Navigating

Alternative
Payment
Models
A USER'S GUIDE

Alternative payment models are a cornerstone of
payment and delivery reform initiatives developed by
the Center for Medicare and Medicaid Innovation.

APM programs have
evolved significantly
over the last decade, adapting
lessons learned from successes,
failures and participant feedback.
Now, CMS is introducing new
APM programs into the mix,
adding more opportunities for
healthcare providers, including
new ways to participate and
capitalize on the benefits these
programs can offer.
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New alternative payment models offer:
MORE OPPORTUNITIES FOR
HEALTHCARE PROVIDERS

NEW WAYS TO PARTICIPATE
NEW WAYS TO CAPITALIZE ON
PROGRAM BENEFITS

Tips for participants
For potential participants entering into one of these
payment arrangements — or for existing participants
who are assessing if they should expand or improve
on their participation, here are some important things
to keep in mind:

1

CMS is looking at new ways to engage and accelerate
participation of other types of providers in APMs.

Some of the new programs we’ve seen introduced most recently target specialty care providers
such as radiation oncologists and nephrologists. We’ve also seen a focus on strengthening
delivery of primary care services through the introduction of the Primary Care First model.
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More mandatory models may be coming — putting former and
current APM participants ahead of the curve.

We’ve seen final rules for the Radiation Oncology model and the Comprehensive Care for Joint
Replacement model and indication from CMS of a potential mandatory model anticipated to
launch in 2024 as Bundled Payments for Care Improvement Advanced. Providers currently
participating in medical and surgical bundles have already undertaken many transformative
steps to handle these programs; that experience will give them an advantage in any sort of
future mandatory model.

3

2020 was not the value-based tipping point some predicted,
but the advantages of value over volume remain clear.

Over the last decade, the industry was hopeful that 2020 would be the year that valuebased payments overtook fee-for-service payments. That’s partially a result of a lack of a true
replacement for the fee-for-service payment system. Many APMs function as an add-on to
the existing payment system, letting the traditional billing and payment mechanism continue
and then reconciling payments for the APM later. The public health emergency and a change
in administrations have been the most recent factors to delay model implementation and
innovation.
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A value-based framework that helps providers think
of their patients across the entire continuum of care
has its advantages.

This will become especially true in a post-pandemic world, where patients who have
avoided care or unwittingly created care gaps will need to reenter the system with
potentially more complex health needs. Being able to understand a patient’s healthcare journey and experience of care across providers and settings will continue to be a
priority.
To help new and prospective participants learn more about the potential benefits these
programs offer and help current participants maximize their efforts, we’ve examined
broad participation categories and taken a close look at what key facts and insights
providers need to know about the major Medicare APMs.
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Participation categories
ACCOUNTABLE CARE
Accountable Care Organizations and similar
care models aim to incentivize healthcare
providers to become accountable for a patient
population and to invest in infrastructure
and redesigned care processes that enable
coordinated care, high quality and efficient
service delivery.

• Medicare Shared
Savings Program
• Kidney Care

EPISODE-BASED PAYMENT INITIATIVES
These models hold healthcare providers
accountable for the cost and quality of care
beneficiaries receive during an episode of
care, which usually begins with a triggering
healthcare event (such as a hospitalization or
chemotherapy administration) and extends for
a limited period thereafter.

• Comprehensive Care for
Joint Replacement Model
• Oncology Care Model
• Bundled Payments for
Care Improvement
• Radiation Oncology Model

PRIMARY CARE TRANSFORMATION
Primary care providers are a key point of
contact for patients’ healthcare needs.
Strengthening and increasing access
to primary care is critical to promoting
health and reducing overall healthcare
costs. Advanced primary care practices —
sometimes called medical homes — use a
team-based approach to achieve program
goals, while emphasizing prevention, health
information technology, care coordination and
shared decision making among patients and
their providers.

