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Listening Session 1: Organizational Structure, Payment, and Financial Incentives for    
Supporting Accountable Care Relationships
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• Alice Jeng-Yun Chen, PhD, MBA – Vice Dean for Research and Associate Professor, 
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• Michael C. Meng, MBA – Chief Executive Officer and Co-Founder, Stellar Health

• Steven P. Furr, MD, FAAFP – President, American Academy of Family Physicians –
(Previous Submitter – APC-APM – Advanced Primary Care: A Foundational Alternative Payment Model 
for Delivering Patient-Centered, Longitudinal, and Coordinated Care proposal)

• Jenny Reed, MSW – Senior Executive Officer, Southwestern Health Resources
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Relative attractiveness of FFS versus APMs has changed over time

Incentive Landscape That Providers Face 

• In PY 25 onward: APM providers will receive 0.75% fee schedule update (whereas non-
qualifying providers receive 0.25% fee update)

Physician FFS rates have 
been decreasing annually

• Cumulative fee reduction by 
7.8% between 2021 and 
2024

• Proposed fee reduction of 
2.8% for 2025

But bonuses to join APMs 
have also decreased 

• Participation bonuses were 
5% of professional fees in PY 
2017-2022

• In PY 2024, they were 1.8%; 
0% thereafter
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Since Pathways to Success in 2019, total ACO participation has remained relatively flat

Participation in Medicare Shared Savings Program

Data from CMS ACO Participation Information 2014-2024.
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Participation has been skewed towards ACOs with lower baseline spending

Participation Has Been Selective

• But ACOs with high risk-
adjusted spending have 
lowered spending MORE than 
ACOs that began with low 
spending

• It is efficient for high-spending 
ACOs to participate

Taken from: Lyu, PF, ME Chernew, and JM McWilliams. Benchmark Changes and Selective 
Participation in The Medicare Shared Savings Program. Health Affairs 2023, 42(5):622-631.
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Many new changes to MSSP ACO benchmarks will help

How Do We Encourage More Provider Participation?

• Mitigates rebasing ratchet effect
• Accounts for ACOs’ contributions in lowering regional spending

Incorporated a prior savings adjustment

• Ensure a gap (“wedge”) between FFS expenditures and ACO savings

Added an administrative component in benchmark growth

• Cap adjustments at -1.5% of national national per capita expenditures
• Reduce negative adjustment as number of duals and beneficiary risk increases

Limited benchmark reductions due to regional blending
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But is the three-way blend sufficient to incentivize entry and reduce dropout? 

Policy Roadmap for Benchmarks

• Initial benchmark: ACO’s own historical spending

• Regional convergence phase: Update annually at projected rate of FFS – savings 
rate which varies with spending relative to region

• Transition should be gradual, particularly for ACOs with high spending (e.g., 
increase weight on administrative component to 50%) (Chen and McWilliams, 
forthcoming) 

• Annual updates post-convergence: a combination of (a) risk-adjusted regional 
rate and a benchmark bump and (b) an administrative trend (McWilliams, Chen, and 
Chernew, 2021)
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Other financial levers can be pulled to further encourage participation

What Else Can Be Done?

Make non-participation less 
attractive

• Site-neutral payments to 
hospital outpatient facilities 
that do not participate

• Non-participants cannot 
participate in 340B drug-
pricing

Make participation more 
attractive

• Extend and restructure 
APM incentive payments

• Increase shared savings 
rate
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Smaller, low-revenue ACOs require additional participation incentives

How to Boost Participation Among Smaller Organizations

• Recently implemented changes
• Lowered capital reserve requirement to participate
• Advanced investment ($250k) payments for low-revenue, inexperienced ACOs
• Extended the on-ramp to downside risk – Level A for 5-7 years

• Next steps
• Create a track that include only primary care spending in risk contract with 

capitation for small groups (e.g., PCP practices)
• Allow one-sided risk groups to receive some participation bonuses  
• Cap losses using total revenues instead of total benchmark for low-revenue ACOs 
• Allow all historically successful ACOs to access prepaid shared savings
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Various additional factors will affect participation and ACO success

