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Session Overview

AT Alntroduction

. Arederal Side APMs

“““ APrivate/Commercial Side APMs
= AOther Considerations

— ACOnCI usion
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Overview

ABackground on Medicare Shared
AReasons for changing the MSSP and what the data shows
: ADefinitions that set the stage for the changes
| AOverview of the changes to the MSSP
: ¢ Alncentives
? % AHow the changes have impacted ACOs based on recent data

ADecision points for structuring the right ACO or choosing which

17TH ANNUAL ACO to participate
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N INEL RN AWhat 6s next, more changes?
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CMS established the MSSP In 2012

AThree Tracks

Track 1 (2012): Upside only

Track 2 (2012): Upside and downside risk

Track 3 (2016): Upside and downside risk, which were greater
than Track 2

Track 1+ (2018): Transition model based on Track 1, but
Incorporates limited downside risk that was less than Tracks 2
and 3.
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As of 2018, 561 ACOs affecting 10.5 million Medicare Beneficiaries
460 were in Track 1
8 were in Track 2
38 were in Track 3
55 were in Track 1+

MSSP Track 1 MSSP Track 1+ MSSP Track 2 MSSP Track 3
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Reasons for Changes

ALow number of Track 1 ACOs moving to two-sided models
PIEESY I ACMS found that the availability of a lower-risk, two-sided model,
=—————— . suchasthe Track 1+ Model, was effective in moving Track 1
IR e, ACOs to atwo-sided model

I ACMS concerned about consolidation in health care from Track 1
= ACOs
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Two Sided Models Performed better than One Sided Models

A 2016: 68% of ACOs (15 of 22 ACOs) in two sided models had shared
savings compared to 29% in upside only models

A2017: 51% of ACOs (20 of 39 ACOs) in two sided models had shared
savings compared to 33% in upside only models

“_ . A2018: ACOs in two sided models reduced spending by $96 per
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beneficiary compared to $68 in upside only models
Low Revenue ACOs performed better than High Revenue ACOs

. A2016: 41% of low revenue ACOSs shared savings compared to 23% of

high revenue ACOs

A2017: 44% of low revenue ACOs shared savings compared to 28% of
high revenue ACOs

A2018: Low revenue ACOs reduced spending by $180 per beneficiary
compared to $27 for high revenue ACOs.
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ACOs in Track 1 had limited appetite to enter a two-sided

model when comparing risk of loss to the ability to control total

Medicare Parts A and B FFS expenditures for the ACO's
assigned beneficiaries
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CMS Themes for the Changes

ACMS used an ACOs ability to control spending to develop
changes in the MSSP.

= AHigh revenue ACOs, which typically include hospital systems, are
generally more capable of accepting higher risk because they
control the continuum of care of their patients and, thus, can

better control their assigned beneficiaries' total Medicare Parts A
== and B FFS expenditures.

= ALow revenue ACOs, which typically include physician groups,
, ] have less control over their assigned beneficiaries' total Medicare
WASHING TN Parts A and B FFS expenditures because they are in less control
HEALTH LAW of their patiewmd.s0 continuum o
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New Definitions

AHigh revenue ACO: Total Medicare Parts A and B FFS
revenue of its ACO participants is at least 35 percent of
the total Medicare Parts A and B FFS expenditures for
the ACO's assigned beneficiaries.

| ALow revenue ACO: Total Medicare Parts A and B FFS
. revenue of its ACO participants Is less than 35 percent
of the total Medicare Parts A and B FFS expenditures
for the ACQO's assigned beneficiaries.

- ANWAL | ACMS looks at total revenue and expenditures of
WASHINGTON Medi care Parts A and B FFS

HEALTH LAW beneficiaries and non-assigned beneficiaries.
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New Definitions

A Experienced ACO: (1) The ACO is the same legal entity as a current or previous ACO
that is participating in, or has participated in, a performance-based risk Medicare ACO,
or that deferred its entry into a second Shared Savings Program agreement period
under Track 2 or Track 3 or (2) 40 percent or more of the ACO's participants
participated in a performance-based risk Medicare ACO initiative, or in an ACO that
deferred its entry into a second Shared Savings Program agreement period under
Track 2 or Track 3, in any of the 5 most recent performance years prior to the
agreement start date.

A Inexperienced ACO: (1) The ACO is a legal entity that has not participated in any
performance-based risk Medicare ACO initiative, and has not deferred its entry into a
second Shared Savings Program agreement period under Track 2 or Track 3; and (2)

: Less than 40 percent of the ACQO's participants participated in a performance-based risk

17TH ANNUAL Medicare ACO initiative, or in an ACO that deferred its entry into a second Shared

WASHINGTON Savings Program agreement period under Track 2 or Track 3, in each of the 5 most

HEALTH LAW recent performance years prior to the agreement start date.

SUMMIT

AMERICANBARASSOCIATION

15



17TH ANNUAL
WASHINGTON
HEALTH LAW
SUMMIT

/NBA
AMERICAI )

New Definitions

AMedicare ACO initiatives includes any two sided model
Including Track 2, Track 3 or the ENHANCED track, and
the BASIC track (including Level A through Level E) of
the MSSP. Also includes the recent Innovation Center
ACO Models involving two sided risk: The Pioneer ACO
Model, Next Generation ACO Model, the performance-
based risk tracks of the CEC Model (including the two-
sided risk tracks for LDO ESCOs and non-LDO
ESCOs), and the Track 1+ Model.
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New Definitions

ARenewing ACO: An ACO that continues its participation
In the program for a consecutive agreement period,
without a break in participation.