• Primary Care First
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Medicare Shared Savings Program
CATEGORY: ACCOUNTABLE CARE
Stage
Launched in 2012, ongoing with new program structure introduced in a December 2018
MSSP final rule

Timeline
Agreements beginning and subsequent to July 2019 span five performance years at
minimum

Payment type
Shared savings/losses for attributed beneficiaries under a one- or two-sided risk model

OVERVIEW
MSSP is one of Medicare’s largest APMs, allowing providers and suppliers the opportunity
to form an ACO. Different risk tracks are available for ACOs to choose from depending on
the composition of the organization and past experience. MSSP has undergone a significant
evolution since its inception and now offers participants a glide path to increase the level of
risk they take on as they mature in the program. As of performance year 2021, there are 477
MSSP ACOs providing care to nearly 11 million Medicare fee-for-service beneficiaries.
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Medicare Shared Savings Program

GOALS
MSSP aims to shift the payment system from a volume-based model to a payment system geared toward
high value and outcomes. The three primary goals of MSSP are to:
• promote accountability for the patient population;
• coordinate healthcare services for Medicare FFS beneficiaries; and
• encourage investment in high quality and efficient services.

WHO IT’S FOR
Physicians, hospitals and other providers involved in patient care. Interconnected healthcare
organizations can benefit from having enhanced coordination and communication across the continuum of
care. The model design encourages providers to work together to enhance the quality of care delivered and
rewards participants for achieving the program’s goals.

PATHWAYS TO SUCCESS
In the December 2018 MSSP final rule, CMS redesigned the program under “Pathways to Success.”
Intended to accelerate ACOs into two-sided risk arrangements, the program introduced a glide path to move
participants along as they are able to successfully take on risk. Key aspects of Pathways to Success include:
• distinction of ACOs based on new status, revenue level and prior experience;
• a BASIC track (composed of levels A-E) and an ENHANCED track;
• limited number of years allowed at upside-only risk;
• high-revenue ACOs are required to take on risk more quickly;
• incorporation of historical experience and regional performance for benchmarking; and
• benefits for beneficiaries like expanded access to telehealth services and incentives to
improve health outcomes.

IN PERFORMANCE YEAR

2021

447

MSSP ACOS ARE
PROVIDING CARE TO
NEARLY

11 MILLION
MEDICARE FEE-FOR-SERVICE
BENEFICIARIES
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Comprehensive Care for Joint
Replacement Model
CATEGORY: EPISODE-BASED PAYMENT INITIATIVES
Stage
Launched April 2016; ongoing

Timeline
Expected performance year end date of Sept. 30, 2021; three-year extension through 2024

Payment type
Retrospective bundled payment approach

OVERVIEW
• Hip and knee replacements are the most common surgical procedures for Medicare
beneficiaries so the program offers a major opportunity to improve care delivery.
• CJR was the first mandatory bundled payment program and was initially implemented
across acute care hospitals in 67 Metropolitan Statistical Areas but was scaled down
in 2018.
• CJR has been largely successful, resulting in a three-year extension through
December 2024.
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Comprehensive Care for Joint Replacement Model

GOALS
• Implement an episode-based payment approach for lower extremity joint replacement to incentivize
hospitals to reduce costs while maintaining or improving quality.
• Enhance collaboration among care teams across the continuum of care — from surgery to recovery.
• Reduce surgical complications and readmissions, and promote more efficient rehabilitative care.

WHO IT’S FOR
• Acute care hospitals located in 34 mandatory MSAs (as of 2018).
• Participation is voluntary for hospitals in the 33 MSAs removed from the mandatory list and for low
volume or rural hospitals in the remaining 34 mandatory MSAs. Voluntary hospitals are not eligible to
participate in the three-year extension.

WHAT TO EXPECT IN THE CJR EXTENSION FINAL RULE
CJR’s performance year 5 was extended by nine months due to the public health emergency. The model will
extend through 2024 for only those hospitals under mandatory participation status.

Here are a few things participants should be on the lookout for:

1
ARE EPISODES DEFINED THE
SAME WAY THEY WERE IN THE
ORIGINAL CJR?
The final rule includes
outpatient knee and hip
replacements in addition to
inpatient procedures, in an
effort to better align with
where these procedures are
now being performed.

