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October 19, 2023
Thank you, Chairman Guthrie and Ranking Member Eshoo, for the opportunity to testify before this
subcommittee. My name is Joe Albanese, and | am a senior policy analyst at the Paragon Health

Institute. We are a health policy think tank focused on empowering patients and reforming

government programs. My testimony today represents my own views and not those of Paragon.

In a previous hearing conducted by the Oversight and Investigations Subcommittee, | testified that
the current physician payment framework under the Medicare Access and CHIP Reauthorization Act
of 2015 (MACRA) helped to slow physician payment growth but failed to transition Medicare to
“value-based care” and that lawmakers should reevaluate the government-driven approach to
promoting value. Today, | intend to testify about how policymakers should balance the goals of
minimizing costs for patients and taxpayers, maintaining access to physician services for Medicare

beneficiaries, and improving Medicare pricing and payment policy. They can do this by:

1. Offsetting increases in physician spending with other Part B savings;
2. Pursuing market-based pricing of physician services in Medicare;
3. Eliminating financial incentives for MIPS and advanced APM participation; and

4. Enabling Medicare Advantage to remain a viable option for seniors.

| am grateful for this committee’s continued focus on these complex and important issues for seniors,

as well as for the opportunity to share my views on them.
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Background

Physician Payment Policy

Medicare’s policies have undergone multiple changes to balance the goals of cost efficiency,
adequacy, and accuracy of physician payments. From its enactment to 1992, Medicare set prices
based on doctors’ billed, customary, or prevailing charges for services.! This resulted in significant
expenditure growth. To control spending while adjusting payment levels with inflation, the
Department of Health and Human Services tied increases in prevailing charges to the Medicare

Economic Index (MEI), which tracks physician practice costs and earnings.?

When the MEI failed to control expenditures, Congress enacted a Physician Fee Schedule (PFS),
which applies a resource-based relative value scale (RB-RVS) to a dollar conversion factor. The RB-
RVS estimates the cost for each service relative to others in terms of physician work, practice
expenses, and liability insurance, adjusted by geographic differences in input costs. Fees were
updated based on the MEI, adjusted by aggregate spending targets —the Volume Performance

Standard starting in 1992, then the Sustainable Growth Formula (SGR) starting in 1999.

In 2003, Congress started overriding the payment cuts required by the SGR in what became known
as the “doc fix.” By 2015, frustration with this nearly annual exercise and the large payment cuts that
accumulated led Congress to replace the SGR with MACRA. MACRA set conversion factor updates in
statute, including a freeze between 2020 and 2025 that resulted in effective cuts that Congress
stepped in to reduce. Payment updates now come instead from either quality performance
adjustments in the Merit-Based Incentive Payment System (MIPS) or bonuses for participating in
advanced alternative payment models (APMs). The Affordable Care Act created one APM, the

Medicare Shared Savings Program (MSSP), as well as the Center for Medicare and Medicaid

" Robert A. Berenson et al., “Fee Schedules for Physicians and Other Health Professionals,” Urban Institute, April 2016,
https://www.urban.org/sites/default/files/2016/05/03/01_fee_schedules_for_physicians.pdf.

2 Benson L. Dutton Jr. and Peter McMenamin, “The Medicare Economic Index: Its Background and Beginnings,” Health Care
Finance Review 3, no. 1 (September 1981): 137-140, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4191233/.
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Innovation (CMMI), a federal office that designs and manages its own APMs.2 MSSP offers

accountable care organizations (ACOs) financial incentives to reduce costs and meet quality metrics.

Flaws in the Current Approach

Despite congressional intervention, the SGR and MACRA helped slow physician expenditures. The
PFS conversion factor declined by roughly 8 percent between 1998 and 2023, and physician services
fell from 48 percent to 32 percent of total fee-for-service (FFS) Part B spending, as other Part B
services grew at a faster rate.* However, the volume and intensity of physician services surged and
PFS spending per aged FFS enrollee has risen by 128 percent since 1998 (versus a 66 percent growth
in GDP, 88 percent in overall inflation, and 126 percent in medical inflation).® This demonstrates that

both the number and the per-unit cost of physician services are important factors in rising spending.

