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The Center’s Purpose

The National Rural Health Resource Center 

(The Center) is a nonprofit organization dedicated to 

sustaining and improving health care in rural 

communities. As the nation’s leading technical 

assistance and knowledge center in rural health, The 

Center focuses on five core areas:

• Transition to Value and Population Health

• Collaboration and Partnership

• Performance Improvement

• Health Information Technology

• Workforce
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Context

• What to expect over the course of the webinar 

series

◦ Understanding components of healthcare 

transformation

◦ How transformation affects CAHs and RHCs

◦ Tools and resources for providers to engage 

in transformation
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Today’s Agenda

• Applied foundations of pay for value 

programs

• New CMS Models

• Rural Participation in an Accountable Care 

Organization (ACO)

• Impact on rural health
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Webinar Series

1. CMS is leading healthcare Transformation

◦ Understanding Payment and Delivery Reform

2. The Paradigm Shift

◦ Transformation from Volume to Value

3. Accountable Care Organizations and other pay for value programs

◦ Opportunities, Barriers for Rural providers

4. Clinically Integrated Networks

◦ Opportunities, Barriers for Rural Providers 

5. How to win with the Tyranny of Small Number

◦ Collaborations, Coalitions and Networks

6. The Big Picture—Results Matter

Demonstrate worth, value and quality 
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Value Based Payment 
Models
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Alternative Payment Models

An Alternative Payment Model (APM) is a 

payment approach that gives added 

incentive payments to provide high-quality

and cost-efficient care. APMs can apply to 

a specific clinical condition, a care episode, 

or a population.
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Components of an Alternative Payment Model

1. Payments for Services.  The APM needs to pay healthcare 
providers in a way that reduces or eliminates any barriers in 
the current payment system that impede delivering high-
value services to the eligible patients; 

2. Accountability for Spending.  The APM needs a 
mechanism for assuring patients and payers that avoidable 
spending will decrease (if the goal of the APM is to achieve 
savings), or that spending will not increase (if the goal of 
the APM is to improve quality);  

3. Accountability for Quality.  The APM also needs a 
mechanism for assuring that patients will receive equal or 
better quality of care and outcomes as they would with the 
kind of care they receive under the current payment 
system; and 

4. Patient Eligibility.  The APM needs a mechanism for 
determining which patients will be eligible for the services 
supported by the APM

© Center for Healthcare Quality and Payment Reform (www.CHQPR.org) 
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Types of  Medicare Alternative Payment Models

• APMs-

• MIPS-APMs

• Meet the statutory definition of an APM. MIPS eligible clinicians 

participating in an APM are also subject to MIPS.

• MIPS APMs have MIPS eligible clinicians participating in the APM on their 

CMS-approved participation list.

• Advanced APMs • An Advanced APM is a track of the Quality Payment Program that offers a 

5 percent incentive for achieving threshold levels of payments or patients 

through Advanced APMs. If you achieve these thresholds, you are excluded 

from the MIPS reporting requirements and payment adjustment.

• Advanced & MIPS APMS • Most Advanced APMs are also MIPS APMs. MIPS Eligible clinicians 

participating in Advanced APMs are included in MIPS if they do not meet 

the threshold for payments or patients sufficient to become a Qualifying 

APM Participant (QP). The MIPS eligible clinician will be scored under MIPS 

according to the APM scoring standard.

• All-Payer/Other Payer 

options
• Eligible clinicians will be able to become Qualifying Alternative Payment 

Model Participant (QPs) through the All-Payer Option. Eligible clinicians 

must participate in a combination of Advanced APMs with Medicare and 

Other-Payer Advanced APMs. Other-Payer Advanced APMs are non-

Medicare payment arrangements that meet criteria that are similar to 

Advanced APMs under Medicare.
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Payment Reform Goals

10



Quality Payment Program Objectives

• To improve beneficiary population health

• To improve the care received by Medicare beneficiaries

• To lower costs to the Medicare program through improvement of care and 
health

• To advance the use of healthcare information between allied providers and 
patients

• To educate, engage and empower patients as members of their care 
team

• To maximize QPP participation with a flexible and transparent design, and 
easy to use program tools

• To maximize QPP participation through education, outreach and support 
tailored to the needs of practices, especially those that are small, rural and 
in underserved areas

• To expand Alternative Payment Model participation

• To provide accurate, timely, and actionable performance data to clinicians, 
patients and other stakeholders

• To continuously improve QPP, based on participant feedback and 
collaboration

•
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Participation in Payment Reform Categories
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Comparison Data
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CMS Alternative Payment Models

Bundled Payments for Care Improvement (BPCI) initiative is a model of care, which links 
payments for the multiple services beneficiaries receive during a clinical episode of care.