2

3

WILL TARGET PRICES CHANGE?
CMS previously set target
prices using a simple regional
methodology, but the final
rule includes additional
episode-level risk adjustment
for beneficiaries with dualeligibility status, age and
comorbidities.

WERE THE HOSPITALS THAT
REMAINED IN CJR UNDER
VOLUNTARY STATUS CARVED
OUT OF THE PROGRAM?
Unfortunately, the final rule
excludes 139 hospitals
under voluntary participation
status from continuing in the
program.
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Oncology Care Model
CATEGORY: EPISODE-BASED PAYMENT INITIATIVES
Stage
Launched July 1, 2016; ongoing

Timeline
The program has an anticipated performance period end date of Dec. 31, 2021, with
potential that an evolution of the program, called Oncology Care First, will launch as a
replacement

Payment type
Retrospective bundled payment approach with monthly enhanced oncology services
payments for attributed episodes

OVERVIEW
OCM is a payment model designed to test the effects of better care coordination, improved
access to practitioners and appropriate clinical care on health outcomes and costs of care
for beneficiaries with cancer who receive chemotherapy.
• Multi-payer model with a consistent approach to practice transformation.
• As of the beginning of 2020, the program includes 138 practices and 10 commercial
payers, of which 50 practices were operating under a two-sided risk arrangement.
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Oncology Care Model

GOALS
• Improve care coordination, access to care and appropriateness of care delivered.
• Lower costs by aligning incentives to comprehensively address the complex care needs of beneficiaries
with cancer.

WHO IT’S FOR
• Physician group practices composed of one or more physicians who prescribe chemotherapy for the
treatment of cancer.

WHAT’S NEXT FOR ONCOLOGY BUNDLES?
As the OCM program comes to a close, practices are awaiting more news on the potential Oncology Care First
model after an informal request for information was announced by CMMI at the end of 2019. Current OCM
participants are likely to have a leg up in the new OCF program, but there are some things to be aware of for
oncology bundled payment veterans and novices alike:

prospective monthly population payments would include payment for evaluation and
management visits and the provision of enhanced services required under the model;

accountability for the total cost of care (including drugs) for six-month episodes
would continue; and

early introduction of two-sided risk, especially for former OCM participants.
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Bundled Payments for Care
Improvement Advanced
CATEGORY: EPISODE-BASED PAYMENT INITIATIVES
Stage
Launched Oct. 1, 2018; ongoing

Timeline
The model performance period will run through Dec. 31, 2023

Payment type
Retrospective bundled payment approach

OVERVIEW
BPCIA is designed to support providers who invest in practice innovation and care
redesign to improve the way care is coordinated and delivered, while improving patient
quality of care. As of Model Year 4, the program includes eight clinical episode service
line groups consisting of 31 inpatient clinical episode types and four outpatient clinical
episode types.

12

Navigating Alternative Payment Models: A User’s Guide | DataGen, Inc.®

Bundled Payments for Care Improvement Advanced

GOALS
• Promote seamless, patient-centered care around a set of specific clinical episodes.
• Align incentives among participating healthcare providers for reducing expenditures and improving
quality of care for Medicare beneficiaries.
• Redesign care.
• More effectively engage providers, caregivers and patients.
• Improve data analysis.
• Enhance feedback and financial accountability.

WHO IT’S FOR
• Convener participant: Brings together at least one downstream episode initiator (either an acute care
hospital or a physician group practice) to participate in BPCIA; facilitates coordination among them
and bears a portion of financial risk.
• Non-convener participant: Bears financial risk for itself and does not bring together any downstream
episode initiators. Only acute care hospitals or physician group practices may participate as
non-conveners.

KEYS TO CONTINUED SUCCESS
By now, BPCIA participants have gained some level of experience in the program and hopefully are seeing the
benefits of participation. However, there’s always room for improvement or even refreshing your mindset.

QUESTIONS
to ask yourself every few months
to ensure you’re getting the most
out of your participation.

1

Have you identified a physician champion?

2

Have you educated your staff about BPCIA and
your organization’s goals in the program?

3

Do you understand what’s driving costs after
discharge?