Other Programmatic Considerations

• Risk Adjustment: Same approach as used in MA; suffers from gaming through 
coding and insufficient adjustment from status-quo spending 

• Financial Incentive for Beneficiaries: Beneficiary participation will improve an 
ACO’s ability to change care (e.g., allow ACOs to pay beneficiaries when seeing 
an ACO provider; waive Part B cost-sharing)

• Financial Incentive for Physicians: While restructuring physician financial 
incentives will undoubtedly help, note that organizational norms can (and do) affect 
physician behavior (e.g., Chen, Richards, and Shriver 2024)



healthpolicy.usc.edu
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Confidentia l – not to be sha red outside of Stella r Hea lth a nd potentia l contra cting pa rtners

PTAC - Pa ym e nt  a nd  Ince nt ive s  
for Va lue -Ba se d  Ca re

Se p te m b e r 17th, 2024
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● I g raduate d  from  the  Wharton School in 2012 from  the ir 
He althCare  Manage m e nt p rogram

● Spe nt 10-ye ars a t Apax Partne rs , a  large  cap  g lobal 
p rivate  e quity firm  whe re  I de p loye d  C$3bn of cap ita l. 

● Se rve d  on the  board  of com panie s includ ing  Vyaire  
Me d ical, Me d icom p, One  Call Care  Manage m e nt, TriZe tto, 
and  se ve ral Physic ian Groups

● Afte r working  in He althcare  from  the  inve stor le ns I 
de cide d  I wante d  to m ake  m ore  of a  change  in he althcare  
and  so jum pe d  in and  starte d  Ste llar He alth.

Michael Meng, Founde r & CEO of Ste llar He alth



“I  wish  the  remainder  of  our  payers  would  implement  a  so lu t ion  l ike  th is  - not  only d oe s  it  re wa rd  you  b u t  a lso  g ive s  you  
a  se nse  of im m e d ia te  a ccom p lishm e nt . I jus t  th ink tha t ’s  a m a zing , kud os  to  whoe ve r b u ilt  th is . I would  love  noth ing  

m ore  tha n  e ng a g ing  with  o the r p a ye rs  in  Ste lla r” 

-  Quality Program  Manage r

Who is  Ste l lar  Heal th?

Patient Lives
• Signe d  167,000  (+45,691)
• Onboarde d   1,004,439 (+37,111)

Providers & Medical Groups: 
• 13,886 (+494) Provide rs Onboarde d
• 1,816 (+23) Me d ical Groups Onboarde d

Pra c t ice  Le ve l Im p a c t :
• Earne d  $ 15.9M (+$ 2M) in Ste llar Value  Units (SVUs)
• Com ple te d  941,538 (+168,848) He althy Actions

~30 Customers  across 37+ Sta te s
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Feedback & Habi t  Loops
Posi t ive  feedback loops  re inforce  behaviors by m aking  you fe e l good  afte r 
com ple ting  an action.

4



• He alth p lan p e rform a nce  is  
d e fine d  b y p rim a ry ca re  
workflows 

• Im proving  pe rform ance  
re quire s b e ha vior cha ng e  at 
the  point of care

• Be havior change  re quire s 
re a l-t im e  ince nt ive s  to the  
pe op le  re sponsib le  for the  
work

VBC Performance

5
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The Importance of  Del iver ing on Value-Ba se d  Ca re

FFS, no VBC Contract in-place

Shared Savings or Risk Contract in-place 
with large groups / systems

Risk Contract in-
place with the TIN* P4P with the TIN*

Reward for the Attributed (Responsible) 
Physician

Rewards for the Staff who work with the 
Attributed Physician

1

2

3

4

5

VBC Penetration
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Penetrat ion of Value-Base d  Care  out to Patie nts  is  nowhe re  c lose  to whe re  it ne e ds to be

