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What is a Certified Community Behavioral Health Clinic 

(CCBHC)?

CCBHC is a model of  care that aims to improve service quality and accessibility. CCBHCs 

are required to serve anyone who requests care for mental health or substance use, 

regardless of  their ability to pay, place of  residence or age ð including developmentally 

appropriate care for children and youth. CCBHCs do the following:

Provide integrated, 

evidence-based, 

trauma-informed, 

recovery-oriented and 

person- and family-

centered care.

Offer the full array of  

CCBHC-required 

mental health, 

substance use and 

primary care screening 

services.

Coordinate care with 

other behavioral 

health, physical 

health, and social 

services systems in the 

community.



2017

CCBHC 

Demonstration with 
20 hr primary care 
requirement.

2018

Oregon receives 5 yr 

PIPBHC grant to 
support CCBHCs 
with integrated care.

2019

Federal and state 

uncertainty and 
infastrcture problems.

2021

State evaluation to 

decide future and 
sustainability of  
CCBHCs

2024

House Bill 4002 

changes CCBHC from 
demonstration to 
Medicaid state plan 
amendment and 
removes primary care 
requirement.



Oregon CCBHCs and Reverse Integrated Primary Care

PIPBHC Funding Support:

ÅThe Promoting Integration of  Primary and Behavioral Health Care (PIPBHC)grant 

provided critical support to sustain and expand primary care services.

ÅPIPBHC funds helped clinics meet the 20-hour primary care requirement and supported 

service delivery beyond the demonstration period.

ÅThese funds strengthened infrastructure and promoted whole-person care, especially for 

individuals whose primary health contact was through behavioral health settings.



2024 Policy Shift: Removal of  On-Site Primary Care 

Requirement

House Bill 4002 (2024):

Å Directed the Oregon Health Authority (OHA) 

to transition the CCBHC program from a federal 

demonstration to a Medicaid State Plan Amendment 

(SPA)by September 30, 2025.

Å Under the SPA, OHA will provide the state share for 

CCBHC services butwill no longer require clinics to 

provide 20 hours of  on-site primary care.

Å This change reflects a shift towardflexible 

integration models, allowing clinics to coordinate 

with external primary care providers rather than 

deliver services directly.



Concerns About Removing Primary Care 

ÅReduced Access to Care

ÅWorsening Health Disparities

ÅLoss of  Behavioral Health Home Model

ÅIncreased Operational Complexity

ÅRisk of  Reverting to Siloed Systems: 





Columbia 
Community Mental 

Health (CCMH)

Å One of  12 CCBHC's currently part of  the 

federaldemonstration pilot that began in 2017

Å Community based and outpatient services in St. Helens 

(Creekside campus)

Å Three residential facilities and a Crisis Receiving Center

Å ~180 Staff



Clinic





CPCC Contract

Å Total costs based on (partial) 

FTE time of  MD, RN, MA

Å Subtract estimated clinical 

revenue

Å Paid monthly; contract 

revisions every 1-2 years







Condition SMI SUD

HLD 76% 62%

HTN 58% 32%

Obesity 45% 50%

Diabetes 27% 12%

Tobacco Use 55% 85%

Chronic Heart Disease 15% 12%



OUR MODEL
RN Care Manager 

completes intake, triages 

acute concerns, enhances 

care coordination and 

ensures appropriate patient 

care fol low up.

CCMH Medical 

Assistant is a liaison 

between OHSU and 

CCMH staff. She 

manages the CCMH 

schedule and enters 

health metrics. 

