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VBP and FQHCs



FQHCs and VBP
• CMS and states are moving intentionally from FFS to 

VBP
• There is a valid argument that FQHC PPS count as 

bundled services or a partial capitated rate
• Many states view FQHC PPS as a hindrance to VBP
 National Association of Medicaid Directors (NAMD) is not fond 

of PPS

• There is increasing pressure for FQHCs to more fully 
align with VBP

• FQHCs learning to thrive in VBP will become 
increasingly important
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VBP is in the Eye of the Beholder 

• Some define VBP as providers accepting 
downside risk

• Others count quality payment on top of FFS 
as achieving VBP

• HCP-LAN has provided some structure, but 
there is variation within each of the defined 
categories

• Many payers are starting with lower risk VBP 
categories with the intent of evolving towards 
higher levels
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Barriers to VBP
• Attribution of patients
• Lack of resources to invest in transformation
• Data analytics capability at the clinic level
• Interoperability
• Lack of staff time
• Insufficient transparency between payers and providers
• Different numerators and denominators for performance measures 

among payers
• Whether performance measures can be impacted by primary care
• Unrealistic timeframes to move metrics
• Lack of adequate risk adjustment for BH, SDoH
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Despite VBP Issues, It Will be Coming 
to a Medicaid Theatre Near You
• States want to implement VBP, but often short on specifics
• Some are setting targets for a % of provider payment in VBP
• Many want more SDoH interventions
• There is increasing interest for VBP in behavioral health
• States are participating in DSRIP, SIM, PCMH… with an emphasis 

on VBP/VBC
• Oregon CCO 2.0 example
 20% of payment in VBP in 2020 to 70% in 2024:  HCP-LAN 2C
 20% of payment in 3B or higher in 2023 to 25% in 2024
 BH VBP & SDoH expectations
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Capabilities Needed for VBP
• Patient-centered, team-based care has become the baseline
• Population health approaches to care delivery, whole person care
• Integration of medical, behavioral health and oral health services
• Evidence-based & innovation (e.g., testing SDoH interventions)
• Care coordination/care management, particularly for high risk pts
• Tracking and moving cost, quality and access metrics
• Open access
• Better data, including SDoH & data analytics
• Finance departments know costs, evaluate VBP opportunities and risk
• Culture of quality
• Others from the discussions throughout the day
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• Time to play: build PCMH & BHH capabilities, like care 
coordination, IT capabilities, data & analytics, leadership

• Ability to capture and report data, usually quality metrics.  
SDoH is important for vulnerable populations, think about 
data for risk adjustment

• QI & chronic disease management programs
• Registries and performance dashboards
• Patient experience performance reporting
• Data security infrastructure
• Financial and payment performance modelling 
• Aligned incentive performance payment programs
• Cultural alignment with quality
• Change management expertise

2A:  Infrastructure & Operations 

2B:  Pay for Reporting & 
Penalties for Not Reporting

2C:  P4P: Upside & Downside

FFS with Link to Quality and Capabilities Needed

© Hostetler Group Utilized information from the AHA TrendsWatch report & 
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• Master care coordination
• Set quality and utilization benchmarks and standards
• Establish clinical protocols and coordinated workflow 

processes
• Population health capabilities (e.g., risk stratification)
• Care management capabilities, especially high risk
• Targeted disease management
• Medical oversight of coordinated care and disease 

management programs

3A:  APMs with Shared Savings, 
Upside Only

3B:  APMs with Shared Savings 
& Downside Risk

APMs Built on FFS Architecture and Capabilities Needed
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In general across first 3, you need
• Utilization management and review
• Pharmacy benefits management
• Prevention and wellness programs
• Actuarial analytics & predictive modelling
• Payment processing and claims adjudication
• Underwriting
• Reinsurance
• Reserves maintenance
4N isn’t VBP, but can offer flexibility to evolve care 
transformation.  Need to know your costs.

4A:  Condition-Specific 
Population-Based Payment

4B:  Comprehensive Population-
Based Payment

4C:  Integrated Finance & 
Deliver Systems

4N: Capitated Payment, Not 
Linked to Quality

Population-Based Payment and Capabilities Needed
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FQHC Capitated APM



What is a Capitated APM?

• Converts an FQHC or RHC’s PPS rate and 
utilization to capitation

• Under FQHC rules
• It’s not that the payment is innovative
With the majority of revenue off the visit, you can get 

innovative with the care model
• Difference between cost based and capitated 

APMs



Why are Capitated APMs so Popular?

• Remove the incentive to produce billable visits
• Provide flexibility to implement robust team-based care, 

including SDoH interventions
• Move cost, quality and access metrics
• Align with state payment reform efforts
• Predictable cash flow – state, CHCs
• Primarily, it’s about the care model
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Weaving Together VBP and Capitated APM

• Understand your state goals for VBP/VBC
What cost, quality or access metrics are they using?
 Is the state using HCP-LAN definitions for VBP?  Other?
What care model elements is the state emphasizing (e.g., PCMH, care 

coordination, SDoH interventions)
 Is health equity emphasized in state goals?

