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The	MSSP	Proposed	Rule	is	Good	for	Physician-Led,	
“Low	Revenue,”	ACOs	

The Key Takeaways 
●  Strengthens the program by recognizing the unique 

value of physician-led ACOs 
●  Illustrates CMS’ commitment to helping more 

independent physicians move to value based care 
●  Boosts likelihood of shared savings earlier for 

physician-led ACOs and motivates ACOs by 
introducing shared losses earlier in the program 



“Low	Revenue”	Physician	Led	ACOs	Outperform	All	Other	ACOs		
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•  Using	CMS’	data	and	methodology,	
Low	Revenue	Track	1	ACOs	
performed	as	well	as	Next	Gen	
ACOs	

•  Policies	that	incen6vize	physicians	
to	par6cipate	in	low	revenue	ACOs	
will	save	money	and	lives	

•  Low	revenue	ACOs	serve	5x	more	
beneficiaries	than	NextGen	and	are	
easier	to	launch	and	scale	

•  Payments	made	to	low	revenue	
ACOs	reflect	gains,	not	losses,	to	
Medicare	

Source:		CMS	ACO	2018	Rule,	Table	15,	and	NextGen	Fact	Sheet	



5 Confidential & Proprietary 

There	are	Three	Main	Categories	of	Policy	Changes		

Glide Path 
to Risk 

Enhanced 
Flexibility 

Refined 
Benchmarking 
Methodology 

1	 3	2	
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1.		Glide	Path	-	PerspecMves	

4

The Glide Path Defines the ACO Journey and Migration to Risk 

BASIC (E)
● Two-sided risk
● Upside: 50%
● Downside: 8% 

of FFS revenue

BASIC (A-B)
● Upside only
● Savings: 25%
● Downside: 0%

ENHANCED
● Two-sided risk
● Upside: 75%
● Downside: 15% 

of total cost

BASIC (C-D)
● Two-sided risk
● Upside: 30-40%
● Downside: 2-4% 

of FFS revenue

An ACO in the Basic track will automatically progress 
to the next level of risk annually

BASIC (5 year agreement)

What	we	like:	
•  Brings	revenue-based	risk	to	MSSP	
•  Downside	risk	weeds	out	ACO	

squa]ng	
What	worries	us:	

•  Low	gainshare	in	first	2	years	
insufficient	to	en6ce	new	par6cipants,	
support	investments	

•  Gaming	by	hospitals	to	qualify	for	
“low	revenue”	defini6on	

What	we	propose	(with	logical	
outgrowth):	

•  Increase	gainshare	and	lower	MSR	for	
low	revenue	ACOs		

•  Scru6ny	of	par6cipant	ownership		
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2.		Enhanced	Flexibility	Gives	ACOs	More	Control	and	Mobility		
What	we	like:	

•  Shias	decision-making	from	CMS	to	
ACOs		

What	worries	us:	
•  Any	progression	to	opt-in	

requirement	creates	massive	
paperwork	and	administra6ve	burden	

What	we	propose:	
•  Allow	ACOs	to	choose	to	go	to	

ENHANCED	at	any	6me	
•  Opt-in	required	only	when	

beneficiaries	lose	a	benefit-	eg	narrow	
network	design	
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3.	Refined	Benchmarking	Methodology	(“more	similar	to	MA”)	
What	we	like:	

•  Greater	predictability	through	risk	
adjustment,	regional	trend,	and	
regional	efficiency	

What	worries	us:	
•  Caps	on	risk	adjustment	inadequately	

controls	for	rising	risk,	and	introduces	
gaming	poten6al	on	falling	risk	

•  Cap	on	regional	efficiency	blunts	
further	improvement	(“100%	tax	
bracket”)	

What	we	propose:	(“more	like	MA”):	
•  Renormaliza6on,	not	a	risk	

adjustment	cap	
•  Raise	regional	efficiency	cap		

6

Refinements to the Benchmarking Methodology Improve Savings Potential

● Improved benchmarking methodology incorporates regional trend and efficiency 

starting in the first agreement to more accurately reflect changes in cost and quality 

for patients attributed to ACOs (see table) 

● Updated cap to risk score adjustment of +/- 3% more accurately reflects the 

changing profile of beneficiaries attributed to ACOs within a contract

1st Agreement

(1 - 5 years)

2nd Agreement

(Soon as Yr 2 Late as Yr 6)

3rd Agreement

Regionally Efficient ACO
35% Regional Costs

65% ACO’s Historical 

Costs

50% Regional Costs

50% ACO’s Historical 

Costs

50% Regional Costs

50% ACO’s Historical 

Costs

Regionally Inefficient ACO
25% Regional Costs

75% ACO’s Historical 

Costs

35% Regional Costs

65% ACO’s Historical 

Costs

50% Regional Costs

50% ACO’s Historical 

Costs
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Rural	ACOs	are	sMll	Disadvantaged	with	the	Proposed	Rule	
What	we	like:	

