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APCM Participating FQHCs
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Phase 1 Phase 2 Phase 3 Phase 4 Phase 5 Phase 6

• Valley 
Family

• Lane 
County

• Yakima 
Valley Farm 
Workers 
Clinic

• Benton 
County

• Multnomah 
County

• Clackamas 
County

• Rinehart 
Clinic

• Rogue 
Community 
Health

• Neighbor-
hood Health 

• Northwest 
Human 
Services

• Winding 
Waters

• Wallace 
Medical 
Concern

• La Clinica

• Virginia 
Garcia 

• Mosaic 
Medical

• OHSU 
Richmond

Phase 7

• Adapt 
South 
River

• Waterfall 
CHC



How did we get started?  Role of the PCA

• Convened around a key policy challenge:  the conundrum of 
transforming care under visit based payment.

• OPCA facilitated agreement regarding shared goals.

• Developed program content with consultant and pilot clinics.

• Managed/brokered ongoing engagement with OHA

• Maintained engagement/buy in at broader membership and 
Board level.
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OPCA’s APCM Program Components

• The Payment Model

• Learning Community

• Accountability Plan

• Health Center Readiness and On-boarding
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Role clarity outlined in Charter

OPCA’s role
• Support the Leadership Committee and all 

APCM workgroups with optimal transparency, 
communication and organization.

• Timely communication about policy and 
program accountability with participants and 
OPCA Board as appropriate. 

• Execute program and policy components 
(payment model; learning community; 
accountability plan; health center readiness 
and onboarding) 

• Be good stewards of data.

• Establish and maintain strong, trusting working 
relationships with key partners (OHA, OCHIN) 

CHC role
• Participate consistently in APCM Leadership 

Committee.

• Share information and correspondence with 
appropriate staff in their organization.

• Clinic leaders will respect collective decisions, 
represent the collective voice at meetings with 
external stakeholders.

• Respect confidentiality of other health center 
partners in general and to follow OPCA Data 
Sharing Agreement commitments with respect 
to data use.

• Support organizational sharing and 
contribution to peer training and learning, 
including support for onboarding of new 
clinics.
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Building the partnership with OHA

Shared Goals Shared Process
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Still (always!) building relationships
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• Program development and 
complexity

•New people:  OHA and 
Governor’s office

•New process:  rate reviews

• Evolving OHA goals CCO 2.0



Shared Goals with the Oregon Health Authority/CCO 2.0

• Advancing the goals of health system transformation: better 
health, better care, lower costs, and health equity

• Robust engagement with CCO’s

• Advancing value based payment and care

• Leaders in social determinants of health

• Integrated physical and behavioral health
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What does it take to be ready for VBP?  
How does APCM help us to get there?

• A strong vision for the care model

• High level of patient engagement and 
centeredness

• Robust IT and Data Analytics

• Quality improvement, population 
management and a focus on improving 
value by addressing Social 
Determinants

• Maximizing the value of the care team

• Ability to take on increasing risk
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Quality

Five Quality Metrics aligned with 
Coordinated Care Organization 
(CCO) 2016 Incentive Metrics 
are required, plus patient 
experience.

Cost

In 2017, clinics and OHA 
will clearly define what 
data to track in 
cost/utilization, and 
determine how health 
centers will access such 
data.

Access

Report Care STEPs quarterly.  
OHA will remove patients 
from clinics’ APCM lists if they 
have not had a visit or Care 
STEP in eight quarters. 

Population Management

Clinics will identify a population 
and use tool to learn and track 
bio-psychosocial needs. Improve 
quality through segmentation.

APCM 
Accountability
Plan


