative Transformation Plan  

Definitions of Budget Template Categories 

Administration 
Payments for the administrative operating expenses of the ACH (e.g., financial, legal, administrative salaries, facilities and 
equipment, taxes) 
 
Project Management 
Payments for transformation project-related design and project management support. 
 
Provider Engagement, Participation, and Implementation 
Payments to partners for engagement and participation (signed partner agreements, and meaningful leadership and 
participation on workgroups and operational committees); implementation costs for early infrastructure and process changes 
that actively move the partner and team toward integration and community-based care. 
 
Provider Performance and Quality Incentives 
Payments to partners for reporting on project milestones; performance-based, metric-driven payments; transitioning to new 
payment models.
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Community Health Transformation Collaboratives 

Pend Oreille Collaborative Charter  
 

Vision 
The Pend Oreille Collaborative will provide a united voice for area service providers to develop, 
coordinate, and deliver health and human services during the redesign and implementation years of the 
Medicaid delivery system. This redesign is tied to Washington State Health Care Authority’s “Healthier 
Washington Initiative” and 1115 Medicaid Waiver. 
 
The group will work together with the Pend Oreille Health Coalition to reduce inefficiencies in delivery 
processes and redirect savings toward targeted, strategic intervention programs. We envision united 
efforts to improve overall community health, via: 

 Improve family and individual health and well-being, 

 Improve access to health and human services, 

 Collaborate proactively to deal with medical care/support service delivery changes. 
 

Charge 

 The Pend Oreille Collaborative is the formal convening body for the Better Health Together 
(BHT) Accountable Community of Health (ACH) partners. The intent of the Collaborative is to 
promote and support clinical and community coordination across providers and partners. 
 

Priorities 

 Coordinate care – reduce replication and improve transitions of care, 

 Integrate determinants of health - medical care with social/support services, 

 Increase health awareness with a focus on prevention and wellness, 

 Promote and enhance educational services and workforce development. 

 Participate with Better Health Together (the NE Washington region Accountable Community of 
Health) and the Medicaid Transformation Projects 
o Bi-Directional Integration of Care 
o Opioid Use Crisis 
o Chronic Disease Management 
o Community-Based Care Coordination 

 Continue regular conversations around: 
o Maternal & Child Health 
o Oral Health 
o Jail Transitions 

 
Principles 

 Focus efforts on agreed upon target objectives and outcomes 

 Regular meetings with open and inclusive dialogue 
o Work product updates/communications will be distributed in advance of meetings 

 Steering committee governance structure 
o Voting body includes MOU Partners of the Pend Oreille Collaborative – (“Member”) 
o Pend Oreille Health Coalition members at large 

 Monitor the effectiveness of initiatives regarding Fully Integrated Managed Care (FIMC) and 
meet reporting deadlines 
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o Start with defined measures according to the Medicaid Transformation Toolkit and 
Projects 

o Convene as necessary to meet reporting deadlines and carry out successful shift to 
value-based purchasing. 

 Establish effective governance structure 
o Charter to provide a functional framework 
o Select Chair / Co-Chair  
o Establish standing Committees/Workgroups (as determined) 

 Continue to involve the Pend Oreille Health Coalition at-large members for 
assistance with workgroup progress and local activities that move towards 
successful metrics. 

Tasks 
 Develop a local plan that meets the BHT ACH objectives and Medicaid Transformation Projects 

(MTP) requirements to guide Pend Oreille Collaborative ongoing implementation efforts. 
 Ensure the collaboration and commitment of organizational leadership across partners and 

providers is formalized.  
 Ensure that local efforts coordinate with and do not duplicate existing efforts in the community. 
 Track Collaborative progress to ensure collaboration and system change and make course 

corrections when necessary. 
 Carry out formal Pend Oreille County Community Health Needs Assessment with assistance 

from Spokane Regional Health District. 
 Build on successes and identify solutions to challenges. 
 Identify, support and participate in shared learning opportunities across providers and partners. 

 
Membership 
Composition: 

 The Collaborative will include key partners with the expertise and experience required to 
transform the Medicaid delivery system, including representation from all of the following 
settings: clinics, Federally Qualified Health Centers (FQHCs), hospitals and ER, mental health and 
substance use, pharmacies, EMS, public safety, public health, oral health, native health, SDOH 
partners, and elected officials. 