•  Taking	seriously	the	predicament	of	
rural	ACOs	

What	we	are	worried	about:	
•  Proposed	solu6on	does	not	address	

this	systema6c	problem-	hurts	as	
many	as	it	helps	

What	we	propose:	
•  Do	not	include	the	ACO’s	popula6on	

in	the	regional	benchmark	
•  Expand	geographic	area	to	deal	with	

low	popula6on	situa6ons-	as	done	by	
MA	

	

Market Share Savings Lost 
0% 0% 
5% 5% 

10% 10% 
20% 20% 
40% 40% 

Including	an	ACO’s	popula6on	in	their	regional	
benchmark	reduces	their	savings	opportunity	in	
direct	propor6on	to	their	market	share.	
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Summary	Policy	RecommendaMons	to	Further	Improve	the	Rule	

It	does	come	down	to	the	Benchmark	
Benchmark-	Further	increase	predictability	and	fairness	
•  Increase	regional	efficiency	to	maintain	mo6va6on,	and	recognize	the	

mul6ple	years	of	work	that	go	into	hi]ng	those	caps		
•  Replace	risk	coding	caps	with	renormaliza6on	
•  Improve	benchmarking	calcula6on	methodology	for	rural	ACOs	

Glidepath-	Create	incen6ves	for	physicians	to	con6nue	to	move	
towards	robust	risk-taking	ACOs	

•  Increase	gainshare	and	lower	MSR	for	low	revenue	ACOs	in	first	2	years	
•  Ensure	integrity	of	“low	revenue”	designa6on	through	scru6ny	of	

par6cipant	ownership	
•  Allow	ACOs	to	choose	to	go	to	ENHANCED	at	any	6me 
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Issue	to	Consider:		Finding	the	OpMmal	Balance	Between	ProtecMng	Trust	Fund	
from	Saving	Payments	versus	Healthcare	Cost	Growth?	
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•  Current	impact	assessment	emphasizes	
reducing	ACO	net	earnings	versus	
increasing	shared	savings:	

169	fewer	ACOs	through	2024	
•  -$330	million	in	“net	federal	impact”	
•  $390	million	in	reduced	ACO	earnings	
•  $60	million	in	INCREASED	claims	costs	

(and	lost	benefit	to	beneficiaries)	
•  Crea6ng	greater	incen6ves	for	ACO	

par6cipa6on	and	mo6va6on	will	spur	
private	sector	investment	and	progress	
towards	value-based	care,	quality	gains.	

•  Payments	made	to	low	revenue	ACOs	
reflect	gains,	not	losses,	to	Medicare	

•  Does	*not*	include	posi6ve	spillover	effects	
to	community	costs,	and	Medicare	
Advantage	premiums	

	
	
	
	
	
	



Linda	Marzano,	RN,	Senior	Vice	
President,	Value	Based	Care	and	Chief	
Execu6ve	Pacific	Medical	Centers	

	
Providence	St.	Joseph	Health		



Providence	St.	Joseph	Health	Employed	&	FoundaMons	Provider	Network	



Track	and	Start	Date	
•  1st	agreement	period	2014-2016	Track	1	
•  2nd	agreement	period	2017-2019	Track	1	
	
States:	Alaska,	Washington,	Montana,	California	
	
Number	of	Prac66oners:	6,221	(2017)	
Number	of	Assigned	Beneficiaries:	112,	692	(2017	Final	Aoribu6on)	
Number	of	EMR	instances	across	par6cipant	states:	6		
	
Par6cipated	in	MSSP	to	alleviate	MIPS	repor6ng	burden	and	to	encourage	coopera6on	among	providers	
to	improve	quality	of	care;	Focused	on	Quality	through	2017;	no	addi6onal	Cost/U6liza6on	Ini6a6ves	
specifically	for	the	MSSP	popula6on.			
	
	

Health	Connect	Partners	Overview	
	



Quality	Efforts	
	

o Main	Focus	of	Program	has	been	Quality,	and	we	have	had	great	results	
§  2014:	100%	(Pay	for	Repor6ng)	
§  2015:	97%	
§  2016:	98%	
§  2017:	92%*	
Ø  Added	a	large	TIN	of	over	40,000	beneficiaries	with	no	insight	into	data	un6l	the	end	of	the	

year.		
o Engagement	of	Providers	in	Primary	Care	Realm	
§  Opera6ons	Commioee	with	regional	and	system	department	representa6on	
§  Quality	Performance	Improvement	plans	and	mee6ngs	with	Regional	Quality	Leaders	on	
monthly	basis	
	

Shared	Savings	for	2017	:	$10.7	M	

Key	Highlights	/	Experience	
	



•  Need	for	Analy6cs	around	Beneficiary	Aoribu6on	and	Demographics	to	iden6fy	shared	savings	
drivers	(e.g.	HCC	Coding	and	Regional	Benchmark	Composi6on)	

	
•  Cost	and	U6liza6on	Ini6a6ves	are	needed	going	into	two-sided	risk	models	in	2020.	Quality	Focus	is	

not	enough.	

•  Data	Transparency	and	Timely	Report-Outs	are	necessary	for	all	par6cipa6ng	regions	in	order	to	get	
a	full	picture	of	program	success	(some	regions	just	started	providing	data	in	2018).	