The slow growth in physician fees has raised concerns about Medicare beneficiaries’ access to care,
as low pay may attract fewer doctors to participate. Medicare’s trustees and the Medicare Payment
Advisory Commission (MedPAC) have cited this issue as a long-term concern, but it is not yet a
significant problem. A MedPAC survey found that Medicare enrollees’ access to physician services is
at least as good as that of privately insured people, even though employer-sponsored insurance pays
higher rates.® Figures 1 and 2 below show that access to physician services has been stable or
improved in terms of doctors accepting new Medicare patients and overall participation rates.” But

preventing access problems may be preferable to responding after they have already emerged.

3 Testimony of Joe Albanese, in U.S. Congress, House Committee on Energy and Commerce, Subcommittee on Oversight and
Investigations, “MACRA Checkup: Assessing Implementation and Challenges That Remain for Patients and Doctors,” June 22,
2023, https://docs.house.gov/meetings/IF/IF02/20230622/116159/HMTG-118-IF02-Wstate-Albanesel)-20230622.pdf.

4 A single conversion factor for the PFS, rather than one broken out by specialty, was implemented in 1998. See American
Medical Association, “History of Medicare Conversion Factors,” https://www.ama-assn.org/system/files/2021-01/cf-history.pdf;
Table IV.B7 of the 2008 Medicare trustees’ report at https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-
Trends-and-Reports/ReportsTrustFunds/downloads/tr2008.pdf; and Table IV.B6 of the 2023 Medicare trustees’ report at
https://www.cms.gov/oact/tr/2023.

5 See the Congressional Budget Office’s June 2023 long-term economic projections data at https://www.cbo.gov/data/budget-
economic-data#11 and Federal Reserve Bank of St. Louis, “Consumer Price Index for All Urban Consumers: Medical Care in U.S.
City Average,” https://fred.stlouisfed.org/series/CPIMEDSL.

6 See the 2023 Medicare trustees’ report and MedPAC, “Physician and Other Health Professional Services,” in Report to the
Congress: Medicare Payment Policy, March 2023, https://www.medpac.gov/wp-
content/uploads/2023/03/Ch4_Mar23_MedPAC_Report_To_Congress_SEC.pdf.

7 For Figure 1, see Nancy Ochieng et al., “Most Office-Based Physicians Accept New Patients, Including Patients with Medicare
and Private Insurance,” KFF, May 12, 2022, https://www.kff.org/medicare/issue-brief/most-office-based-physicians-accept-
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@ Figure 1: Most Non-Pediatric, Office-Based Physicians Accept New
Medicare Patients, With Little Change Over Time (KFF)
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A long-standing concern across Medicare is the accuracy of its prices. The PFS, like other Medicare
payment systems, relies on administrative price-setting. The Centers for Medicare and Medicaid
Services (CMS) calculates the relative value of services in the RB-RVS based on estimates of
resource needs with input from stakeholders. Research has found that the estimated amount of work
needed for certain services does not match with real-world experience.® Mispricing of services has
concrete impacts in the health care sector. For example, overvaluation of specialist pay at the
expense of primary care services has distorted labor supply, contributing to a shortage of primary
care practitioners.? Furthermore, FFS reimbursement incentivizes the provision of more health care
services regardless of quality, leading to more wasteful or low-value spending.”® This allows

providers to compensate for lower payment rates by performing more or costlier services.

new-patients-including-patients-with-medicare-and-private-insurance/. For Figure 2, see CMS data compendiums for 2002,
2003, and 2006-2011 at https://www.cms.gov/data-research/statistics-trends-and-reports/archives/data-compedium and
MedPAC reports to Congress on Medicare payment policy for March 2016, 2017, and 2020-2023 at
https://www.medpac.gov/document-type/report/.