Comprehensive Care for Joint Replacement (CJR) model aims to support better and more 
efficient care for beneficiaries undergoing the most common inpatient surgeries for 
Medicare beneficiaries: hip and knee replacements (also called lower extremity joint 
replacements or LEJR).

Comprehensive ESRD Care (CEC) Model is designed to identify, test, and evaluate new ways to 
improve care for Medicare beneficiaries with End-Stage Renal Disease (ESRD).

Comprehensive Primary Care Plus (CPC+) is a national advanced primary care medical home 
model that aims to strengthen primary care through regionally-based multi-payer payment 
reform and care delivery transformation.

Shared Savings Program (MSSP) is a voluntary program that encourages groups of doctors, 
hospitals, and other health care providers to come together as an ACO to provide 
coordinated, high-quality care to their Medicare patients. ACOs may participate in the 
Shared Savings Program under Tracks 1, 2, or 3, now Basic and Enhanced. Each track varies 
by their financial risk and portion of savings.

Under the Oncology Care Model (OCM), physician practices have entered into payment 
arrangements that include financial and performance accountability for episodes of care 
surrounding chemotherapy administration to cancer patients
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CMS Alternative Payment Models continued

Vermont All-Payer Accountable Care Organization (ACO) Model is the Centers for 
Medicare & Medicaid Services’ (CMS) new test of an alternative payment model in 
which the most significant payers throughout the entire state incentivize health 
care value and quality under the same payment structure for the majority of 
providers throughout the state’s care delivery system

Maryland All Payor Model and Maryland total Cost of Care- The Centers for Medicare & 
Medicaid Services (CMS) and the state of Maryland are partnering to test the Maryland 
Total Cost of Care (TCOC) Model, which sets a per capita limit on Medicare total cost of 
care.
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New Primary Care Models

• CMS anticipates enrolling 25% of Medicare fee-for-service 
beneficiaries into one of its two new risk models that make up its 
new Primary Cares Initiative:

• Primary Care First is primarily targeted at smaller practices with 
less experience in value-based payment models. It offers 
coordination of care payments and other financial support, with 
performance-based payments and some financial risk. A version 
of this model will be targeted at the seriously ill population and 
will provide extra support for patients who need hospice or 
palliative care services and effective care coordination.

• Direct Contracting is for practices with at least 5,000 Medicare 
beneficiaries and offers a 50% savings/losses risk-sharing option, 
a 100% savings/losses risk-sharing option and a total care 
capitation model, which would provide capitated, risk-adjusted 
monthly payments for all participants and preferred providers.
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PATHWAYS TO SUCCESS: A NEW START FOR MEDICARE 

ACCOUNTABLE CARE ORGANIZATIONS

With 450+ Medicare ACOs clinging to upside only contracts, CMS 
has proposed giving the program a major nudge toward shared 

risk.

WHY ?
Six years into the program, CMS believes ACOs aren't moving 
quickly enough toward risk-based arrangements, citing "weak 
incentives" for healthcare providers to slow "spiraling costs."
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What’s new in the overhaul of the ACO program?

Tracks are "Basic" with levels A to E, and "Enhanced," with one 
level. ACOs would be categorized by status (new, renewing or 
re-entering), their FFS revenue ratio, and experience level. 
Categorization is intended to prevent ACOs from avoiding the 
new risk policies.

Limited time in upside risk only from 6 years to only 2.

Shared savings reduced from 50% to 25%.

ACOs must move levels every year until they reach Basic Level 
E or the Enhanced Track.

The Enhanced Track is the highest risk level. ACOs in this track 
and Basic Level E qualify as Advanced APMs.
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Pennsylvania Rural Health Model

The seeks to test whether care delivery transformation in 
conjunction with hospital global budgets will

1. increase rural Pennsylvanians’ access to high-quality care 
and improve their health, while also 

2. reducing the growth of hospital expenditures across payers, 
including Medicare, and 

3. improving the financial viability of rural Pennsylvania 
hospitals to 

4. improve health outcomes of and maintain continued access 
to care for Pennsylvania’s rural residents.