Behavioral Health 

Team supports clients 

at appointments, 

provides case 

management, and 

reinforces health goals

PCP is the 

medical director 

of  the program 

and oversees all 

patient care















Chronic Conditions

SMI SUD

Hyperlipidemia 76% 62%

Hypertension 58% 32%

Obesity 45% 50%

Diabetes 27% 12%

Tobacco Use 55% 85%

Congestive Heart Failure 15% 12%



Average # of  screenings / Patient within 2 years pre & post admission date

Pre Period Post Period

Hemoglobin A1C 1.5 3.0

Cholesterol 1.1 2.6

Triglycerides 1.1 3.0

HDL 1.1 2.6

LDL 1.1 2.6



ÅòWe consult all the time. We'retalking on teamsa lot about our mutual 
clients.ó

ÅòIt's just a lot easier to streamline it and have it on allunder one roof, 
especially because it makes itmore easyfor our case managers and 
therapists to support them [in] the appointments.ó

ÅòBeing able to have overlap andcommunicate between prescribershas 
been essential with a lot of the people that we have that you have more 
chronic, persistent, mental illness.ó

ÅòWe really haveconsistentcommunication,we haveconsistent practices. 
It's the same every time now that we've got good workflows and things 
down. So, weare able towork veryseamlessly, in a totally different way 
than when clients are getting services from a different primary care 
provider. There's a huge variability among how that communication 
occurs with other primary care providers.ó

Theme 1: Organizational Structure



ÅòI think that our folkshave a tendency tobe difficult to engage 
in general. Andsoonce we get them engaged in and a mental 
health program, then that that builds thistrustthat can help us 
get them into services and it just really helps coordinate 
carereally closelyó

ÅòI believe a lot of my clients would not be seen if it wasn't for 
the program here also having their consistency you know, 
seeing the same providers is very helpful. Oftentimes my 
clients don't trust very easily. Sohaving that 
consistencydefinitely helps.ó

Theme 2: Client Trust



ÅòI'd also attend other medical appointments outside of that 
clinic, [é] so I wouldfollow upwith the specialty care 
appointments, or the diagnostic imaging appointments. But, 
yes, it was mostlyscheduling,attendingand then, 
um helping the client afterwardsunderstand their after visit 
summary or often they might misconstrue some of  the 
information that was given to them or catastrophizing the 
information or minimize the information.ó

Theme 3: Case Management



ÅòOne example that I can provide is someone complaining of UTI [é] and 
being able to coordinate with providers, to be able to get an appointment 
scheduled to prevent it from becoming a kidney infection.ó

Åò[DrAndeen]'s got some time set aside for people who just need their 
questions answered, and I think that that is huge because otherwise my 
clients would becalling 911[é] and he's able toput their mind at easeand 
see them and and address that with them.ó

ÅòI had a client who was having delusions that he [was being] eaten out of his 
abdomen and so being able to get him to be seen by our doctor here through 
the program,prevented them from going to emergency roomand basically 
to be seen for a delusion, rather than actual physical symptom.ó

Theme 4: Preventing Excess Healthcare Utilization



ÅòThestaffing crisis, the nursing not having a nurse right now is 
obviously not ideal in term that's a little bit of  a step back andnot 
having that presenceand being being difficult to staff.ó

ÅòCould improve currently they're a little bitshort staffedand so not 
having or a nurse communications. Really limited right now.ó

ÅòBeing here when we were fully staffed versus not being fully staffed, 
I've already noticed a difference and it's muchmore difficult to get 
carefor our clients when they're not as well staffed.ó

ÅòThat's been a real challenge, havingturnoverof staff  and there is such 
a culture in that value system [é] where that's something that's difficult 
to just transmit to a new employee.ó

Theme 5: Staffing



Other Themes:

Å Queries aboutwhich SMI patientswould be best fit for CPCC referral.

Å Ease and timing of access:

o ôDrop inõ sessions

o Longer (1 hour) visits

o Co-location of  services (pharmacy, psych, primary care)

Å Bettercompliancewith medications and treatment recommendations

Å More opportunities for learners.

o Constrained during COVID19 pandemic



ÅSpa day

ÅDM and BP control in paranoid patient

ÅHernia/hydrocele repair 

ÅLithium + ARB titration 

ÅShowing up


