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ICEBREAKER! 

BRIDGE TO VALUE-BASED PAY 2 



Icebreaker Instructions 

1. Read the questions on the following slides and write one 
word that comes to mind as a response on a sticky note. 
Use one sticky for each word! 

2. Get up and find 4-5 people you don’t know. 

3. Introduce yourselves.  

4. Share your word and why you chose it. 

5. We will collect your sticky notes. 

3 



Feel 

How do you feel this morning? 
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Do 

What excites you about being here today? 
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Value 

Why do you care about health equity? 
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Accountability 2.0 
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Overview 
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Quality 

Seven* Quality Metrics aligned 
with Coordinated Care 
Organization (CCO) 2016 
Incentive Metrics are required. 

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. 

*An additional metric (Dental Sealants) is 
optional and one to be added in 2018 (SBIRT). 

QUADRUPLE AIM 
OREGON APCM METRICS AND 
ACCOUNTABILITY PLAN 
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Disaggregating Towards 
Health Equity 

POPULATION 
MANAGEMENT 



Accountability 2.0 
Population Management Quadrant 
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The ‘Why’: Accountability 

• Use social determinants of health data to go beyond the 
medical domain and learn more fully about target population 
needs. 

• Demonstrate that the care model change under APCM is 
having a positive impact on patients. 
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• Distill learnings about emerging social trends and use it to influence the 
development of team composition, engagement strategies, and community 
partnerships across your organization. 

• Leverage patient relationships through SDH interviewing to influence engagement 
across various levels of care. 

• Use target population data and intervention to focus improvement efforts in the 
other 3 quadrants (quality, access, and cost). 

• Improve health equity and demonstrate our value to the health system through 
identifying and intervening for people ‘falling through the cracks’. 
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The ‘Why’: Transformation 
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• How do you envision ‘segmentation’ as an approach to care 
model transformation? 

 

• How do you see ‘segmentation’ connecting to the other 3 
quadrants? 
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The APCM Microcosm  
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Identified a target population Started interviewing Finished interviewing Identified trending social risks Identified an intervention 

Health Center Segmentation Experience  

Virginia Garcia

Mosaic

OHSU-Richmond

Benton

Multnomah

Yakima Valley

OHSU-Scappoose

Rogue

Rinehart

Clackamas

NWHS

Neighborhood

Winding Waters



Upstream QI Canvas:  
 

Continuing our Population segmentation 
work   



Upstream QI Canvas Work Time 

• Briefly share your work (Parts 1,2&3): 
1. Describe your target population 

2.  Current state of health interventions 

3. Upstream value proposition 

 

• As independent clinic teams, complete the rest of the canvas 
(Parts 4-7) 

• Feel free to raise your hand for help if you have questions 
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Time to Discuss Your Work! 

1. Each CHC team presents their completed canvas to the other CHC and 
the Navigator supporting your group 

2. The other CHC and the Navigator provide feedback to help problem-
solve any potential issues, and strengthen the plan  

3. Final refinements are made 

4. Switch! 

5. Come back together and share key highlights as a large group 
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Report out 

• What were some key highlights you heard?  

• What were some key barriers? 
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Phase Forever? 

22 



 

23 



 

24 



 

25 



26 

© Oregon Primary Care Association 

ACCESS 

STEPping Towards 
Health Equity 



What makes Care STEPs feel 
like care? 
Tran Miers, RN – VMGHC 

Michelle Farmer,  OTD, OTR/L – Neighborhood Health 
Center 
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WHY OREGON IN THE WINTER OF 2016?  
Michelle Farmer, OTD, OTR/L 

Neighborhood Health Center 



 

 

Facilitate independent function, and translation to everyday life, 
of skills that will impact health and well-being, as defined by the 
individual or family, to prevent onset or address disease, illness, 

injury or disabling condition 



“We will never solve the problem by trying to “do primary care better.” 
Instead, primary care must be redefined, deconstructing the work that goes 

on within those practices and rethinking how it is performed.” 

 

- Michael E. Porter; Health Affairs March 2013 







Person 

Occupation 
 

Environment 
 



Why APCM? 

• Values underground care 

• Allows us to understand the context of an individual’s life in 
which ‘health’ occurs  

• Allows for investment for primary prevention 

• Allows all providers and staff to have autonomy to apply critical 
thinking skills to determine what an individual needs to 
improve health and well-being 



• Allows us to deliver services based on individual and family 
need, not diagnosis 

• Allows us to think differently about operations (attendance) 

• Allows us to think about total cost of care as the sum of 
multiple systems and develop formal community 
partnerships to reduce long term total cost of care 

 



• Right Person (not always primary patient) 

• Right Care 

• Right Provider 

• Right Time 

• Right Place 

• Right Data  



   

 

Right Person 



Right Care 



Right Care 

 



Right Provider 

Collaborative Metrics 



Right Provider 

 



Right Provider 

 



Right Time 

 



Right Place 

 



Facilitate Culture Shift 
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Problem Statement 

• Patients with no meaningful engagement CareSTEP will be 

dropped from our APM payment. 