 Voting Collaborative MOU Partners (“Member”) include: 
o Educational Service District 101 (ESD 101) 
o Kalispel Tribe of Indians 
o Newport Hospital and Health Services 
o Newport School District 
o Northeast Tri-County Health District 
o Northeast Washington Health Programs 
o Pend Oreille County Counseling Services 
o Pend Oreille County Sheriff's Department 
o Pend Oreille Crime Victims’ Services - Family Crisis Network 
o Rural Resources 
o Seeber's Pharmacy 
o South Pend Oreille Fire & Rescue 

 Additional non-voting members include POHC members at-large: 
o Local community leaders 
o Empire Health Foundation 
o Public / Private schools – Newport, Cusick, and Selkirk School Districts 
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o Child care services 
o Dental providers 
o Pend Oreille County Economic Development Council 
o Home Health Agencies 
o Aging & Long-Term Care / Senior living / Senior services groups 
o Emergency services 
o State legislators 
o Food distribution agencies 
o Community enrichment groups 
o Before and after school activities groups (i.e. 21st Century) 
o Faith based organizations 
o Northwest Rural Health Network 
o Better Health Together  

 
Selection of Chair/Co-Chair/Leadership Structure: 

 The Chair and Co-Chair will be elected by the Collaborative. 
o The Chair is responsible for organizing meetings, facilitating completion of Collaborative 

Transformation Plan paperwork, Collaborative Lead reporting, managing receipts, and 
record-keeping and distribution of all meeting notes. 

o The Chair is responsible for organizing the progress of workgroups (metric-driven) in 
each of the four (4) project areas. 

o The Chair will only vote in the case of a tie (OR if no other representative from the 
Chair’s Member organization is present). 

 The Co-Chair is responsible for supporting the Chair. The Co-Chair will vote as a member of 
the Member organization he or she represents. 
 

Removal or resignation 
Any Member may be removed from office after obtaining the prior approval of the Member, by an 
affirmative vote of two-thirds of the Pend Oreille Collaborative, if in the sole judgment of the 
Collaborative the best interests of the Collaborative would be served thereby.  Any Chair or Co-Chair 
also may be removed by the Collaborative. 

 
Decision-making 
The Collaborative strives to reach consensus. If consensus cannot be reached, the Collaborative will 
vote, and the majority decision will rule.  

 Each Member organization will receive one (1) vote.  

 Proxy votes will be accepted and recorded.  

 Votes cast via email will be accepted as long as the original message is included and each 
Member of the governing body is included in the voting email.  

 
Dependencies 
The Pend Oreille Collaborative will be supported through Better Health Together (BHT) Accountable 
Community of Health (ACH) infrastructure including staff, consultants, and Technical Advisory Councils 
(Community Voices Council, Hub Council, Provider Champions Council, Regional Integration Team, Tribal 
Partner Leadership Council, and Waiver Finance Team). BHT will serve as a neutral convener to support 
collaboration and cooperation and assist the Pend Oreille Collaborative as it establishes its structure and 
processes.  The Pend Oreille Collaborative can request assistance and advice on process (Collaborative 
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decision making, etc.), substance (specific expertise on behavioral health, etc.) and other areas and 
needs. 
 
The Collaborative and the Technical Councils will work in a bi-directional feedback partnership to finalize 
policy and implementation plans. By design, there is cross-representation between the Pend Oreille 
Collaborative and Technical Councils to ensure local buy-in and regional accountability. 
 
Meeting Frequency 
Collaborative partners will meet as needed to complete the work, either in-person or via web-based 
meeting platform. Collaborative partners may also be engaged with specific workgroups as assigned by 
project or support of projects. Meeting frequency of overall Collaborative will be quarterly; workgroups 
will meet monthly beginning in August 2018 until tasks are outlined and metrics are assigned.  
 

Attendance 

 Doodle Polls will be conducted well in advance of meeting to determine the best meeting 
times. Members will respond to Doodle Polls within a reasonable time frame to better 
facilitate final meeting dates/times. 

 Meeting attendance by MOU Partners is mandatory; all meetings will be made available 
through Zoom Meeting (web-based meeting platform) and will be recorded for later 
referral.  

