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CMS Goals By 2030

▪ “100% Of Medicare patients will be in a             

VALUE-BASED relationship”

▪ The “vast majority” of Medicaid patients will 

be in a VALUE-BASED relationship
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CMS Definition 
of a Value-based 
Relationship 

Health Equity
Outcome and Cost 

Accountability

Access
System Transformation 

and Innovation

Provider Payment Reform
Patient 

Relationships/Experience 
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Brief History Of The CMS Path From 
Volume To Value

2009
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CMS/CMMI Has 
Experimented 

With a Number 
of “Pilot 

Programs.” 
Since 2008   
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Merit-Based 
Incentive Payment 
System- MIPS



zCMS Payment Models: MIPS

MIPS (APM) 

Traditional MIPS 

Reporting  

2023: MIPS 

Value Pathways 

(MVPs)  

Multiple disease 

Specific Best 

Practices  

Heart Disease 

Cancer Care 

8 others 

Kidney Health 

Promoting Wellness 



zMerit-Based Incentive Payment 
MIPS Alternative Payment Model 
(APM): 



zMerit-Based Incentive Payment MIPS:  
Why You Don’t Want to Participate 



zMerit-Based Incentive Payment MIPS:  
Why You Don’t Want to Participate 

The average 

enhancement for PY 

2021 was a  2.3% 

increase on part B 

payments for 2023 

reporting year    
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Merit-Based Incentive Payment 
MIPS: 2023 
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Advanced 
Alternative 
Payment Models
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Advanced Alternative Payment Model

▪ Anything that is not a FFS payment model

▪ Advanced APM Require: Use of a Certified EHR, assume 

financial risk, payment based on quality/cost measures

▪ Exempt From MIPS

▪ You can check your status on the QPP website

▪ https://qpp.cms.gov



zCMS Payment Models

Advanced Alternative 

Payment Models (over 80)

CPC-Primary Care 

First 

ACO 

Disease Specific & 

Episode-based 

Health Plan Models 

Statutory Models

State & Community-

based Models 

Pharmacy Models

ACO REACH

NextGen ACO

ACO Investment Model

Advanced Payment ACO 

Model

Pioneer ACO Model

Vermont All-Payer 

ACO Model

Medicare Shared 

Savings Model -ACO

Comprehensive ESRD 

Care Initiative ACO
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Medicare 
Advantage
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Medicare Advantage:  The “Other” 
Value-Based Care Model 

▪ Medicare Advantage Plans  (Medicare Part C) were established 

under the Medicare Prescription Drug, Improvement and 

Modernization Act of 2003

▪ Medicare + private health plans = MA.  Allows Medicare patients 

options to traditional Medicare FFS.

▪ The relationship is between the payer (Health Plan) and the 

provider may include financial risk.
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CMS Models of Accountable Care

▪ Episodes of Care/Bundled 

Payment (BPCI)

▪ MIPS/Quality Payment 

Program (QPP)

▪ MSSP/ACO’s

▪ Primary Care First

▪ Several Specialty Focused 

Programs 

▪ Medicare 

Advantage

▪ PPO or HMO 
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CMS Models of Accountable Care

▪ Episodes of Care/Bundled 

Payment (BPCI)

▪ MIPS/Quality Payment 

Program (QPP)

▪ MSSP/ACO’s

▪ Primary Care First

▪ Several Specialty Focused 

Programs 

▪ Medicare 

Advantage

▪ PPO or HMO • Patient informed 

they are 

participants

• No network 

restrictions

• Patient selects the 

Health Plan they 

wish to be 

Included

• They may have a 

restricted network.
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MA plans continue to grow and are 
projected to Increase to 51% by 2025 
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Medicare Advantage Programs Have 
Driven Healthcare Costs Up
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Accountable Care 
Organization: 
ACO Basics
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What is an ACO?

▪ Accountable Care Organization Definition:

▪ A healthcare organization that ties provider 

reimbursement to quality and cost metrics to provide 

value to a defined population of patients.

▪ Can include Hospitals, Physicians, APP’s, Pharmacies, 

other healthcare providers identified by their TIN

▪ An advanced alternative payment model (APM) for CMMI
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What Are the Origins of the ACO

Affordable Care Act (ACA) March, 2010 

▪ Section 3022 of the ACA Title XVIII of the Social Security Act 

by adding a new section (Section 1899) titled the “Shared 

Savings Program”

▪ Create alternatives to a FFS payment model to lower the 

TCOC while holding organizations accountable for quality

▪ The Primary Care Provider is generally the center of any 

ACO

https://www.ssa.gov/OP_Home/ssact/title18/1899.htm
https://www.ssa.gov/OP_Home/ssact/title18/1899.htm
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What Is 
Required To 
Form An ACO?

Governance and formal legal structure (A legal 
entity)  

Minimum number of attributed Medicare FFS 
patients attributed to the ACO-5,000 patients

Have a TIN and NPI for every provider

Ability to submit data electronically via a 
certified E.H.R.