• Will a capitated APM remove barriers to advancing VBC?
• Make sure your accountability plan is aligned with supporting 

FQHC capabilities needed in VBP
• Align metrics for APM with VBP



EVOLUTION OF APPROACH

Medical care 
focus

Connection 
is key!

Psychosocial and 
environmental factors 

as important as 
health care

Patient-centered 
& team-based 

care

Holistic customer 
orientation

2006 2012 2014

Aligning payment to 
support PCMH & SDoH$ $
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FOR ALTERNATIVE PAYMENT ADVANCED CARE MODEL (APCM)
OPCA’s GOAL

Lead the development of and align payment 
with an efficient, effective, and emerging 
care model that achieves the Quadruple 

Aim in Oregon CHCs
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Know your North Star

Lead the transformation of 
primary care to achieve 

health equity for all



Guiding Vision for State APMs

• Has to be broad enough so stakeholders see their 
interest captured.

• Common areas of focus
 Practice transformation (e.g., holistic customer 

orientation)
 Payment (e.g., reducing costs, shifting from volume to 

value)
 Patient focused (e.g., better care, improve health equity)



Keys to Getting Stakeholder Buy-In

• Meet them where they’re at
• Speak in their language – learn what matters to 

them 
• Have their input shape the guiding vision
• Stakeholders should see how the guiding vision 

can support their own interests for payment 
reform and practice transformation



Benefits to Stakeholders



HOW FQHCs DEVELOPED AN INTEREST

• Patient centered, team based care is hard to implement if payment 
isn’t aligned

• Provider burnout is related to visit production
• SDoH barriers have a large impact on health outcomes, but there’s no 

time or incentive to test interventions
• PCMH looks different for vulnerable populations
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BENEFIT TO MCOs/CCOs

• In alignment with state’s APM requirement
• Supports Oregon’s SDoH interest/direction
• Amount FQHCs get paid for F2F visits vs. CCO quality payments
• FQHCs are serving 25-30% of Medicaid patients
• >80% of FQHC payment will be off the visit
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Benefit for State Medicaid

• Moves away from volume based pay
• State gets all kinds of data: billable and non-

billable access, cost, quality metrics, 
innovation work

• Predictable cash flow
• A bridge to VBP that works with FQHC 

payment



Results
• When Phase 7 went live, Oregon had 18 of the 32 CHCs + 2 

RHCs implementing APM, over 75% of CHC patients in APM

• Care STEPs have gone from 270 per 1,000 patient to 1,250 per 
1,000 patient over the duration of the program.

• Phases 1-3 have demonstrated a net $17 million in cost 
avoidance in total cost of care on a per-patient basis between 
2013-2015.

• For the same time period, APCM has had an impact on 
reducing Emergency Department utilization by a range of 6-
15% depending on the population.

• Phase 1 clinics above CCO averages for 5/6 measures; CRC 36% 
to 52%, Depression screening w f/u 48% to 65%; hypertension 
control 63% - 67%; diabetes poor control 26% - 28%
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So, Should My FQHC 
Implement an APM?



Should Your FQHC Implement a Capitated APM?

• Does it align with your goals?
Mission
Practice transformation & innovation
VBP

• Do you have capacity?
Financial stability
Capacity to run PPS and capitated APM
Data reporting and data analytics capability
Certified as a PCMH
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Cons
• Complexity of running dual systems of 

capitation and FFS
• Turnover at the state has slowed 

progress
• Difficult to keep stakeholders from 

moving back to visit mentality when 
payment is derived from FFS

• No payment/support for transformation 
infrastructure

• Aligning metrics has been difficult
• Payment for oral health and behavioral 

not included yet

Pros
• Allows for flexibility to evolve payment 

and care models
• Doesn’t go back to the visit
• Provider satisfaction has gone up 

under this model
• Allows for SDoH emphasis
• No longer a pilot, majority of health 

center patients are in
• Works in rural and urban areas
• Excitement/energy continues

Pros and Cons of Oregon APM



Remember Oregon’s APM is a BRIDGE

• Bridging towards value-based pay
» Define value with your key stakeholders

• More data needed:
» Services we provide (including enabling)

» For which patients
» At what cost
» Service effectiveness

» Risk adjustment
» Medical, behavioral health & SDOH
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Stepwise approach important
• Remove F2F incentive
• Evolve the care model
• Account for behavioral & socio-economic differences
• Get better at measuring value
• Paying for volume has a role in the absence of better risk 

adjustment
• Taking the first step – downside risk

© Oregon Primary Care Association

Value-Based Pay and the Safety Net



Working Together 

• Share data transparently
• Move metrics together
• Build capabilities to prepare you for more 

advanced VBP
• Data warehouse
• Negotiate together for total cost of care data
• Research CHC value - cost, quality and access 

As a Network of CHCs
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Working Together

• Contract negotiations – messenger and integrated 
models

• Make the case for psychological and socio-economic 
adjustment to payment

• Partner to influence legislation
• Participate on state committees
• Develop relationship with the state for advancing VBP
 Identify common goals
 Note areas where goals conflict

As a Network of CHCs (Cont’d)
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