*TIN = Taxpaye r Ide ntification Num be r



7

Cond it ions a d d re sse d Insu re r 
re ce ive s

J20.9 (Acute  Bronchitis) $0

I10  (Hype rte nsion) $0

E11.40  (Diab  w/  Com p.) $5011

I50 .9 (CHF) $5091

Ne e d  Mam m ogram $150 2

Ne e d  Diabe tic  Eye  Exam $150 2 

Tota l $ 1,309 

Cond it ions a d d re sse d Insu re r 
re ce ive s

J20.9 (Acute  
Bronchitis) $0

I10  (Hype rte nsion) $0

Tota l $ 0

$ 150
    SVUTM

$ 100
 RVU*

$ 100
 RVU*

Sta tus  QuoPCP add re sse s 
acute  issue , b ills  
$100  for 15 m in. 
visit, and  the n 
rushe s to ne xt 
patie nt to hit 

volum e  targe t, 
m issing  

add itional value -
base d  ac tions 
that could  be  
com ple te d  for 

the  patie nt

1. Incrementa l va lue driven by the ma rgina l extra  dia gnoses.
2. Incrementa l va lue driven on Qua lity mea sures ba sed on specific Sta r movements.

VS.

Stellar Health

The Stellar App - Be havioral Change s and  Fe e dback loops
Stellar’s  ince ntive  struc ture  e m powe rs p rovide rs  to be  ab le  to spe nd  the  e xtra  tim e  ne e de d  
to take  ac tions that im prove  MLR* and  Quality during  the  patie nt visit

Stellar  p rom pts 
p rim ary care  te am  to 
com ple te  value -
base d  ac tions

Fu ll Ca re  Te a m  ge ts 
+$ 150  for c losing  
gaps in re al-tim e

Pa yor ge ts 
s ig nific a nt  ROI for 
im prove d  MLR & 
quality score s

Pa t ie nt  e xpe rie nce s 
im prove d  care  
de live ry and  
outcom e s

*MLR = Me d ical Loss  Ratio, RVU = Re lative  Value  Unit, and  ROI = Re turn on Inve stm e nt
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S t e l l a r  H e a l t h ’ s  C a r e  G a p  C l o s u r e  A p p r o a c h
• +0.63 Sta rs  

im prove m e nt

• 14% im prove m e nt in 
d ocum e nta t ion 
a ccura cy

• 80% Annua l Vis it  
com p le t ion ra te  at 
partic ipating  p rovide rs

• 1M+ m a na g e d  live s  with 
national footp rint

• ~3-5x ROI ge ne rate d  
from  e ach m e d ical 
dollar inve ste d  with 
Ste llar

• $ 25M+ p a id  to PCPs and  
staff as SVUs

Status Quo

Ste llar Workflow

Gap  opened Gap closed

Call eligible 
patie nt ($ 5)

Spend 5 minutes 
convincing  patie nt ($ 10)

S c h e d u l e  p a t i e n t  
($ 10)

Cal l  pat ient  day 
be fore  ($ 5)

Submit results 
to  payor ($ 20)

MEASURABLE IMPACT

8
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1. Pa t ie nts  
Loa d e d  to  Ste lla r 

Ap p

Load relevant patient 
and  p rovide r da ta  to  

Ste llar app lica tion. Data  
inputs inc lude  m e d ical 
and  pharm acy c la im s, 
lab  re sults , and  ADT* 

e ncounte rs. 

