
 

 
 
 
 

 
 
July 16, 2021  
 
Chiquita Brooks-LaSure 
Administrator 
Centers for Medicare & Medicaid Services 
U.S. Department of Health and Human Services 
200 Independence Ave SW 
Washington, DC 20201 
 
Re: Accelerating the Adoption of Total Cost of Care Models in Traditional Medicare 
 
Dear Administrator Brooks-LaSure: 
 
On behalf of the Value Based Care Coalition (previously the Next Generation ACO Coalition), we 
look forward to working with you to advance value based care, with a particular focus on models 
that enable providers to take on clinical and financial accountability through two-sided risk. Our 
Coalition members participate in total cost of care models, including Next Generation (Next Gen) 
and Medicare Shared Savings Program (MSSP) Accountable Care Organizations (ACOs), Direct 
Contracting (DC), and risk contracts in Medicare Advantage. While our members vary in size and 
structure, they are all provider-centered and have demonstrated that higher levels of clinical and 
financial accountability can create a more equitable, affordable healthcare system. 
 
Provider organizations participating in advanced risk models are committed to improving patient 
outcomes and experiences. Throughout the COVID-19 pandemic, entities participating in advanced 
risk models, like Next Gen ACOs, have used their population health infrastructure to provide high 
quality, coordinated care for their communities by leveraging data, coordinating information, 
deploying telehealth strategies, and ensuring that the highest-needs patients maintained access to 
health care services. A series of case studies further detailing these care delivery successes is 
available here. The design of the model – including the infrastructure, data, care relationships, and 
services that address social determinants of health – facilitated the rapid deployment of a 
population health strategy in a time of crisis. 
 
COVID-19 laid bare the fragmentation and vulnerability of the fee-for-service (FFS) reimbursement 
system. As the nation moves toward recovery, providers will be looking for opportunities to move 
into models that provide greater care coordination, value for patients, and financial stability. As our 
healthcare system recovers and rebuilds, CMS has an historic opportunity to create pathways to 
expand the adoption of risk models that will save money, improve care quality, and create better 
patient experiences. 
 
To advance an equitable and affordable healthcare system, CMS should take several actions to 
accelerate the adoption of two-sided risk, total cost of care models.  In particular, CMS should: 
 

• Modify and reopen the Direct Contracting model for new participants by January 1, 
2023. 

• Create a permanent, FULL risk track mirroring the Next Gen ACO model in MSSP. 

• Engage model stakeholders to advance health equity through model design. 
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Modify and reopen the Direct Contracting model for new participants by January 1, 2023. 
 
In 2021, the Innovation Center announced a pause on new applications for the Direct Contracting 
model. We understand the agency’s desire to review that model and ensure that it is driving toward 
the goals of better quality, lower cost, and a more equitable healthcare delivery system. However, 
we also believe it is of the utmost importance for the Innovation Center to continue to test 
variations of total cost of care models, to create opportunities for entities that want to move to 
higher levels of clinical and financial accountability, and to continue to experiment with the ability 
to move away from fee-for-service payments. Innovation Center models have improved care for 
patients and generated savings for the Medicare program. They have also informed care delivery 
and led to improvements in the permanent program. Direct Contracting is another opportunity to 
learn and to encourage innovation in care delivery. 
 
To encourage participation in the model and ensure it meets the goal of better care at a lower cost, 
we recommend several specific modifications. With these modifications, we believe there will be 
robust interest in a new class of provider-led Direct Contracting Entities (DCEs), and we urge CMS 
to offer another round of applications for 2023. 
 

• Adjust the financial model to account for historical experience in total cost of care 
models. The Global DC financial model includes a discount that increases over time from 
two percent to five percent. Because the DC baseline includes historic savings, the actual 
impact of that discount will be much larger for entities with historical experience in total 
cost of care models. For example, Next Gens who created savings in the model generated 
roughly four percent savings. That historic savings and experience with controlling costs is 
now blended into the DC benchmark over five years, resulting in an additional 
approximately two percent discount for each year of the Direct Contracting model. This 
creates an effective discount ranging from about four percent to seven percent as compared 
to a “New Entrant” who would have a discount of only two to five percent. We urge the 
Innovation Center to consider ways to level the playing field and to make the model more 
accessible to entities with historical experience in risk models. 
 

