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T 
he U.S. health care system is in the process of shifting 
from traditional fee-for-service payment to value-based 

alternative payment models (APMs).1 APMs are one of two 
methods under the Quality Payment Program (QPP), in which 
providers may achieve positive payment adjustments based 
upon the achievement of various quality and performance 
measures.

APMs may provide an alternative to physicians and small 
medical groups in a similar geographic area that seek to remain 
independent (i.e., not employed by hospitals or medical groups), 
while providing them the opportunity to band together to take 
advantage of the larger economies of scope and scale inherent 
in bigger organizations, as well as allowing them to potentially 
increase their reimbursement. There are a variety of APM 
options from which to choose, which range as to the required 
level of shared savings, shared loses (i.e., risk) and covered 
beneficiaries, among others. This article will briefly discuss 
some of these options available to physicians.

1.  Accountable Care Organizations (ACOs)

The ACO model holds groups of health care providers 
responsible for the quality and cost of health care delivery 
provided to a patient population.1,2 ACOs that achieve  
spending and quality targets designated by payers then receive 
a share of the savings (or share in losses if they surpass the 
spending target).3 ACOs are organized in a variety of legal  
and governance structures and can have varied contracts with 
payers (both federal and private), depending on the size and 
members of the ACO.4

Medicare Shared Savings Program (MSSP). The most widely 
used ACO program,5 the MSSP is in the midst of a paradigm  

 
change. All new or renewing MSSP contracts had to shift to 
either the Basic Track or Enhanced Track beginning July 1, 
2019.6 Under the Basic Track, eligible ACOs participate in a 
“glide path” along five track levels, wherein they incrementally 
shift from a one-sided (upside risk only) model to a two-sided 
(upside and downside risk) model. There are some inducements 
for ACOs to move to higher-risk models, including:

p  The SNF three-day waiver, which waives the requirement  
for an inpatient hospital stay prior to receiving SNF 
services;7 and,

p  The Beneficiary Incentive Program, which allows ACOs  
to directly furnish incentive payments to Medicare 
beneficiaries to ensure access to primary care resources.8

Advanced APM status is only available to MSSP ACOs 
assuming the most downside risk. Providers who participate in 
an Advanced APM do not have to participate in the Merit-based 
Incentive Payment System (MIPS), and those providers are 
eligible for an additional 5% incentive bonus.9

Next Generation ACOs. The Next Generation ACO (NGACO) 
model, established in 2016, aims to build upon the experience 
of the Centers for Medicare & Medicaid Services (CMS) in 
operating the Pioneer ACO Model and the MSSP.10 While  
this model is generally similar to the MSSP, its primary 
differences are listed below:

p  The minimum number of required beneficiaries is  
10,000 (in contrast to the MSSP minimum of 5,000) 

p  The potential shared savings (rewards) and losses (risks)  
are greater than in the MSSP:

 a.  Arrangement A allows shared savings/losses up to  
80% for the first three-year contract, then up to 85%

  b.  Arrangement B allows shared savings and losses up  
to 100%

p A minimum savings rate/minimum loss rate is not utilized

p  The benchmark is configured utilizing a “hybrid approach” 
that takes into account historical and regional costs (instead 
of just historical costs).11
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2.  Direct Contracting Models

The directing contracting model builds upon both MSSP  
and the NGACO model, e.g., by introducing capitation, a new 
financial methodology with advanced benchmarking and an 
enhanced beneficiary alignment methodology.12 Commencing 
in 2021, the new model may be appealing to a variety of 
providers, as it is more primary care focused and allows  
smaller entities to participate.13 Moreover, the model aims 
to offer beneficiaries with complex chronic conditions more 
options and higher quality care.

Unique to the model is the structure of the value-based 
arrangements. Entity participations, referred to as direct 
contracting entities (DCEs), operate under a common 
legal structure, wherein one group contracts with CMS and 
effectively serves as a health plan administrator to its providers. 
The model focuses less on quality measures and more on 
outcomes and beneficiary experience.14 There are currently  
two DCE participation options:

p  Professional: The lowest risk-sharing arrangement,  
with 50% shared savings/losses. This option also requires 
participation in Primary Care Capitation, a risk-adjusted 
monthly payment for enhanced primary care services.15 

p  Global: The highest risk-sharing arrangement, with 100% 
shared savings/losses (full risk). This option also requires 
participation in either Primary Care Capitation or Total  
Care Capitation, a capitated risk-adjusted monthly payment 
for all Medicare services provided by participants.15