4

Do you have strategies for reducing readmissions?

5

Have you built a network of trusted post-acute
care partners?
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Primary Care First
CATEGORY: PRIMARY CARE TRANSFORMATION
Stage
Announced; ongoing

Timeline
PCF will have a five-year performance period; the first performance period began for the PCF
component on Jan. 1, 2021, and a second cohort for the program will begin on Jan. 1, 2022;
the seriously ill patient component of the model has been delayed and is currently under review

Payment type
Prospective professional population-based payments and flat primary care visit fees, plus
performance-based payment adjustments for the quality of care delivered

OVERVIEW
The PCF model offers an innovative payment structure to support the delivery of advanced
primary care services. The model is available to providers located in 26 regions across the
country, with 847 practices and 14 payer partners participating as part of the first cohort.
PCF includes two payment options: the first for advanced primary care practices ready to
assume financial risk and the second for the population of seriously ill beneficiaries who
lack a primary care practitioner and/or effective care coordination.
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Primary Care First

GOALS
• Support practices caring for patients with complex needs or serious illnesses.
• Increase patient access to advanced primary care services.
• Improve the quality of primary care and patient experience.
• Incentivize primary care practitioners to reduce hospital utilization and total cost of care through
performance-based payment adjustments.

WHO IT’S FOR
• Primary care practices with advanced primary care capabilities. Eligible practitioners are those in
the internal medicine, general medicine, geriatric medicine, family medicine and/or hospice and
palliative medicine specialties.
• For the high-need population option practices must have additional capabilities and care experience
in furnishing services to the seriously ill patient population.

BENEFITS FOR PARTICIPATING PRACTICES
The program is structured to drive a number of benefits to participants.

1

2

Opportunity to become a qualifying
APM participant for primary care
practices that specialize in complex,
chronic patients and/or high need,
seriously ill populations.

Ability to increase revenue through
performance-based payments.

3

4

Access to actionable and timely data
for patients across the continuum of
care to inform progress toward
practice transformation goals.

Emphasis on the doctor-patient
relationship by reducing administrative burdens on practices.
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Kidney Care Choices
CATEGORY: ACCOUNTABLE CARE
Stage
Targeted launch Jan. 1, 2022

Timeline
Anticipated to run for four years, with the option for one or two more performance years
at CMS’ discretion; during the first year of the program (Model Year 0) participants
will focus on building necessary care relationships and infrastructure without financial
accountability

Payment type
Capitated payment, bonus payment, performance-based adjustment for Kidney
Care First model; capitated payment, bonus payment, shared savings/losses for
Comprehensive Kidney Care Contracting model

OVERVIEW
KCC includes two participation options:
Kidney Care First: Participating nephrologists and nephrology practices will receive
adjusted capitated payments for managing care of aligned beneficiaries with chronic
kidney disease stages 4 or 5 and for those on dialysis, and bonus payments for successful
kidney transplants.
Comprehensive Kidney Care Contracting: Kidney Contracting Entities will receive adjusted
payments for managing beneficiaries with CKD stages 4 and 5 and end-stage renal disease,
and bonus payments for successful kidney transplants. In addition, Kidney Contracting
Entities will be responsible for the total cost of care for their patients and can receive a
portion of the Medicare savings.
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Kidney Care Choices

GOALS
GOALS
• Help providers reduce the cost and improve the quality of care for patients with late-stage chronic
kidney disease and end-stage renal disease.
• Delay the need for dialysis and encourage kidney transplantation.
• Incentivize better management of kidney disease.

WHO IT’S FOR
• KCF is open to nephrology practices and their nephrologists only, subject to meeting certain eligibility
requirements.
• CKCC is open to Kidney Contracting Entities, which must include nephrologists or nephrology practices and transplant providers, and may include dialysis facilities and other providers and suppliers.