• Extend the option to have no claims reduction for participant providers for 2022 and 
2023. The DC model requires claims reduction for participant providers. This means that 
instead of being paid 100 percent of a FFS claim, the participant clinician would receive a 
reduced claim amount from CMS, and the DCE would pay the clinician a portion of their 
payments in an agreed upon manner. While some entities have robust systems in place to 
pay their downstream providers, that capability is not widespread. Many provider entities 
will need to build or buy the administrative capabilities to be able to pay their downstream 
network. Due to COVID-19, the agency waived this claims reduction requirement for the 
first performance year for 2021 starters. We believe, however, that this requirement should 
be waived for 2022 starters and for 2023 starters to allow some time to prepare and to 
build the necessary capabilities. 
 

• Reduce the quality withhold and publish more information about quality 
performance standards. In DC, there is a five percent withhold associated with quality 
performance for which benchmarks have not yet been published. In later years of DC, half of 
that withhold is tied to an as-yet-unspecified set of Continuous Improvement/Sustained 
Exceptional Performance (CI/SEP) criteria. We are concerned about both the size of the 
withhold and the lack of information about the CI/SEP criteria and how those metrics will 
impact the financial model. We request that the Innovation Center reduce the quality 
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withhold to 2.5 percent and provide information about the performance standards in 
advance. 
 

• Re-examine the risk adjustment methodology and create a floor for risk adjustment. 
In the DC model, risk adjustment is subject to a symmetric three percent cap and a coding 
intensity factor applied after the cap. The coding intensity factor requires that DCEs 
compete against each other on risk coding capabilities. Rather than removing incentives for 
risk coding, the model creates the need for many provider-centered entities to stand up 
robust coding programs just to break even. We recommend that the Innovation Center set a 
floor of zero percent, consistent with the approach used in the Next Gen model. This would 
protect provider entities who may not have robust coding programs in place. In addition, 
we continue to urge CMS to adopt standardized approaches to risk coding across models. 
Providers navigate different approaches to risk adjustment in Medicare Advantage, MSSP, 
and DC. A streamlined approach would reduce burden and would improve understanding 
and comparison of these model options. 
 

• Eliminate the retention penalty for entities in total cost of care risk models. The 
agency imposes a two percent withhold to protect against early termination from models. 
The Innovation Center should waive the two percent retention withhold for entities with 
experience with two-sided risk who have already demonstrated their commitment to these 
models. In addition, if an entity moves from DCE to another two-sided risk bearing model, 
like MSSP ENHANCED, the penalty should be waived. 
 

• Promote transparency and stability across the Innovation Center portfolio. As 
provider organizations move into full risk and capitated payment arrangements in 
particular, it will become even more important that the agency provides transparency into 
its payment models. We reiterate our call for the agency to eliminate mandatory mid-year 
changes to model agreements and to adopt a more transparent and stable approach to its 
contracting with entities in full risk arrangements. We recognize the Innovation Center’s 
desire for flexibility to modify payment model tests over time. However, we ask that the 
agency notify participants of major changes with plenty of time prior to the start of the 
applicable performance year. 

 
Create a FULL Risk Track Mirroring Next Gen in MSSP. 
 
The Next Gen model offers important lessons for the development of two-sided risk models. 
Although the model will officially end this year, we encourage CMS to continue to build on the 
successes of Next Gen and to incorporate the features and elements that were successful in the 
permanent MSSP. Specifically, Next Gen offered entities the ability to take on full financial risk and 
offered additional regulatory flexibilities not currently available in MSSP. To continue the 
progression of total cost of care models, CMS should create a new, FULL risk track in MSSP. Below 
we provide specific elements of the Next Gen model that should be adopted in a new MSSP FULL 
risk track. Creating a FULL risk option in MSSP is an important step forward for the development of 
total cost of care models in the CMS portfolio. 
 

• Elect 100% Shared Savings/Losses and Choice of Savings/Loss Cap. Next Gens select 
between two risk arrangement options for savings and losses: (1) partial risk, 80 percent; 
or (2) full risk, 100 percent. In contrast, under Pathways to Success, in the ENHANCED 
track, ACOs are only eligible to share up to 75 percent of savings; losses are shared at a rate 
of one minus the final sharing rate, between 40 percent and 75 percent, and capped at 15 
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percent of the updated benchmark. In addition, because Next Gen is a first dollar full risk 
model, participants have the ability to select a symmetrical cap on their savings and losses 
between 5 and 15 percent. The higher level of risk and reward in the Next Gen model will be 
attractive to organizations as they continue the transition to two-sided risk. 
 