8 Lane F. Burgette et al., “Estimating Surgical Procedure Times Using Anesthesia Billing Data and Operating Room Records,”
Health Services Research 52, no. 1 (February 2017), https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5264104/;and Andrew W.
Mulcahy et al,, “Using Claims-Based Estimates of Post-Operative Visits to Revalue Procedures with 10- and 90-Day Global
Periods,” RAND Corporation, 2021, https://www.rand.org/pubs/research_reports/RR3035-1.html.

9 John O'Shea, Elise Amez-Droz, and Kofi Ampaabeng, “The Medicare Physician Fee Schedule: Overview, Influence on
Healthcare Spending, and Policy Options to Fix the Current Payment System,” Mercatus Center, May 24, 2023,
https://www.mercatus.org/research/policy-briefs/medicare-physician-fee-schedule-overview-influence-healthcare-spending-
and; John O'Shea, Kofi Ampaabeng, and Elise Amez-Droz, “How Medicare Part B’s Physician Fee Schedule Drives Up Spending
and Influences the Provision of Care,” Mercatus Center, June 13, 2023, https://www.mercatus.org/research/policy-
briefs/medicare-part-b-physician-fee.

' Joe Albanese, “Roadblock to Progress: How Medicare Impedes Health Care Innovation,” Paragon Health Institute, September
2023, https://paragoninstitute.org/wp-content/uploads/2023/09/Medicare_Roadblock-to-Progress_Albanese_FOR-

RELEASE_V2.pdf.
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m Figure 2: Clinician Participation Rate in Medicare
w (CMS and MedPAC)

98% 100%
98%
./._'/._‘ 96%
94%

92%

90%

88%

86%

84%

82%

80%

85%

1999 2001 2003 2005 2007 2009 201 2013 2015 2017 2019 2021

One goal of MACRA was to hold physicians accountable for the value of care, but it has failed to do
so. MIPS has increased clinician burden, its incentive structures are weak and easily gameable, and
its quality measures are ineffective." APMs have also been disappointing. A recent report by the
Congressional Budget Office (CBO) found that only six out of 49 CMMI models with published
evaluations from 2011 to 2020 generated statistically significant savings, causing CBO to revisit its
previously optimistic outlook on CMMI. Analysts have criticized CBO’s CMMI scoring assumptions for
years.”? CBO’s old methodology estimated that CMMI would save $2.8 billion from 2011 to 2020 and
$77.5 billion from 2021 to 2030, but it revised those figures to net losses of $5.4 and $1.3 billion,
respectively. This does not account for the cost of advanced APM bonuses.”® The subset of advanced
APMs have had a mixed record as well, often due to the size of incentive payments in the models. Of
nine advanced APMs with published evaluations, only three reduced Medicare spending on net (see

Appendix Table 1). Two of those —the Maryland Total Cost of Care model and the statutory MSSP —

" Albanese, “MACRA Checkup.”

2 Pete Sepp, Andrew Lautz, and Doug Badger, “Center for Medicare and Medicaid Innovation: 12 Years into the Game,
Taxpayers Still Don’t Know the Score,” National Taxpayers Union, May 3, 2022, https://www.ntu.org/publications/detail/center-
for-medicare-and-medicaid-innovation-12-years-into-the-game-taxpayers-still-dont-know-the-score; and Avalere, “Analysis of
CMMI Models Projects Costs Rather Than Savings,” August 25, 2022, https://avalere.com/insights/analysis-of-cmmi-models-
projects-costs-rather-than-savings.

8 CBO, Federal Budgetary Effects of the Activities of the Center for Medicare and Medicaid Innovation, September 2023,
https://www.cbo.gov/system/files/2023-09/59274-CMMI.pdf.
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have multiple advanced and non-advanced tracks within them that do not have separate evaluations.
Studies have also cast doubt on official MSSP savings numbers, as the results are based on spending

targets that may not be accurate and that encourage selective entry and exit of participating ACOs.'*

Discussion

Policy Goals
As policymakers consider revisiting Medicare’s physician payment policy, it should balance the goals
of (1) controlling costs to patients and taxpayers, (2) maintaining long-term access to care for

beneficiaries, and (3) addressing the distortions of FFS administrative pricing.