The Model tests whether the predictable nature of global 
budgets will enable participating rural hospitals to invest 
in quality and preventive care, and to tailor their services 

to better meet the needs of their local communities.
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Pennsylvania Rural Health Model continued
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ACO Basics



MSSP ACO Participation Requirements

◦ Legal Structure/ legal 

entity

◦ Baseline of number of 

attributed of lives

◦ Participating Providers 

measured on cost and 

quality of defined 

population 

◦ Establish average total 

patient spend 

(benchmark),Risk 

adjusted and based on 

attributed lives

◦ Manage Shared Savings, 

Plan to receive, use and 

distribute shared savings

◦ Plan for Quality 

assurance and 

improvement

◦ Plan for promoting 

Evidence Based Medicine

◦ Plan for Promoting 

Beneficiary engagement

◦ Plan for internal 

reporting on cost and 

quality
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Quadruple AIM
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How can practices help lower cost or 

reduce total patient spend?



How do practices provide better care 

or more “efficient care delivery”?

✓ Provide prevention and wellness services

✓ Utilize new codes/services for care 
management

✓ Utilize data to inform you of population and 
patient needs

✓ Document thoroughly
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How can practices create better health or

“better health outcomes”?

✓Fill care gaps and create more access for 

chronically ill

✓Manage the patient and disease through 

consistent evidence-based processes

✓Encourage patients to participate in 

prevention and wellness services
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Quality Varies but Problem Areas are the Same



Population Health Program Strategies
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Workflow and Process

Change practice workflow to support the quadruple aim

✓ Modify workflow to address care gaps

✓ Use data to inform the process and continuously improve

✓ Implement necessary IT infrastructure

✓ Identify patients who are at risk

✓ Pre-visit planning

✓ Build a primary care relationship with patients
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Workflow and Process continued

Change practice workflow to support the 

quadruple aim

✓Modify workflow to address care gaps

✓Use data to inform the process and 

continuously improve

✓Implement necessary IT infrastructure

✓Identify patients who are at risk

✓Pre-visit planning

✓Build a primary care relationship with 

patients
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Workflow Changes
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Prevention and Wellness

Provide prevention and wellness services 

◦ Annual Wellness Visits

✓ Gather as much information as you can

✓ Include other billable services such as advance care 

planning, 

✓ Refer appropriate follow up services, including care 

coordination

◦ Care Coordination

✓ Set up the billable care coordination service

✓ Train, mentor, and deploy  Care Coordination Nurses

◦ Use Nurses to extend the services and care
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Population Health Revenue Opportunities

• Initial Preventative Physical Exam

• Annual Wellness Visit, Initial

• Annual Wellness Visit, Subsequent

• Advanced Care Planning

• Chronic Care Management

• Transitions of Care Management

• Integrated Behavioral Health

• Remote Patient Monitoring

• Diabetes Self Management 

Education

• Telehealth Originating Site Facility

• Preventive Health Screening

◦ Depression Screening

◦ Alcohol and Drug Screening

◦ Alcohol/Substance abuse 

Assessment and Intervention

◦ BMI above Normal

◦ Behavioral Therapy for Obesity

◦ Tobacco Use Counseling

◦ Diabetes Self Management 

Training
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New Population Health Revenue
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Coding, Documentation and Reporting

• Code claims properly

◦ Any condition is not carried forward from year to year by a 

payor so each must be documented at least once annually

◦ Code with Hierarchal Condition Category Code to 

demonstrate the severity of the disease state

• Document in the right place

◦ Documentation in custom forms in EMRs don’t always 

translate to custom reports

• Be prepared to report quality information

◦ Quality payments are tied to identified actions connected to 

quality measures. If the actions don’t show up in the 

reports you may have to report manually until you can 

coordinate your documentation with your reporting
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25% Wellness Visits = 20%Improvement
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Pre-AWV Post-AWV



Participation Barriers
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Measurement of Cost and Quality resides in the Data

data 

MUST

reflect your story 

in order to demonstrate

value
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Contact Information

Shannon S Calhoun

c.361.648.9799

shannonscalhoun@networkeffectus.com
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