2. Ac t ions  
Ge ne ra te d

Based on data  loaded 
to  app lica tion + p lan 

configura tion, ge ne ra te  
ac tions with associa te d  
SVUs for e ach patie nt 

3. Use r Sche d u le s  
Pa t ie nt  Vis it

Users completes patient 
outre ach ac tions to  

sche dule  annual care  + 
transitions of care  visits  

4. Use r Pre p s  for 
Pa t ie nt  Vis it

Prior to appointment the user
a) vie ws Patie nt Sum m ary 
b ) p rints Patie nt Sum m ary

5. Pa t ie nt  Vis it  
w ith  Provid e r

Provider uses Stellar 
Patie nt Sum m ary during  

visit to  addre ss ope n 
cod ing  and  quality gaps 

6. Use r Up d a te s  
Ste lla r Ap p

User completes actions in 
Ste llar base d  on the  p rovide r’s 

visit with the  patie nt

7. SVUs 
Awa rd e d

SVUs awarded to  
use r + p rac tice  for 
ac tions com ple te d

Use r  Engagement  Life  Cyc le

*ADT = Adm ission, Discharge  and  Transfe r



Append ix
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The Stellar 
He a lth  Pla t form
We offer a suite of services that 
includes the Stellar Application 
(the “App”), the Stellar Incentive 
Payment Program, provider 
practice engagement and 
performance through business 
intelligence and analytics, and on-
the-ground implementation and 
practice activation.

11
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Do you  cu rre nt ly ha ve  a  m e thod  to  p rompt, t ra ck, a nd  rewa rd  
p rim a ry ca re  s ta ff for the se  g ra nu la r “va lue -b a se d  ca re ” a c t ivit ie s?

Succeeding in  Value  Based Contracts  wi th  Ste l lar  Heal th

T r a n s l a t e  H e a l t h  S y s t e m  c l i n i c a l  a n d  
b usine ss  p riorit ie s  in to  a c t iona b le  

workflow re com m e nd a t ions for your 
ca re  te a m , a ss ig ning  a  d yna m ic  

ince nt ive  a m ount  for e a ch  a c t ion .  

S te l la r  t racks  ac t ion  comple t ion  in  rea l  
t im e , g iving  p ra c t ice  le a d e rsh ip  a nd  
ca re  te a m s confid e nce  in  ca re  g a p  
c losu re  a c ross  a ll m a na g e d  ca re  

contra c ts . He a lth  Syste m s ca n  a lso  
t ra ck which  p rovid e rs  a re  p u lling  the ir 

we ig ht  or whe re  e d uca t iona l 
op p ortunit ie s  e xis t .

Determine Pr ior i t ies  Prompt  and Incent ivize  
Sta ff  

Ensure  Complet ion  Increase  performance and 
s ta ff sa t isfa c t ion!    

Monthly  incent ives  a re  pa id  out  to  
s ta ff for com p le te d  a c t ions fu rthe r 
re inforc ing  h ig h  va lue  b e ha vior a nd  

re d uc ing  b urnout  from  VBC p rog ra m s.  

I n c r e a s e  o r  d e c r e a s e  i n c e n t i v e  
a m ounts  throug hout  the  ye a r to  a lig n  

with  d e sire d  b e ha vior
Exa m p le : Ca ll h ig he st  risk p a t ie n t  to  

sche d u le  the ir Annua l We llne ss  Exa m  
a nd  e a rn  $ 10. Once  the  vis it  is  

com p le te , e a rn  a n  a d d it iona l $ 10 . 

421
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1 2 3

1
Care gaps identified 
through re a l-t im e  
Ste lla r a na lys is  of 
p a t ie n t  d a ta

2
Ability to e xp lore  p a s t  
d ia g nosis  to le arn m ore  
about patie nt history

3
Each ac t ion  rewarded 
with  SVUs (m onthly 
paym e nts to the  “doe r” 
of the  ac tion)

P r e v i e w  o f  t h e  S t e l l a r  A p p
Stellar’s App can be accessed with as little as an internet connection and works with all 
EMRs. Se e  be low for a  snapshot of the  Pa t ie nt  Sum m a ry Form :
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Act ion  Category Action Description T y p i c a l  
SVU 
Am ount