As noted above, access to physician services has increased for Medicare enrollees, but continued
stagnation in physician payment rates could undermine access in the long run. Some have suggested
tying PFS annual updates to the MEI or some percentage thereof to address inflation. Doing this
would directly increase patient expenses, because Part B premiums are calculated based on program
costs and coinsurance is a fixed percentage of allowable costs. Medicare beneficiaries already spend

28 percent of their Social Security checks on Part B and Part D expenses on average.

Of course, raising physician fees would also increase Medicare spending overall (as would extending
advanced APM participation bonuses, as others have suggested). Part B is expected to account for
two-thirds of Medicare spending growth in the next decade, and although there have been lower PFS
updates, increases in the volume and intensity of such services still led to rising spending per
enrollee. Unlike the Part A trust fund, which payroll taxes support, Part B’s trust fund is mostly
financed by general revenues. The Medicare trustees project that this trust fund’s expenses will rise
from 13 percent to 22 percent of all federal income tax revenue by 2030, directly crowding out other

policy priorities and directly contributing to the national debt.’® Policy changes can worsen this

4 ], Michael McWilliams and Alice J. Chen, “Understanding the Latest ACO ‘Savings”: Curb Your Enthusiasm and Sharpen Your
Pencils—Part 1,” Health Affairs Forefront, November 12, 2020, https://www.healthaffairs.org/content/forefront/understanding-
latest-aco-savings-curb-your-enthusiasm-and-sharpen-your-pencils-part-1.

5 Joe Albanese, “Reformers Should Look beyond Medicare’s Trust Funds,” National Review, April 14,2023,
https://www.nationalreview.com/2023/04/reformers-should-look-beyond-medicares-trust-funds/.
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outlook. All else being equal, if the PFS conversion factor had increased by the MEI from 1998 to
2023, Medicare spending would have been $550 billion higher over this period (see Figure 3 below)."
MedPAC found that updating PFS payment rates by just 50 percent of the MEI's growth would
increase spending by $5 billion to $10 billion over five years." It has also found and that extending

advanced APM bonuses would cost S650 million per year.'®

In terms of payment accuracy, policy experts have suggested various improvements to the PFS, such
as providing more oversight over RB-RVS calculations, rebalancing pay among specialties, and other
methodological changes.”® While some of these incremental changes might address identifiable
shortcomings with the PFS’s current design, they would not fundamentally change Medicare’s FFS

payment method or the inherent limitations of centralized, administrative pricing.

@ Figure 3: Cumulative Medicare Spending Would Be $500 Billion Higher
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6 For Figure 3, see American Medical Association, “History of Medicare Conversion Factors;” the 2008 Medicare trustees’
report; the 2023 Medicare trustees’ report; and CMS'’s actual regulation market basket updates at https://www.cms.gov/data-
research/statistics-trends-and-reports/medicare-program-rates-statistics/market-basket-data.

7 MedPAC, “Physician and Other Health Professional Services.”

'8 Geoff Gerhardt, Brian O'Donnell, and Rachel Burton, Considering Current Law Updates to Medicare’s Payment Rates for
Clinicians, MedPAC, October 5, 2023, https://www.medpac.gov/wp-content/uploads/2023/03/PFS-update-reform-MedPAC-
Oct-2023-SEC.pdf.

'® Government Accountability Office, Medicare Physician Payment Rates: Better Data and Greater Transparency Could Improve
Accuracy, May 21, 2015, https://www.gao.gov/products/gao-15-434; Gerhardt, O’'Donnell, and Burton, Considering Current Law
Updates.
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Previous policy actions have attempted to address this trade-off in various ways. Freezing payment
updates, as under MACRA, is not sustainable in the long run. Aggregate spending targets such as the
SGR were volatile and did not account for efficiencies among individual practices or specialties.
Performance-based payments under MIPS have not improved quality. APMs that experimented with

alternatives to FFS have largely failed to save money. What, then, should be policymakers’ approach?