Create a Care Plan and formal Coordination of 
Care

The ability to submit quality measures to CMS 

5 year participation agreement  (options out)
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There Are Six 
Types of ACO’s 

MSSP:  Various levels of risk

ACO Investment Model:

Next Generation ACO Model:  
Allow for higher levels of risk

Vermont All-payer Model-
Limited to Vermont payers

Medicare-Medicaid ACO 
Model 

REACH ACO
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There Are Six 
Types of ACO’s 

MSSP:  Various levels of risk

ACO Investment Model:

Next Generation ACO Model:  
Allow for higher levels of risk

Vermont All-payer Model-
Limited to Vermont payers

Medicare-Medicaid ACO 
Model 

REACH ACO
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ACO Governance
▪ CMS Requires:

▪ The governing body must have responsibility for 

the oversight and strategic direction of the ACO  

and holding the ACO management accountable 

for the ACO activities

▪ 75% of the control of the ACO’s governing body 

must be held by ACO participants or designated 

representatives

▪ Must include a Medicare beneficiary  who does 

not have a conflict of interest

▪ A consumer advocate role for ACO REACH
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ACO Governance:  Multiple Options
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MSSP ACO Tracks
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MSSP ACO Tracks

Increasing levels of risk and reward
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The Conundrum of Assignment
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Attribution  
Challenges

PCP Definitions

Retrospective v 
Prospective

Specialist 
Attribution
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Primary Care Definitions: Taxonomy  
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Prospective v Retrospective
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Challenges
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How Does an ACO Measure Quality

▪ Patient/Caregiver 

Experience

▪ Care Coordination/Safety

▪ Preventative Health

▪ At-Risk Populations

▪ DM, HTN, IVD, HF, CAD



zACO 33 
Quality 
Measures
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How is Shared  
Savings Rate 
Calculated
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Simple Government Math!



z

Shared Savings Calculation
1. Establish a risk-adjusted* historical benchmark cost 

per beneficiary per year

*HCC Risk Adjustment and Demographic Factors

2. Compare current cost per beneficiary

3. The difference must Exceed the Minimum Savings 

Rate (MSR) defined by the ACO. 

4. If the difference if greater that the MSR, that delta is 

multiplied by the ACO’s Savings Rate (ranged from 

40% to 100%)

5. Quality Scoring thresholds required for shared 

savings 
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Shared Savings 
Calculation

Baseline Cost*: 998$/PBPY

Current Performance: 
963.7$/PBPY

Delta: 963/998 = 3.5% lower 
cost

If MSR is 2 %:  The ACO 
savings exceeded 2% by 1.5%

If the ACO had a Savings Rate 
of determined to be 40%

Shared Savings Calculation     
= 1.5% x .40 or a 0.6% bonus
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Shared Savings 
Calculation

Estimated PMPY Part 
A-B Savings:  $35

Total Attributed Member 
Years:  7,000

$35 x 7000 member 
years: $245,000

$245,000 x 0.6 = 
$147,000 bonus



z

What Are The Downsides Of 
Being In An ACO

▪ The ACO claims a percentage of the shared savings 

when achieved  

▪ There is a cost associated with performing outreach, 

care coordination, data entry etc.

▪ Providers are expected to eventually take on risk

▪ Time commitment
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What Are The Benefits Of Being In 
An ACO

▪ Additional income IF shared savings are achieved

▪ Claims Data

▪ How are your patients using their healthcare dollars?

▪ Who are your most expensive patients?

▪ Where are your patients going?

▪ Quality Data –Potentially Better quality with more info.

▪ Partnership opportunities-More expertise and resources

▪ Will submit MIPS Data for you: ACO Level A-D
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ACO REACH
Realizing Equity, Access and Community Health  

▪ Evolution from previous GPDC (Global and Professional Direct 

Contracting)

▪ ACO  Model funded 1/1/2023 through 12/31/2026 with increased risk.  

Primary care capitation for some services

▪ Only 2 sided model   

▪ Tangible accountability for Health Equity.  Produce a plan to identify and 

address HE’s  specific to that underserved community

▪ Offer In-Kind Services  (b/p kits, transportation, otc meds, wellness 

vouchers) 

▪ Increase governance requirements to increase provider participation to 

75% and required a patient advocate on the Board.

▪ Minimum number of patients lowered from 5K to 4 K patients
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2022 ACO Performance

▪ 1.8 Billion dollars saved, a 9% increase in net 

savings compared to 2021 baseline savings

▪ Represented over 10.4 million Medicare 

Patients 

▪ 63% of ACO’s earned payments

▪ 59% were in upside/downside risk models
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The Impact of ACO’s in the US

▪ MSSP, Kidney Care Choices and ACO Reach-13.2 million 

patients

▪ 704K physicians and non-physicians are in an ACO

▪ 1450 Hospitals were in an ACO

▪ 1.8 billion dollars saved in 2022

▪ 63% of the participants earned shared savings.

▪ 482 ACOs in 2023-Down from a peak of 561 in 2018
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Critical ACO Success Factors

▪ A Certified EHR and a robust patient database.  The 

EHR must present data to CMS in a meaningful way.

▪ An aggressive Annual Medicare Wellness Visit (AWV) 

Program and a Transition of Care program (TCM).

▪ Knowledge of HCC coding and the capability to 

recapture coding from the previous year.

▪ Care Coordination Capabilities 

▪ Advanced Care Planning and Behavioral Health
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Questions
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