Return ROI 
Pe r
SVU

Act ion  Example

P a r t n e r s  c u s t o m i z e  t h e s e  
a c t ions , SVU a m ounts  a nd  

d e s ig n the ir own to  a d d re ss  
loca l m a rke t  ne e d s

E x a m p l e  S V U  M e n u  A c t i o n s
Partners select from list of predefined actions with high 
m e asurab le  ROI - and  can also de sign custom / ne w actions

Ac t ion  Ca te g ory Ac t ion  De sc rip t ion
Typ ica l 

SVU 
Am ount

Est im a te d  
Re tu rn

ROI Pe r
SVU Act ion  Exa m p le

Coding  & Docum e nta tion
Asse ss an HCC not 
docum e nte d  this ye ar

20-40 $500-$1K 25X
Appropria te ly asse ss a  p re vious d iagnosis of 
CHF (ICD-10 code : I50 .9)

Quality of Care : adhe re nce  
and  d ise ase  m gt

Addre ss pa tie nt non-
adhe re nce ; com ple te  
d ise ase  m gt goals

20-50 $100-500 10X
Achie ve  80% adhe re nce  on d iabe te s Rx for 
p re viously non-com pliant pa tie nt

Quality of Care : 
p re ve ntion and  scre e nings

Addre ss pa tie nt care  
gap

5-10 $25-100 7.5X Com ple te  Diabe tic  Eye  e xam  and  re vie w re sults

Care  Coord ination & Cost: 
Transitions of Care

Com ple te  full 
Transition of Care  
workflow afte r 
d ischarge

20-40 $250-500 7.5X
Se e  patie nt for a  Transition Visit within 7 to  14 
days of d ischarge
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$ 5 M  v a l u e  c r e a t e d  /  $ 8 4 0 K  c o s t  =

6X Re tu rn  on Inve stm e nt

Each act ion completed in  the  Stel lar  App 
cre ate s value  for the  risk-be aring  e ntity a t 

5-10X Gross  Re tu rn on Inve stm e nt .
For e xam ple , Ste llar m ove s the  ne e d le  

through a  com bination of Cod ing  and  Quality

V a l u e  C r e a t e d :  10K live s x $10K avg . p re m ium  
re ve nue  x 5% im prove m e nt in re ve nue  =$ 5M 

SVU Pool :  10K Live s x $4pm pm  = $ 480K 
Ste lla r Fe e s : 10K Live s x $3pm pm  = $ 360K

Tota l Cost : $ 840K

Stellar Health

Empowers risk -be aring  e ntity by 
e ngag ing  p rovide rs and  staff to  

com ple te  actions in the  Ste llar App  
that d rive  pe rform ance

Risk -Be a ring  Ent ity

R e c e i v e  h i g h e r  q u a l i t y  s c o r e  a n d  
incre ase d  re ve nue  from  e xtra  actions 

com ple te d  by p rovide rs

What is Ste llar’s  b us ine ss  m od e l?
Our business model creates value for r isk-be aring  e ntitie s  by ge tting  physic ians and  staff 
re warde d  for carrying  out the  spe cific  ac tivitie s  that the  risk-be aring  e ntity wants  done
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Stellar recognized for its partnership with Arkansas BCBS and 5 Dominant Health for 
Improving Pa tient Outcomes a nd Clinica l Condition Ma na gement by Incentivizing Sta ff 

Col labora tors :Chal lenges  to  be  Solved:
• Ga p s in  ca re  for ind ivid ua ls : ABCBS re cognize d  Me d icaid  and  ACA m e m be rs we re n’t com ple ting  annual he alth 

asse ssm e nts a t the  sam e  le ve ls as othe r m e m be r popula tions
• Ind ustry-wid e  s ta ffing  cha lle ng e s: He alth Syste m s we re  looking  for ways to  boost staff re te ntion

Act ion  Plan—How the  Colla b ora tors  Worke d  Tog e the r to  Re d uce  Fric t ion
1. Cre ate d  p ilot to  d rive  value -base d  care  for Me d icaid  ACA Popula tion and  e nhance d  the ir p rog ram  with front line  

staff and  physic ian ince ntive s to  im prove  patie nt outcom e s & cod ing  accuracy 
2. Partne re d  with Ste llar He alth to  advance  he alth outcom e s in value -base d  contrac ts by de p loying  Ste llar Value  Units 