CareSTEP?  

Services That Engage Patients 

Former known as Touches 

 

 



Testing Assumptions 

1. What feels like care to a patient? 

 

2. How do we incorporate that input into our training of staff? 

 

3. How do we align what feels like care to a patient with what the 

state considers an engagement touch? 



See and Experience 

• Queried our patient councils about “what does care look like to them?”    

• Engaged one of our clinicians who is documenting CareSteps in 

conversation about her experience documenting these. 

• Engage an EHR specialist to get input in developing a training 

curriculum 

• Shadowed a social worker as she did engagement touches to 

understand how to infuse compassion and motivational interviewing into 

a “Touch.” 

• Direct observation of receptionist interactions with patients 

 



What We Learned 
Patients say care looks like:  

 Teach me whenever you can. 

 Reaching out and following up with me with out my having to call the clinic 

 Showing me how 

 Knowing me 

 Respect must be part of each interaction 

 Including me and guiding me through decisions 

Staff say: 

 We want to know what is meaningful 

 We want to learn how to use a screening tool in such a way of knowing the patient. 

 We need training on what care looks like from the patient’s perspective. 

 



Question and Reframe 

• How might we train staff to understand what care looks like from 

the patient perspective? 

 

• How might we get away from using fear as our driver to try to 

engage patients in their care? 

 

• How might we help staff see that their work has such high value 

that they can’t help but document it in a way we can capture, count, 

and report? 

 



Problem Statement 

• Patients with no meaningful engagement CareSTEP will be 

dropped from our APM payment. 

CareSTEP?  

Services That Engage Patients 

Former known as Touches 

 

 



Make It Count! 

• Virginia Garcia Memorial Health Center Staff provide a rich 

support to our patients 

• We interact with them regularly by phone and in person, 

outside of medical appointments 

• These interactions add value, are seen as care, and must be 

counted as such 

• We can make more of every opportunity given us 

• APM allows us to interact with our patients outside of billable 

encounters 

 

 



But not every STEP is counted 

• Definitions of CareSteps has been evolving 

 

• Training on CareSTEPs has not been done 
recently 

 

• Staff unclear on what work counts 

 

• Epic list of Touches does not match state list 



We have learned… 

• We asked patients what feels like care to them 
– Respect me 

– Know me 

– Teach me 

– Show me 

 

• Staff want their work to count but don’t know how 

 

• Out of about 600 calls only 12 had documentation of a Touch: 
missed opportunities 



What we can do… 

• Develop SMEs in CareSTEPS 

 

• Optimize every interaction 
– Scripts and job aids to help staff convert a non-Touch 

phone call to a Touch 

– Prototype a “Make it Count” placemat 

 



If we don’t Make It Count… 

• Moments when we provide meaningful care are not 
documented in a way to count them 

 

• We miss opportunities to increase an individuals 
understanding of his/her health status and thus ability 
to make good health decisions 

 

• Patients more likely to fall off APM roster and thus we 
lose APM revenue 

 

 

 



What do we need? 

 

• Your support in motivating staff to do this work 

 

• Your help creating, and your full understanding of, a training 
manual and training plan 
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A TOUCH 

 =  

A CARESTEP 
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MAKE IT COUNT! 
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What to Document in Epic 

Touch Category Examples 

Transportation Assistance  Transportation to medical appointment, social services appointment, assistance navigating public transportation 

Social Determinants of Health Screening Completing PRAPARE tool 

Case Management Case Manager for: Complex Care, Diabetes, Transitional Care Management 

Accessing Community Resource/Service  Finding resources: Food, Housing, Legal Services, Immigration paperwork.   

Gaps in Care Outreach Speak to patient/family about gaps in care and support patient in closing the gaps. 

Education Provided in Group Setting Living Well Class/Tomando Control 

Support Group Participant Group Participants: Chronic Pain, Diabetes Support, Centering Pregnancy, Centering Parenting  

Exercise Class Participant  Yoga, Zumba, etc. 

Health Education Supportive Counseling 
Teach patient how decreasing BMI can decrease risk for chronic diseases like hypertension or diabetes. 

Coordinating Care Clinical F/U & Transitions in Care Setting ED outreach calls, referral to Hospice, notification that patient was transitioning to or from a care facility, emergency roo m 

or hospital admissions follow-up 

Coordinating Care Dental  Scheduling a well child visit for dental sealant.  Schedule a Diabetic with dental appointment. 

Warm Hand-Off, Non-Billable  Asking a Clinical Pharmacist, BHP, and Dietitian to come into appointment with provider. 

Behavioral or Mental Health Screening Doing PHQ 9, GAD 7, SBIRT/CRAFFT and speak to patient about result. 