 If Members are unable to attend the meeting or participate via Zoom, they will send a 
representative from their Collaborative MOU Partner organization with decision-making 
authority on their behalf.  
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 Name Organization Email Address 

1 

 

Alan Botzheim Sheriff, Pend Oreille County Sheriff’s 
Office 

ABotzheim@pendoreille.org  

2 Alison Carl White Executive Director, Better Health 
Together 

alison@BetterHealthTogether.org 
 

3 Amber Sherman  Fostering WA Asherman4@ewu.edu 
 

4 

 

Andrew Bingham NEWESD 101 abingham@esd101.net  

5 

 

Annabelle Payne Director, Pend Oreille County 
Counseling Services 

APayne@pendoreille.org 
 

6 

 

Barb Middleton, MSN COO, Northeast Washington Health 
Programs 

barbmid@newhp.org  

7 Becky Anderson  Rev.becky.52@gmail.com 

 
8 
 

Beth Anheier, RN Newport School District Nurse anheierbeth@newportgriz.com 
 

9 Bob Eugene Pend Oreille County Citizen beugene1@msn.com  
 

10 Brian Meyers Empire Health Foundation 
 

brian.meyers@empirehealthfoundation.org 

11 Brittany Stemarie Pend Oreille County Counseling 
Services, WISe Program 

bstemarie@pendoreille.org  

12 

 

Cara Verhaeghe, JD Corporate Counsel,  
NEW Health Programs Association 
 

cverhaeghe@newhp.org 
 

13 

 

Carrie McKinley Pend Oreille County Counseling 
Services 

cmckinley@pendoreille.org 

 
14 Chris Evers Mayor, Town of Cusick; 

Cusick School District 
mayorofcusick@itss.net  

15 Chris Knoefler WSU Christine.knoefler@wsu.edu 

 
16 Christina Wagar, MT(ASCP) NHHS, Director of Primary Care and 

Ancillary Services 
Christina.wagar@nhhsqualitycare.org 

17 Curt Fackler Better Health Together curt@betterhealthtogether.org 

 
18 Danielle Cannon Coordinated Care Danielle.e.cannon@coordinatredcarehealth.

org 

19 

 

David Smith, PhD Superintendent, Newport School 
District    

SmithDave@newportgriz.com 
 

20 Denise Rowsey, RN Care Coordinator, NHHS Denise.rowsey@nhhsqualitycare.org  
 

21 

 

Desiree Sweeney Chief Executive Officer, NEW Health 
Programs Association 

DesireeS@newhp.org  

22 Diana Barnard, MSW Social Services, NHHS Diana.barnard@nhhsqualitycare.org  

 
23 Greg Goodnight Selkirk School District ggoodnight@selkirk.k12.wa.us  
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mailto:bstemarie@pendoreille.org
mailto:cverhaeghe@newhp.org
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24 

 

Greg Seeber, RPh Seeber’s Pharmacy gseeber@povn.com  

 
25 Heather Mercer Pend Oreille County Counseling 

Services, WISe Program 
hmercer@pendoreille.org  

26 

 

Heather Peterson Care Coordinator,  
Rural Resources 

hpeterson@ruralresources.org  

27 Heidi Brown Providence Healthcare Heidi.Brown@providence.org 
 

28 Jac Davies Better Health Together and Northwest 
Rural Health Network 

Jac@BetterHealthTogether.org  

29 

 

Jackie Kiehn, RN Director, Pend Oreille Crime Victim 
Services 

Jackie@pofcn.org  
 

30 Jamie Wyrobek Director, Pend Oreille County Economic 
Development Council 

jwyrobek@pendoreille.org 
 

31 

 

Jan Steinbach, RN NE TriCounty Health District JSteinbach@netchd.org 
 

32 

 

Jenny Smith, MA Marketing and Foundation Director, 
NHHS 

Jenny.smith@nhhsqualitycare.org 
 

33 Jeri Rathbun Empire Health Foundation jeri@empirehealthfoundation.org 
 

34 

 

Jessica Ausborn Pend Oreille County Counseling jausborn@pendoreille.org  
 

35 Jessie Nowling Community Engagement Asst., Better 
Health Together 

Jessica@betterhealthtogether.org 

36 Jill Carpenter N.E. Washington Early Childhood 
Program 

jcarpenter@ruralresources.org  

37 

 

JoDee Savage CMA, FCSP, CIRS Rural Resources, RRCA jsavage@ruralresources.org  
 

38 

 

Jodi Bezold Health Homes Care Coordinator, 
Newport Health Center 

Jodi.Bezold@nhhsqualitycare.org  

39 Joey Charlton Liaison – Apple Health Core 
Connections, Coordinated Care 

jocharlton@coordinatedcare.org 

 
40 John Jackson Pend Oreille EMS Johnpjackson71@gmail.com 

 
41 Jonnie Bradley The Wise Guide info@thewiseguide.com 

 
42 

 