	
•  Provider/Regional	Engagement	is	Key	when	you	have	a	large	system	infrastructure	with	no	direct	

control	over	regional	ini6a6ves	or	resources.		

Lessons	Learned	
	



•  Evalua6on	of	2020	Par6cipa6on	Op6ons	(Pathways	To	Success)	
o  Level	of	Entry	for	2020	

§  Do	we	go	for	1	more	year	of	upside-only	(Level	B	in	GLIDE	Path)	or	do	we	jump	to	Level	E	and	par6cipate	
as	an	Advanced	APM?	

	
o  ACO/TIN	Composi6on	

§  Analysis	on	current	ACO	par6cipants	and	which	TINs	are	ready	for	down-side	risk	
	

o  Beneficiary	Aoribu6on	Method-	Prospec6ve	v	Retrospec6ve	
o  Financial	Impact	of	Benchmark	changes,	Risk	Coding	Caps,	Waivers	and	Beneficiary	Incen6ve	Program	
Op6ons	

	
•  Cost/U6liza6on	Ini6a6ves	for	2019	across	Medicare	Programs	

o  Post-Acute	Strategy	Workgroup	
o  HCC	Educa6on	Strategy/Workgroup	
	

•  Op6mize	Quality	and	Closing	Gaps	in	Care-	Con6nue	Great	Work	in	Quality	Realm	
•  Engage	Specialty	and	Inpa6ent	Providers;	Case	Management	

Next	Steps	
	



Melanie	Maohews,	CEO	
	

Physicians	of	Southwest	
Washington,	LLC	

	



Building	Sustainability	
PSW	VALUE		
Core	Competencies	
Intellectual	Worth	
Diversified	Business	Models					
Risk	/	Popula6on	Health	
company	

DECISION	DRIVERS	
Align	with	partners	
Commitment	to	Innova6on	
Flexibility	
Legal	structures				

STRATEGIES	
Expand	
Evolve	
Diversify	
Partner				

Independent	Physician	Associa6on		

Innova6on	
Models		

IPA	
	

Managed	
Service	Org.	

Innova6on	
Models*	

IPA	
	

MSO	
	

1995	

2017	

2019	

Next	
GeneraMon	
ACO	
	
Bundle	
Payment	for	
Care	
Improvement	
Advanced	

PHO	
	

Medicare	
Advantage	
Plans	
	
Commercial	
	
Medicaid	
	
	

Business	
Lines	
	
MSSP	Data	
AnalyMcs	
	
Public	
Employee	
Benefit	Board	

Clinically	
Integrated	
Network	
	
Physician	
Enterprise	
	
	
	

*	NW	Momentum	Health	Partner	ACO,	LLC	legal	structure	and	governance	partner	with	Capital	Medical	Center	



ACO	Features		

Next	Genera6on	ACO		
•  In	program	since	2017		
•  Approx	$9k	lives		
•  Shared	Savings	Success	in	year	1	
•  Built	upon	Medicare	Advantage	delegated	risk	model	for	infrastructure	
•  Administra6ve	revenue	solely	on	Infrastructure	payment	loan	to	fund	opera6ons		
•  Partner	with	local	hospital	in	biz	model	including	to	fund	ESCROW		
•  Program	focus	is	high	touch	physician	engagement	and	addressing	social	determinants	of	health		

Our	Mission	
Northwest	Momentum	Health	Partners	ACO,	LLC	is	a	community	of	health	care	providers	

commi?ed	to	transforming	clinical	pracAce	with	the	goal	of	improving	quality,	
reducing	expenditures	and	enhancing	both	the	paAent	and	provider	experience.	



Challenges	
•  Program	size	requirements	
•  Quality	Repor6ng	
•  Resources	to	implement	the	waivers		
•  Model	changes	
•  Equity	to	scale	
•  Other	MSSP	models	TIN	exclusive	

limits	
•  “Marathon	not	a	sprint”		

	

Opportunities 
•  Collaborative environment with 

CMMI for learning  
•  Data to share with providers on 

market outcomes for total cost and 
quality  

•  Creating a network with new 
partnership opportunities 

•  Waiver expansion  
•  Engagement of beneficiaries   

 

 

Challenges	and	OpportuniMes	



•  Encouraged	by	ACO	model	outcome	report	that	supports	the	value	to	the	system		
•  Thumbs	up	on	proposed	rule	to	con6nue	direc6onal	movement	from	FFS	to	value	

based	and	pressure	for	2	sided	risk	model	
•  Be	Advanced	Alterna6ve	Payment	Model	for	network	to	exempt	MIPS	and	show	

financial	value	
•  Expand	ACO	for	physician	groups	and	partners	through	high	touch	provider	

engagement	and	provide	base	infrastructure		
•  Con6nue	to	work	with	stakeholders	on	shaping	the	longevity	and	direc6on	of	

“What’s	next	for	Next	Gen”	building	upon	lessons	learned	for	model	
opportuni6es	and	successes		

Strategy:	
ConMnue	to	parMcipate	in	CMMI	InnovaMon	Models	