• Participation at the TIN-NPI Level. Under MSSP regulations, CMS defines an ACO 
participant as an entity identified by a Medicare-enrolled billing TIN through which one or 
more ACO providers/suppliers bill Medicare. In other words, all providers operating under 
that TIN are required to be a part of the ACO. In contrast, Next Gen allows participation at 
the TIN-NPI level. This flexibility allows Next Gens to create high-performing, primary care-
focused networks. This flexibility should be retained for full risk models as an additional 
incentive to move to higher levels of risk and reward. In addition, we request that CMS 
retain the ACO-UI system which allows us to track our participating TIN-NPIs. 

 
• Infrastructure Payment and Population-Based Payment Options. Next Gens may 

participate in alternative payment arrangements, including infrastructure payments and 
population-based payment. The infrastructure payment options provide an upfront 
payment that is recouped against savings or in addition to losses. This structure allows 
smaller organizations to participate in full risk by providing investment funding upfront. In 
the population-based payment arrangement, certain ACO providers agree to receive 
reductions to their FFS reimbursements from CMS. Next Gens have successfully used this 
option to negotiate payment arrangements with Skilled Nursing Facilities, laboratory 
service providers, and other entities to improve population health for their patients and 
drive value in their local communities. We encourage CMS to retain these options for 
organizations participating in the FULL risk offering. 

 
• Post-Discharge Home Visit Waiver. In Next Gen, patients may receive visits in their home 

from a physician or other licensed clinician after an inpatient hospital discharge. This can 
help create a smooth transition from the hospital to the patient’s home and may help 
prevent hospital readmissions. The waiver allows this service to be provided up to nine 
times in a 90-day period post-discharge from an inpatient facility. Next Gens deploying this 
waiver have found it to be invaluable to their patient populations. We encourage CMS to 
continue its use in the future for all performance-based risk ACOs. 
 

• Care Management Home Visit Waiver.  Next Gen also allows a physician or other 
practitioner to partner with licensed clinicians, such as a nurse practitioner, to provide 
visits to beneficiaries at risk of hospitalization in the beneficiary’s home proactively in 
advance of a potential hospitalization. Certain beneficiaries can receive up to two care 
management home visits within 90 days of seeing a participating Next Gen healthcare 
provider who has initiated a care management plan. Beneficiaries may become eligible to 
receive a third visit within the 90-day period in certain circumstances. We encourage the 
continuation of this waiver flexibility for all performance-based risk ACOs.   
 

• Ability to Tailor Cost Sharing Support for Part B Services. CMS allows some Next Gen 
providers to reduce or eliminate cost sharing for certain Part B services for attributed 
beneficiaries. The goal of this benefit has been to allow ACOs to reduce financial barriers for 
beneficiaries, encouraging better adherence to treatment plans. CMS gives Next Gens the 
flexibility to identify certain beneficiaries to receive these benefits. This waiver, and the 
flexibility for the ACO to determine how to implement the benefit, are features of the model 
that should be added to MSSP for ACOs taking on performance-based risk. 



5 
 
 
 

 
 
Engage model stakeholders in advancing health equity through model design. 
 
We share the Administration’s vision on advancing health equity. Total cost of care models are 
being deployed today to address social needs and to expand access to primary care in underserved 
communities. We agree that more can and should be done in model design to advance health equity 
and to ensure that care is reaching broader beneficiary populations. Specific model aspects – 
including risk adjustment, attribution, and benchmarking – could be used to encourage more 
equitable adoption and deployment of coordinated care. 
 
As the agency considers making adjustments to the model portfolio to address health equity goals, 
we encourage robust stakeholder engagement. Many of our organizations have undertaken steps to 
expand access to coordinated care in our local communities, to measure the impact of our efforts on 
diverse communities, and to build on our commitments to improving care at the local level. These 
experiences and lessons learned will add valuable insight as the agency continues its work to create 
a more equitable healthcare delivery system.  
 
Conclusion 
 
The total cost of care models have demonstrated the potential to dramatically improve the care 
experience for patients in traditional Medicare, bringing coordinated care delivery to this 
population for the first time in some markets. Providers in this model bear greater amounts of 
financial risk than any other offering in the traditional Medicare portfolio and serve as a model for 
the future of risk contracting. 
 
We welcome the opportunity to discuss these important issues further, and we look forward to our 
continued partnership to advance performance-based risk arrangements and improve patient care. 
 
 
Respectfully,  
 

 
 
Mara McDermott 
Executive Director 
Value Based Care Coalition 
 