PARTICIPATION BENEFITS
A MORE STABLE REVENUE STREAM
BETTER DELIVERY OF ADVANCED CARE FOR
ALIGNED BENEFICIARIES WITH LATE STAGE CKD

The program is structured
to drive a number of
benefits to participants:

IMPROVED PATIENT ACCESS TO NEPHROLOGIST
CARE AND ENHANCED PATIENT EXPERIENCE

ACCESS TO THE INCENTIVE KIDNEY
TRANSPLANT BONUS OF UP TO $15K
DISTRIBUTED OVER THREE YEARS
DRIVE CONTINUOUS IMPROVEMENTS THROUGH
PERFORMANCE-BASED ADJUSTMENTS
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Radiation Oncology Model
CATEGORY: EPISODE-BASED PAYMENT INITIATIVES
Stage
Announced

Timeline
Anticipated model start date of Jan. 1, 2022

Payment type
Prospective payments for radiation therapy episodes of care

OVERVIEW
Radiation oncology is one of CMS’ newest models and will be implemented for entities
furnishing radiation therapy services in randomly selected Core-based Statistical Areas.
CMS aims to move at-risk entities away from the traditional fee-for-service payment setup
and toward a simpler and more predictable payment system for the delivery of radiation
therapy services. The model will cover 30% of all eligible radiation oncology episodes in
the country.
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Radiation Oncology Model

GOALS
• The model will test if prospective, site neutral, modality agnostic, episode-based payments incentivize
physicians to deliver higher-value radiation therapy care.
• The model will link payments to quality for radiation therapy services through performance on quality
measures, clinical data reporting and assessment of patient experience.

WHO IT’S FOR
Physician group practices, hospital outpatient departments and freestanding radiation therapy centers
that furnish radiation therapy services, with participants categorized as follows:
• Professional participants: physician group practices that provide the professional component of the
episode (i.e., treatment planning).
• Technical participants: hospital outpatient departments or freestanding radiation therapy centers that
provide the technical component of the episode (i.e., delivery of radiation therapy).
• Dual participants: freestanding radiation therapy centers providing both professional and technical
components of the episode.

TIPS TO PREPARE FOR THE NEXT MANDATORY MODEL
Radiation oncology is the first mandatory model in quite some time and could serve as the testing ground for
the next evolution of alternative payment models.

How can you prepare?

1

2

3

4

Bring together
your organization’s
leadership and a
multidisciplinary
team of stakeholders
to develop an
implementation plan
and set timelines to
be ready for when the
program launches.

Review new
billing guidelines
and capabilities for
identifying when
episodes start
and end.

Develop mechanisms
needed to meet
the data reporting
requirements for
quality measures
and clinical data
elements.

Keep a close eye
on any and all
information CMS
releases about the
program in the
coming months; given
multiple delays to
the model, additional
revisions are possible.
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The characteristics of success
Despite the differences in each of these programs, there are four core
characteristics of successful participation.

1

STAKEHOLDERS MUST BUY IN

2

IDENTIFY A PROGRAM CHAMPION

3

ESTABLISH A SOUND INFRASTRUCTURE

4

CREATE AN ACTIONABLE STRATEGIC PLAN

ESPECIALLY AMONG OPERATIONAL, FINANCIAL AND CLINICAL ROLES.

WHO WILL PUSH FOR INITIATIVES THAT DRIVE REAL CHANGE.

AND THE CAPABILITY TO MAKE NECESSARY CHANGES WITHIN THE SPECIFIC
PROGRAM’S SERVICE LINE.

TO ENSURE THE EFFECTIVE EXECUTION OF THE PROGRAM.

These programs are designed to help your healthcare organization truly make transformative
changes in the way care is delivered — quality improvement and financial success are attainable
goals. To learn more or schedule a free demonstration, reach out to DataGen today.

1-844-DATAGEN | www.datagen.info
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For more than 20 years, DataGen has been an essential partner to healthcare
organizations across the country, illustrating the financial implications of
payment policy changes and promoting a pragmatic view of how changes will
affect revenue and profitability.
DataGen provides data analytic support to hospitals, health systems, state
hospital associations and other healthcare groups across the nation as they
strive to improve quality, outcomes and financial performance.
Drawing on specialized health policy and payment expertise, as well as
in-depth understanding of the power of analytics to drive change, DataGen
simplifies the complexities of healthcare payment change.
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