3.  BPCI Advanced Model

On January 9, 2018, CMS launched BPCI Advanced, which 
qualifies as an Advanced APM.16 In this program, participating 
providers can earn incentive payments for 35 different clinical 
episodes (31 inpatient and 4 outpatient) if all of the beneficiary’s 
expenditures during that episode and the subsequent 90-day 
period fall below a specified spending target, while concurrently 
maintaining or improving upon seven specific quality measures. 
The initial version of BPCI Advanced runs through December 
31, 2023.17

4.  Other CMS Models

There are a number of other voluntary CMS payment models, 
for specific episodes of care, which qualify as Advanced APMs, 
including:

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

2.  Comprehensive Primary Care Plus (CPC+) – “a …primary 
care medical home model that aims to strengthen primary care 
through regionally-based multi-payer payment reform and 
care delivery transformation”

3.  Oncology Care Model (OCM) – “payment arrangements that 
include financial and performance accountability for episodes 
of care surrounding chemotherapy administration to cancer 
patients”

4.  CJR Payment Model – “aims to support better and more 
efficient care for beneficiaries undergoing the most common 
inpatient surgeries for Medicare beneficiaries: hip and knee 
replacements.”9

Conclusion

The shift to value-based reimbursement, upon which APMs 
rely to incentivize providers to achieve better outcomes at 
lower cost, has caused independent physicians to experience 
tightening reimbursement at the same time they are being 
required to heavily invest in information technology that 
aggregates the requisite data required to report to payers. Those 
providers that want to remain independent are seeking to relieve 
these financial and administrative burdens, in part, through 
teaming up with competing physicians in similar circumstances, 
in order to pool their intellectual and management capital, 
e.g., resources, knowledge and skills, as well as their financial 
capital, to survive, and even thrive, in the face of this paradigm 
shift. Through APMs, those physicians who want to remain 
independent have a viable option going forward. To decide  
what is best for a particular physician or practice, CMS offers  
a number of technical assistance resources on their website. 
CMS suggests that those interested in joining an APM:

(1) “Learn about specific [APMs] and how to apply;” and,

(2)  “Apply to an [APM] that fits your practice and is currently 
accepting applications.”18 f 
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f  OBITUARIES  p

John F. Donovan, Jr., MD
John F. Donovan, Jr., MD, a thoracic surgeon, 
died February 3, 2020, at the age of 77.

Born in Boston, Mass., Dr. Donovan received his 
undergraduate degree from Boston College and 
his medical degree from Saint Louis University. 

He completed his internship and residency at Saint Louis 
University Hospital. In addition to a faculty appointment at 
Saint Louis University School of Medicine, he served as vice 
president of medical affairs at the former St. Anthony’s Hospital, 
with additional responsibilities for Alexian Brothers Hospital as 
well as St. Clement Health Services in Red Bud, Ill. Dr. Donovan 
joined the St. Louis Metropolitan Medical Society in 1976.

Dr. Donovan was predeceased by his son James P. Donovan, 
MD. SLMMS extends its condolences to his wife, Louise A. 
Donovan; his children John Francis Donovan III, Matthew R. 
Donovan, Mary Elizabeth Schwartz, and Brian T. Donovan;  
and his eight grandchildren. f

	

Donald T. Behrens, MD
Donald T. Behrens, MD, a general surgeon,  
died February 28, 2020, at the age of 94.

Born in Mt. Olive, Ill., Dr. Behrens received 
his undergraduate and medical degrees from 
Washington University. He completed his 

internship and residency at St. Louis City Hospital. Dr. Behrens 
served in the U.S. Air Force Medical Service Corps in Caribou, 

Maine, before returning to St. Louis to establish his private 
practice in general surgery. He became known nationally for 
pioneering the BCIR procedure that drastically improved the 
quality of life for colostomy patients. In retirement, he enjoyed  
a second career as an artist, and his metal sculptures can be seen 
at the City Museum, Missouri Baptist Medical Center, and other 
locations throughout St. Louis. Dr. Behrens joined the St. Louis 
Metropolitan Medical Society in 1949.