Recommendations

First, Congress should avoid net increases to Medicare spending or average beneficiary costs by

offsetting new physician spending with changes elsewhere in Part B. Along with rising interest

payments on accumulated debt, federal health programs are the biggest driver of debt and must be
reduced to avoid a fiscal crisis.?° Policy changes to Medicare should at minimum not add to this
problem. There are numerous ways to achieve savings for Medicare without cutting benefits.?' For
example, Medicare pays on average twice as much for outpatient services delivered in hospitals that
could be performed in physicians’ offices. Establishing site-neutral payments would reduce this
overspending, lower out-of-pocket costs for patients, and reduce incentives for hospital acquisition
of independent physician practices.?? Part B drug spending has also increased rapidly, in part due to
statutory requirements that Medicare pay 6 percent above the average sales price for drugs, even
those that are acquired through discounts as in the federal 340B program. Congress could reduce
these excess payments and give CMS the authority to pay more accurate rates for drugs. Neither of

these examples would require major restructuring of Medicare’s payment systems.

Second, to allow for increases in physician pay without continuing to rely on government price-

setting, lawmakers should adopt market-based pricing in Medicare FFS. Central planning and

20 paul Winfree, “The Contribution of Federal Health Programs to U.S. Fiscal Challenges and the Need for Reform,” Paragon
Health Institute, January 2023, https://paragoninstitute.org/wp-
content/uploads/2023/01/20230109_Winfree_FiscalSustainabilityofHealthPrograms_FINAL_202301310949.html.

2! Brian Blase and Joe Albanese, “Turning the Tide on Red Ink: Commonsense Policies to Make Federal Health Programs More
Sustainable,” Paragon Health Institute, March 2023, https://paragoninstitute.org/wp-content/uploads/2023/03/Turning-the-
Tide-on-Red-Ink_Brian-Blase_Joe-Alabanese_FINAL_202303072031.html.

2 Joe Albanese, “Reducing Overpayments in Medicare through Site-Neutral Reforms,” Paragon Health Institute, June 7, 2023,
https://paragoninstitute.org/policy-brief-site-neutral-payments-joe-albanese-20230607/.

7
paragoninstitute.org


https://paragoninstitute.org/wp-content/uploads/2023/01/20230109_Winfree_FiscalSustainabilityofHealthPrograms_FINAL_202301310949.html
https://paragoninstitute.org/wp-content/uploads/2023/01/20230109_Winfree_FiscalSustainabilityofHealthPrograms_FINAL_202301310949.html
https://paragoninstitute.org/wp-content/uploads/2023/03/Turning-the-Tide-on-Red-Ink_Brian-Blase_Joe-Alabanese_FINAL_202303072031.html
https://paragoninstitute.org/wp-content/uploads/2023/03/Turning-the-Tide-on-Red-Ink_Brian-Blase_Joe-Alabanese_FINAL_202303072031.html
https://paragoninstitute.org/policy-brief-site-neutral-payments-joe-albanese-20230607/

pAAPIﬂiuﬂIM"/‘—‘

HEALTH INSTITUTE

government price-setting are far less accurate determinants of economic value than are market
prices, as the numerous distortions in Medicare payments show.?® Increasing payment rates by
inflation would perpetuate the distortions in other Medicare payment systems without addressing
existing inaccuracies in the PFS. A more direct way to determine the market value of health care
services would be to base payment on the rates negotiated by Medicare Advantage (MA) plans. Such
plans are required to cover Part A and B benefits at a minimum (and often provide more) to a similar
beneficiary population and tend to have payment rates that are closer to Medicare FFS than other
commercial payers are.?* Market pressures —such as contracting with providers, competing for
enrollees, and maintaining profitability —incentivize them to maximize value in terms of higher quality
health outcomes and lower costs.?® Although many private health plans currently base their
reimbursement on Medicare FFS, negotiations with their provider networks would gradually cause
them to deviate from it. This, coupled with price transparency rules, would push plans to reach
market-bearing prices. If lawmakers instead choose to use an administrative measure of inflation to
update PFS rates such as the MEI, they should consider applying only a percentage of it and use

private payer data for other components of PFS payment calculations, such as the RB-RVS.