“SVUs” to  non-c linica l staff
3. Ste llar He alth p rovide d  custom ize d  tra ining  to  a ll c linics, base d  on the ir type , size , and  ta ilore d  the  workflows to  

e ach c linics ne e ds

“Points of Light” -  Outcom e s  Achie ve d  throug h Colla b ora t ion

3x 
Fina nc ia l 

Re tu rn  for 
ABCBS

$500K
of ince nt ive  

d olla rs  p a id  to  
5 He a lth  
Syste m s

+0.33
Im p rove m e nt  
in  Sta rs  score

Improved  number of a nnua l 
ca re  visits , p reventa t ive  

screenings, a nd   
control/ ma intena nce  of 

d ia be tes & high b lood  
pressure

+4%
Im p rove d  

Re ca p tu re  Ra te
The improved  a ccura cy of risk 
a d justment in VBC progra ms 

resulted  in g rea te r sha red  
sa vings opportunit ies for 

p rovid ers

He alth Syste m s saw 
inc re a se d  

te a m work d riving  
m ore  succe ssfu l 
va lue -b a se d  ca re  

and  im p rove d  
frontline  s ta ff 

e ng a g e m e nt  and  
sa t is fa c t ion  

Case  Study:  KLAS recognized  Ste l la r  Heal th  for  a  Poin ts  of  Light  Award  
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Approaches for 
Achieving Care 
Coordination through 
Team-based Care

Steve Furr, MD
President

September 17, 2024

To What Extent Is Formal Clinical 
Integration Needed?



What do we mean by "care 
coordination"? 

• Primary care is the first point of contact for many patients for 
both clinical and mental health, and therefore is the center 
of patients' experiences with health care. 

• As a result, “care coordination” in primary care means the 
physician-led care team working closely with patients' other 
health care providers and community organizations to 
organize and manage care transitions, referrals, and 
information exchange.
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What do we mean by clinical integration?

Source: Marino, D.J. (2012). The 4 Pillars of Clinical Integration: A Flexible Model for Hospital-Physician 
Collaboration. Becker’s Hospital Review.

Do Nothing

Maintain fee-for-
service financial 
model

Negotiate contracts 
under current strategy 

Tolerate fee schedule 
reductions

Medical 
Home Model
Coordinate care 
within practice 
population

Establish value 
around chronic 
disease outcomes

Use outcomes to 
create value with 
payers

Hospital-
Coordinated 
Care Model
Focus on cost 
reduction

Increase use of 
health integration 
technology 

Connect providers 
to acute care 
setting

Clinical 
Integration

Track quality across 
the continuum of care

Establish a patient 
longitudinal record 

Pursue opportunities 
in value-based 
contracting



How can care coordination best be 
achieved in PB-TCOC models seeking 

to promote accountable care 
relationships?

• Clear communication and expectations

• Effective data sharing

• Shared accountability and incentives among PCPs and 
specialists

• Alignment of patient preferences and incentives (value-based 
insurance design)

4



To what extent is formal clinical 
integration needed for achieving 

optimal care coordination?
• Formal clinical integration (e.g., via clinically integrated network) 

is not needed but helpful to facilitate accountability.

• Patient-centered care can be promoted across primary care and 
specialty physicians through:

• Bidirectional, synchronous, and/or asynchronous communication and 
active collaboration

• Implementation of technology-enabled care funded through payments 
to accountable entities

• Reductions in administrative burden

5



What are effective approaches for 
facilitating effective care coordination 
among physicians that are not in an 

integrated delivery system?
• Promote proactive, longitudinal primary care

• Establish clear communication and expectations

• Implement effective, high-value health information/data 
sharing mechanisms among all stakeholders, including 
payers, health systems, physician practices, etc. 
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How should financial incentives be 
structured to incentivize team-based care 

and accountable care relationships 
between primary and specialty care 

physicians?
• Apply financial risk at the entity level rather than individual 

physician level in integrated primary and specialty care 
models

• Ensure alignment of incentives between patients and all the 
clinical care delivery touchpoints across the continuum

7



Key Takeaways 
• Optimal care coordination does not depend on formal clinical 

integration but can benefit from formalized accountability.