“; ARe-entering: An ACO that is the same legal entity as an
% ACO that previously participated in the program and is
i applying to participate in the program after a break in
participation, because its agreement expired or
BERREEsn (erminated. It also includes a new legal entity and more
17TH ANNUAL than 50 percent of its participants were included on the

mf‘ :.f-'rw ELSVN ACO participant list in any of the 5 most recent years.
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Summary of Major Changes

@iy ~ AChanged the models to expedite an ACOs
.~ transition to two-sided models

mm AChanged the agreement term from 3 years to five

ot ALY years
S ARevised the Beneficiary Assignment
S8Rl Methodology
17TH ANNUAL Alncreased incentives to join two sided models
WASHINGTON _ _
HEALTH LAW ARevised the benchmarking
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Changes to Models

AEliminated Tracks 1 and 2

ACreat ed a ntBalsas five Ievelsavithk ével E
modeling Track 1+

ATrack 3 became the # hanced T

BASIC (5 year agreement)

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

BASIC (A-B) | BASIC (C-D)

BASIC (E)
e Upside only e Two-sided risk e Two-sided risk
e Savings:40% e Upside: 50%

e Downside: 0% e Downside: 2-4%

of FFS revenue

e Upside: 50%
e Downside: 8%
of FFS revenue
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An ACO in the Basic track will automatically progress
to the next level of risk annually
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The Five Levels of the Basic Track

A Level A: Upside Only, with up to 40% of savings and cap of 10% of benchmark
A Level B: Upside Only, with up to 40% of savings and cap of 10% of benchmark

A Level C: Two sided model. Savings of up to 50% of savings and cap of 10% of
benchmark. Losses of up to 30% of losses and a cap of 2% of Medicare FFS revenue
of ACO participants, but not more than 1% of the benchmark.

A Level D: Two sided model. Savings of up to 50% of savings and cap of 10% of
benchmark. Losses of up to 30% of losses and a cap of 4% of Medicare FFS revenue
of ACO participants, but not more than 2% of the benchmark.

A Level E: Two sided model (former Track 1+ Model). Savings of up to 50% of savings
and cap of 10% of benchmark. Losses of up to 30% of losses but not to exceed the

percentage of revenue specified in the revenue-based nominal amount standard under

the Quality Payment Program (for example, 8 percent in 2019-2020), capped at the
amount that is 1 percentage point higher than the percentage of the updated
benchmark specified in the expenditure-based nominal amount standard under the
Quality Payment Program (for example, 4 percent in 2019-2020)

20



The Enhanced Track

ABased on Track 3

~ AMaximum shared savings rate of 75 percent, not to
s hrmernn:. cxceed 20 percent of benchmark.

! I I I l _ ALoss sharing rate determined based on the inverse of
¢ the final sharing rate, but not less than 40 percent (that

IS, between 40-75 percent), not to exceed 15 percent of
benchmark.
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Participation Options

Low Revenue
ANew Inexperienced ACO may enter at any Basic Level

i ANew Experienced ACO cannot enter Levels Ato D
ARe -entering Inexperienced ACOs cannot enter Level A

ey ARe-entermg Experienced ACO cannot enter Levels Ato
il D

ARenewing Inexperienced ACO cannot enter Level A

17TH ANNUAL ———
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Participation OptionsCo n O t

High Revenue:

bbb ANew Inexperienced ACO may enter at any Basic Level
- \ - ANew Experienced ACO cannot enter the Basic Track
BFRBIREN A Re-entering Inexperienced ACO cannot enter Level A

..... ARe-entering Experienced ACO cannot enter Basic Track

;‘ iy ARenewing Inexperienced ACO cannot enter Level A

ARenewing Experienced ACO cannot enter Basic Track except for
nm iy MEN ACOs with a first or second agreement period beginning in 2016

WASHINGTON or 2017 in the Track 1+ Model can enter Level E.
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The Glide Path

AANn ACO is automatically advanced to the next level of
the Basic Track at the start of the performance year.
However:

AAn ACO may elect to advance more quickly, but you cannot
go backwards with one exception.

AA Low Revenue ACO that is inexperienced may elect to
remain in Level B for a 3rd Performance Year, but then must
move to Level E at the start of the 4th Performance Yeatr.

24



17TH ANNUAL
WASHINGTON

HEALTH LAW
SUMMIT

ABA

AMERICANBARASSOCIATION

Agreement Lengths

ACMS changed the agreement length from 3 years to 5
years.

ALow revenue ACOs:. Can stay in the Basic Track for
two agreement periods (for a total of 10 years) and are
not sequential, which would allow low revenue ACOs
that transition to the ENHANCED track after a single

agreement period the opportunity to return to the BASIC

track, but under Level E.
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MSR/MLR Selection

AOne Sided Models: The same methodology that was
,,,,,,,,, used for Track 1 will apply.

e rrase.: ATwo Sided Models: ACOs can have a (1) fixed

]| j MSR/MLR option from 0% to 2% in .5% increments or
et (2) a variable MSR/MLR based on the number of

> beneficiaries assigned to the ACO.

i Bl AFixed MSR/MLR is more popular. Among 101 ACOs

bk ANWAL participating in two sided models in PY 2018, 80 are

WASHINGTON subject to one of the fixed options, including 18 with a

ALTH LA
el MSR and MLR of zero percent.
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Beneficiary Assignment
Methodology

ATwo types of assignments: (1) Preliminary prospective assignment
with retrospective reconciliation or (2) Prospective assignment.

ATrack 1 and Track 2 had the preliminary prospective assignment
with retrospective reconciliation. The Track 1+ Model and Track 3
used a prospective assignment methodology.

AACOs now have the opportunity to annually elect their choice of
beneficiary assignment methodology during each performance
year.

AlIf change beneficiary assignment methodology, then that will
change your historical benchmark calculation