Third, Congress should eliminate MIPS, decline to extend the advanced APM participation bonus, and

repeal the differential payment update for advanced APM participants scheduled to begin in 2026.

MACRA'’s incentive structure was based on the false assumption that federal agencies could
accurately measure or effectively promote quality improvement. Experts promoted APMs as an even
better tool for value-based care, but their underwhelming record does not justify federal subsidies

for participation. Furthermore, there is no evidence that the bonuses have even promoted greater

23 Albanese, “Roadblock to Progress.”

24 Erin Trish et al., “Physician Reimbursement in Medicare Advantage Compared with Traditional Medicare and Commercial
Health Insurance,” JAMA Intern Medicine 177, no. 9 (2017): 1287-1295,
https://jamanetwork.com/journals/jamainternalmedicine/article-abstract/2643349.

25 Rajender Agarwal et al., “Comparing Medicare Advantage and Traditional Medicare: A Systematic Review,” Health Affairs 40,
no. 6 (June 2021), https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.02149; and Chris Gervenak and David Mike, “Value to
the Federal Government of Medicare Advantage,” Milliman, October 2021, https://www.milliman.com/-
/media/milliman/pdfs/2021-articles/10-20-21-value-federal-government-of-medicare-advantage.ashx.
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participation, and the bonuses are not available to many physicians who are ineligible for an
advanced APM.28 Instead of MIPS, CMS should focus its efforts on a much smaller inventory of
metrics dedicated to identifying and penalizing poor health outcomes such as serious misdiagnoses
or mistreatment, which would reduce government micromanagement of the practice of medicine and
provide patients with simpler and more meaningful metrics to compare quality across providers.?”
With regard to APMs, Congress should impose guardrails on CMMI by requiring transparency in
model performance, enforcing higher standards for model design and evaluation, and generally
exhibiting more oversight. It should also significantly reduce CMM!I’s $1 billion average annual

funding.?®

Efforts to move away from FFS with population- or episode-based reimbursement would likely
require more structural changes that are not siloed in individual APMs or payment systems. MA
provides an existing structure for value-based care. MA plans must cover benefits within the
resource constraints of capitated payments, have more flexibility to scrutinize low-value care and
offer valuable benefits, and must compete with other plans as enrollees shop for coverage.
Therefore, permitting the continued growth of MA through beneficiary choice and improving upon

the program would be an important mechanism for the long-term improvement of Medicare.

Conclusion

Improving physician payment in Medicare is a difficult task, but lawmakers should ensure that they
undertake policies that minimize costs for patients and taxpayers, maintain access to care for
Medicare beneficiaries, and improve pricing accuracy. The best way to pursue these goals is to (1)

offset increases in physician spending with other Part B savings, (2) pursue market-based pricing of

26 Zack Cooper et al., “A Review of the Academic and Expert Literature on the Medicare Access and CHIP Reauthorization Act
of 2015 (MACRA),” Yale University, Tobin Center for Economic Policy, April 2023, https://tobin.yale.edu/research/review-
academic-and-expert-literature-medicare-access-and-chip-reauthorization-act-2015-macra.

27 Joe Albanese, letter to the Hon. Morgan Griffith, chair, Subcommittee on Oversight and Investigations, House Energy and
Commerce Committee, U.S. Congress, https://docs.house.gov/meetings/IF/IF02/20230622/116159/HMTG-118-1F02-Wstate-
Albanesel)-20230622-SD002.pdf.

28 Joe Albanese, “Another Overpowered Government Office Fails to Meet Expectations,” National Review, October 4, 2023,
https://www.nationalreview.com/2023/10/another-overpowered-government-office-fails-to-meet-expectations/.
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physician services in Medicare, and (3) eliminate financial incentives for MIPS and advanced APM
participation. Over the long run, the organic growth of MA will provide a more effective alternative to

FFS, as structural reforms across Medicare’s payment systems would otherwise be necessary.
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Appendix Table 1: Advanced APM Evaluation Results?®