Dr. Behrens was predeceased by his daughter Carolyn Behrens. 
SLMMS extends its condolences to his wife, Audrey Behrens; his 
children Barbara Behrens, Gary Behrens, Julie Behrens, Mark 
Behrens and Chris Behrens; and his eight grandchildren. f

	

Jack T. Steele, MD
Jack T. Steele, MD, a family practice physician, 
died March 6, 2020, at the age of 93.

Born in Lynn, Ark., Dr. Steele received his 
undergraduate and medical degrees from  
the University of Arkansas. He completed  

his internship and residency at St. Louis City Hospital.  
Dr. Steele served as a U.S. Navy physician from 1954-1956,  
then established his family medicine practice in North  
St. Louis County, where he practiced for more than 50 years.  
He joined the St. Louis Metropolitan Medical Society in 1949.

SLMMS extends its condolences to his children Dr. Mark Steele, 
Dr. Mike Steele, Dr. Jeff Steele, Dr. John Steele and James Steele; 
his 26 grandchildren; and his three great-grandchildren. f

References

1.  Colla C. Moving Forward with Accountable Care Organizations: Some Answers,  
More Questions. JAMA Internal Medicine. Vol. 177, No. 4 (April 2017), p. 527.

2.  Casaline L. Accountable Care Organizations – The Risk of Failure and the Risks of 
Success. NEJM. Vol. 371, Issue 18 (October 2014), p. 1750.

3.  Shared Savings Program. CMS website 2020, https://www.cms.gov/Medicare/
Medicare-Fee-for-Service-Payment/sharedsavingsprogram (Accessed 2/11/20).

4.  Predicting ACO Commitment: Is Accountable Care a One-Night-Stand or Marriage 
Material? Leavitt Partners website, July 14, 2017, https://leavittpartners.com/
predicting-aco-commitment-accountable-care-one-night-stand-marriage-material/ 
(Accessed 2/11/20).

5.  Shared Savings Program Participation Options” CMS, July 1, 2019, https://www.cms.
gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/
ssp-aco-participation-options.pdf (Accessed 2/12/20)

6.  ACO Comparison Chart. National Association of ACOs, 2020. https://www.naacos.
com/assets/docs/news/revisedsummaryaco-comparisonchart.pdf (Accessed 2/12/20).

7.  “Skilled Nursing Facility 3-Day Rule Waiver: Guidance” CMS, January 2019. https://
www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/
Downloads/SNF-Waiver-Guidance.pdf (Accessed 2/12/20), p. 1.

8.  Beneficiary Incentive Program. CMS, April 2019. https://www.cms.gov/Medicare/
Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/BIP-guidance.
pdf (Accessed 2/12/20).

9.  Advanced Alternative Payment Models (APMs). CMS 2020. https://qpp.cms.gov/ 
apms/advanced-apms (Accessed 3/5/20).

10.  Next Generation ACO Model. CMS 2020. https://innovation.cms.gov/initiatives/ 
Next-Generation-ACO-Model/ (Accessed 2/21/20).

11. National Association of ACOs (Accessed 2/21/20).

12.  Direct Contracting (Professional and Global): Frequently Asked Questions. CMS, 
November 2019. https://innovation.cms.gov/Files/x/dc-faqs.pdf (Accessed 2/21/20).

13. Direct Contracting Model Options. CMS (Accessed 2/19/20).

14.  Direct Contracting: Professional and Global. CMS, November 25, 2019.  
https://www.cms.gov/newsroom/fact-sheets/direct-contracting-professional- 
and-global (Accessed 2/19/20).

15.  CMS Announces New Payment Model to Improve Quality, Coordination, and  
Cost-Effectiveness for Both Inpatient and Outpatient Care. CMS press release.  
January 9, 2018. https://www.cms.gov/newsroom/press-releases/cms-announces- 
new-payment-model-improve-quality-coordination-and-cost-effectiveness-both-
inpatient (Accessed 10/2/19). 

16.  BPCI Advanced: Fact Sheet. CMS, January 2018. https://innovation.cms.gov/ 
Files/fact-sheet/bpci-advanced-generalfs.pdf (Accessed 10/2/19), p. 3.

17.  BPCI Advanced. CMS, February 10, 2020. https://innovation.cms.gov/initiatives/ 
bpci-advanced (Accessed 2/21/20).

18. APMs Overview. CMS. https://qpp.cms.gov/apms/overview (Accessed 3/13/20).

Medicare Alterative Payment Models …   p   continued from page 21

St. Louis Metropolitan Medicine  23  