• Effective care coordination starts with promoting proactive, longitudinal 
primary care. 

• Accountable care relationships between PCPs and specialty care 
physicians are facilitated by:

• Clear communication and expectations
• Effective data sharing
• Shared accountability and incentives among PCPs and specialists 
• Alignment of patient preferences and incentives (value-based insurance 

design)

8
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Southwestern Health Resources 2024

2

2016
Southwestern Health Resources 
(SWHR) Accountable Care 
Organization (ACO) created in 
response to market shift to 
value-based care

2017
• CMS selects SWHR to participate 

in their Next Generation ACO

• City of Fort Worth contracts with 
SWHR to provide value-based 
care to city employees. 

2018
• Achieved greatest savings of all 

Next Generation ACO participants

• Added North Texas Specialty 
Physicians and the Care N’ Care 
Medicare Advantage

2019
• 2nd year ACO top savings among 

Next Generation ACO

• SWHR becomes an independent, 
clinically integrated network

2020
• SWHR enables telehealth care 

during COVID-19

• Supports physicians with analytics 
and insights to identify and 
manage higher-risk patients

2021
• 4th year ACO top savings amount 

Next Generation

• Launched customized digital 
platform arming providers with 
actionable insights

2022
• Participates in the Global and 

Professiuonal Direct Contracting 
Model (GPDC)

• Documented more than $223M in 
Medicare savings since 2017

2023
• SWHR awarded ACO Reach Model

• Earns high quality scores and achieves 
$10M in savings in final year of Next 
Generation ACO Model

SWHR By the Numbers
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SWHR is One of the Largest ACOs Nationally at ~125,000 Lives
~1M Medicare members receive care from SWHR providers annually. 
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Lives

Medicare Lives Cared for by SWHR Specialists

MA attributed Traditional attributed MA unattributed Traditional Unattributed



5

Nested Episodes
SWHR TEAM Bundle Example

Potential Solutions

• Align to ACO and facility to 
encourage collaboration

• Include quality and cost metrics 
relative to each care setting/provider

• Reward transitions back to the 
community provider

• Allow ACOs to opt-in to nested bundles, 
rather than requiring

• Include clinically relevant providers 
and timeframes

• Establish low volume thresholds

• Episode sample size is too small to be useful
• Logic does not follow what is clinically expected
• Earned incentives are delayed and small
• Calculations are opaque
• Specialists lose interest, program loses relevance

Scheduled Elective 

Trauma
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What Can Be Done — Specialist Participation

Relevant data sharing:
• Share all data relevant to the use case
• Episode data with national and regional benchmarks
• Stars-type data to inform patient choice
• Standard definitions 
• Ensure sufficient sample size

Align program design elements:
• eCQM/MIPS remain aligned to broad outcomes created by all providers
• QP bonuses penalize ACOs who include unattributable providers
• Update attribution logic to include greater number of specialist panels
• Make advanced payment option available to all ACOs, regardless of revenue
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Patient Involvement is Key

• Redesign required notifications to focus 
on what beneficiaries want to know, 
not CMS legal requirements.

• Allow ACOs to customize so that it can be 
combined with other communications.

• Increase ACO flexibility to provide beneficiary 
incentives. Ideally there should be a set of 
services for which any ACO can choose to waive 
cost-sharing, and ACOs could submit requests 
to CMS for other approaches for incenting 
beneficiaries.
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Conclusion

Make it easy to understand and join

Allow advance payment options 
and broader participation

Incentivize patients  to participate
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