Online Portal Engagement 
Talk to patient about MyChart and help patient to sign up.  MyChart encounters. 

Health and Wellness Call Speak to patient about lab result, i.e. cholesterol result, reason for statin, Med S/E, Recheck and prevention of CAD 

Home Visits, Non-Billable  CHW doing home visit to asses patient SDH 

Home Visits Billable Provider doing home visit on a home bound patient. 

Advanced Technology Interactions Telemedicine visits. 

 

What Patients Say Care Looks Like... 
 
 

Respect 
 

Me 

 
 

Know 
 

Me 

 
 

Teach 
 

Me 

 
 

Show 
 

Me 
 

 
Make It Count! 



 

Questions/Answers? 

 



Accountability 2.0 
Access Quadrant 
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Access Accountability 2.0 

• Health centers may use billable visits and/or Care STEPs, using any 
member of the care team, to keep a patient active on the APCM 
program.  

• OHA will remove patients from APCM lists if they have not had a visit 
or Care STEP in an 8-quarter lookback period. 

•  OHA will stop issuing PMPM payments for patients that have been 
removed.  There will be a process for requesting a review and 
reinstatement when the health center can demonstrate that a visit 
or Care STEP occurred within the lookback period. 
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100% of Care STEPs 
interactions now correspond 
with direct interaction between 
health centers and patients. 
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The ‘Why’: Accountability 

• Demonstrate that the care model is changing under APCM. 

• Align with standard definitions of an active patient in panel 
management and performance measurement. 

• Align payment with the patients who you are actively serving. 
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The ‘Why’: Transformation 

 

• Generate data that demonstrates the value produced by health 
center teams in and outside of visits. 

• Demonstrate how the APCM care model is changing over time. 

• Track non-visit based services and new visit types so that we can 
correlate services with changes to outcomes, utilization and cost. 

• Improve health equity by answering the questions: which types 
of care/services are preferred and improves outcomes for which 
types of patients with which types of conditions?   
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Care STEPs per 1000 
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Median, Mean, and Mode! 
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Metric New Visit Types 
Education, Wellness, 

and Health Promotion 
Coordination and 

Integration 
Reducing Barriers to 

Health 

Median 0 0 0 0 

Mean 0.3342 0.1919 0.1273 0.0826 

Mode 0 0 0 0 



We don’t really know what these numbers “should” look like! 

The Challenge 

• We don’t have evidence regarding an ideal visit to Care STEP ratio. 

• We don’t have historical data to correlate Care STEPs with 
outcomes. 

• We don’t know what the level of activity within each Care STEP 
category is in each health center, so it is difficult to evaluate the 
saturation of documentation. 
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The Care STEPs 
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How can your health center expand access and care for your 
patients? 

What are your top 
three ideas?  

Which Care STEPs 
category do they fit 
into? 
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Care STEPs Workflow 
Updates 
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Advanced Technology Interactions – NEW CATEGORY 

CHANGE NAME TO Gaps in Care Outreach 



How EPIC maps to the Care STEPs Report 
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Care STEPs List 

Care STEPs auto-pulled from 
Telephone Encounter 

Care STEPs from Touches Tab 
Care STEPs auto-pulled from 
EPIC 

Accessing Community Resource/Service       

Advanced Technology Interactions       

Behavioral Health and Functional Ability Screening       

Case Management       

Coordinating Care Clinical Follow Up and Transitions in Care Settings       

Coordinating Care: Dental       

Education Provided: Group Setting       

Exercise Class Participant       

Gaps in Care Outreach       

Health Education Supportive Counseling       

Health and Wellness Call        

Home Visit Encounter       

Home Visits, Non-billable       

Online Portal Engagement       

Support Group Participant       

Transportation Assistance       

Social Determinants of Health Screening       

Warm Hand-off, Non-billable       



Care STEPs on the Phone 
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Care STEPS on the Phone: Reasons for Call 
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Care STEPS on the Phone: Reasons for Call 
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Care STEPS on the Phone: Outcomes Field 

83 



Care STEPS on the Phone: Outcomes Field 
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Implementation Planning 
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What kind of help do you need? 

• What are the biggest barriers to adoption at your health 
center? 

• How can the Learning Community support your health 
center’s efforts to adopt Care STEPs documentation and 
visionary thinking? 

• What are your next steps? 
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Wrap-Up 
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Quality 

Seven* Quality Metrics aligned 
with Coordinated Care 
Organization (CCO) 2016 
Incentive Metrics are required. 

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. 

*An additional metric (Dental Sealants) is 
optional and one to be added in 2018 (SBIRT). 

QUADRUPLE AIM 
OREGON APCM METRICS AND 
ACCOUNTABILITY PLAN 



How are you feeling this morning? 



What excites you about being here today? 



Why do you care about health equity? 
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We’ll see you at our next event!  

Thank you. 