Judy Hutton Northeast Tri County Health District jhutton@netchd.org  

 
43 Julie Lohman Health Information, Newport Hospital 

and Health Services 
Julie.lohman@nhhsqualitycare.org  

44 Justin Botejue Better Health Together Justin@betterhealthtogether.org 
 

45 

 

Kim Manus Director of Finance, NHHS kim.manus@nhhsqualitycare.org 
 

46 Laura Borman Amerigroup Laura.Borman@amerigroup.com  
 

47 Laurie Mitchell Health Care Authority Laurie.mitchell@hca.wa.gov 
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(at Newport Hospital and Health 
Services) 

 

48 

 

Lea Porter Victim Advocate, Family Crisis Network lea@pofcn.org  
 

49 Lori Stratton Foundation Assistant, NHHS Lori.Stratton@nhhsqualitycare.org 
 

50 Lynn Kimball Director, Aging and Long Term Care of 
Eastern Washington 

lynn.kimball@dshs.wa.gov 
 

51 Mandy Walters Pend Oreille County Library District mwalters@pocld.org  

 
52 Marion Lee Spokane Regional Health District mrlee@srhd.org  

 

53 Martina Coordes Y.E.S. martinayeskids@outlook.com 
 

54 

 

Matt Schanz Administrator, NE TriCounty Health 
District 

mschanz@netchd.org 

55 Maureen Correia Molina Healthcare Maureen.correia@molinahealthcare.com  
 

56 Melannie Jones Business Owner, POVN melj@povn.org 
 

57 

 

Michelle Ells, RN Care Coordinator, Newport Health 
Center, NHHS 
 

Michelle.Ells@nhhsqualitycare.org 

58 Michele Hastings Newport School District (PEP Grant) hastingsmichele@newportgriz.com  
 

59 Michelle Nedved Publisher, The Newport Miner 
 

michellenewportminer@gmail.com 
 

60 

 

Mike Nokes Chief, South Pend Oreille Fire and 
Rescue 

mnokes@spofr.org  

61 Mike Manus Commissioner, Pend Oreille County mmanus@pendoreille.org;  
 

62 Miranda Biddle, BSW Social Services, NHHS Miranda.biddle@nhhsqualitycare.org 
 

63 Nicole Dice Pend Oreille EMS dicend@live.com 
 

64 Pearl Bouchard Aging and Long Term Care of Eastern 
Washington 

bouchpb@dshs.wa.gov  

65 

 

Rebecca Flood Clinic Manager, Newport Health 
Center, NHHS 

Rebecca.flood@nhhsqualitycare.org  
 

66 Reese Holford, BASW, CHW Practice Facilitator for Pediatric-
Transforming Clinical Practice Initiative, 
Dept. of Health 

Reese.holford@doh.wa.gov  

67 

 

Ron Poplawski Manager, Camas Center Clinic 
Kalispel Tribe of Indians (Camas Path) 

rpoplawski@camashealth.com 
 

68 

 

Sandra Perkins 
 

NE TriCounty Health District sperkins@netchd.org 

69 Shannon Boniface DSHS bonifsm@dshs.wa.gov 
 

70 Shannon Dayton Molina Healthcare Shannon.dayton@molinahealthcare.com 
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71 Shannon Mack Amerigroup Shannon.mack@amerigroup.com 

 

72 Sheri Hirst, RN Case Manager, NHHS Sheri.hirst@nhhsqualitycare.org 
 

73 

 

Sonya Dewitt Clinical Director, Pend Oreille County 
Counseling Services 

sonyadewitt@gmail.com  

74 

 

Sonya Hopper Rural Resources shopper@ruralresources.org 

 
75 

 

Terry Titmus Division Director, Rural Resources 
Community Action 

ttitmus@ruralresources.org  

76 

 

Theresa Allen, DMHP Therapist, Pend Oreille County 
Counseling Services 

tallen@pendoreille.org 

77 

 

Theresa Daley Rural Resources tdaley@ruralresources.org 
 

78 

 

Tom Wilbur CEO, NHHS Tom.wilbur@nhhsqualitycare.org 
 

79 Vickie LaFromboise Amerigroup of Washington Victoria.lafromboise@anthem.com 
 

80 Wendy Nelson Health Care Authority Wendy.Nelson@hca.wa.gov 
 

81 Yolanda Lovato Aging & Long Term Care of Eastern 
Washington 

lovaty@dshs.wa.gov 
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