Evaluation | Net Costs

Period -~ Quality Improvements
Bundled
Payments for Improved readmissions and mortality in Year 3,
Care 2018-2021 +$179 worse or neutral patient-reported measures in
Improvement Year 4
Advanced
Comprehensive
Care for Joint 2016-2019 +$95 Improved/maintained claims-based measures Track 1is advanced.
Replacement
Comprehensive 2015-2019 +$46 Improved a number of model-specific LDO and non-LDO two-sided
ESRD Care measures and mortality risk are advanced.
Comprehenswe +1.5% and Less utilization and improved on some claims- Cost estimates for Tracks 1
Primary Care 2017-2020
+2.6% based measures and 2.
Plus
Care Redesign Program and
Maryland Total 2019-2021 5781 Reduced hospital admissions and improved Primary Care Program Track
Cost of Care several measures 3 (started 2023) are
advanced.

Basic Track E and Enhanced
Medicare Higher average performance on measures Track (started 2019) and

Shared Savings | 2017-2022 -§7,232 g I8 d? hared . Medicare ACOs Tracks 1+, 2,
Program requiredtor shared savings and 3 (2017-2021) are

advanced.

Next Generation Not associated with changes on certain

2016-2020 +3387

ACO measures (Fourth Report)
Oncology Care 2016-2020 +$377 No significant change in measures TWO'S'd?d risk arrangement
Model is advanced.
Vermont All- 5018-2021 8125 Reduced state-level hospital utilization, ACO- Vermont Medicare ACO
Payer ACO level specialty E&M visits Initiative (started 2019).

2 For models where the latest evaluation was released by early 2022, see CMS, Synthesis of Evaluation Results across 21 Medicare Models, 2012-
2020, https://www.cms.gov/priorities/innovation/data-and-reports/2022/wp-eval-synthesis-21models. For later CMMI evaluations, see Julie Somers
et al,, “CMS Bundled Payments for Care Improvement Advanced Model: Fourth Evaluation Report,” Lewin Group, June 2023,
https://www.cms.gov/priorities/innovation/data-and-reports/2023/bpci-adv-ar4 (did not account for Year 4 spending impacts); Lewin Group, “CMS
Comprehensive Care for Joint Replacement (CJR) Model: Performance Year 5 Evaluation Report — Executive Summary,” April 2023,
https://www.cms.gov/priorities/innovation/data-and-reports/2023/cjr-py5-ar-exec-sum; Jason Rotter et al., “Evaluation of the Maryland Total Cost
of Care Model: Quantitative-Only Report for the Model’s First Three Years (2019 to 2021),” Mathematica, December 2022,
https://www.cms.gov/priorities/innovation/data-and-reports/2022/md-tcoc-gor2; Kristina Hanson Lowell, “Next Generation Accountable Care
Organization (NGACO) Model Evaluation: Fifth Evaluation Report,” NORC at the University of Chicago, November 2022,
https://www.cms.gov/priorities/innovation/data-and-reports/2022/nextgenaco-fifthevalrpt (does not present impacts on claims-based quality
measures); and Sai Loganathan, “Evaluation of the Vermont All-Payer Accountable Care Organization Model: Third Evaluation Report,” NORC, July
2023, https://www.cms.gov/priorities/innovation/data-and-reports/2023/vtapm-3rd-eval-full-report. For MSSP, see Department of Health and
Human Services, “Medicare Shared Savings Program Saves Medicare More Than $1.8 Billion in 2022 and Continues to Deliver High-Quality Care,”
press release, August 24, 2023, https://www.hhs.gov/about/news/2023/08/24/medicare-shared-savings-program-saves-medicare-more-1-8-
billion-2022-continues-deliver-high-quality-care.html; National Association of ACOs, “Medicare ACO Program Results: 2021 Edition,”
https://www.naacos.com/assets/docs/pdf/2023/NAACOS2021MSSP-SavingsResource.pdf; and National Association of ACOs, “Medicare ACOs
Saved $4.2 Billion in 2022 Shared Savings ACOs Continue to Deliver Savings, Improve Health,” press release, August 24, 2023,
https://www.naacos.com/press-release--medicare-acos-saved--4-2-billion-in-2022.
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