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W H O  A M  I ?
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M A J O R  D R I V E R S  O F  V A L U E

Macroeconomic 
Forces

Shifting 
Demographics

Technological 
Advancements

Policy & 
Politics

COVID-19 -
Consumerism & Equity

Rising gross national 
debt, rising general 
inflation, increasing 

federal and state 
deficits all amplify 
urgency for cost 

savings 

Aging and increasingly 
diverse population, 
added financial and 
system pressures of 
the Baby Boomers 

along with workforce 
shortages

Advancements in 
technology drive higher 

costs but promising future 
savings; changes enabled 
by new abilities to collect, 

share, and analyze data 

The long-term economic 
effects of COVID-19 are not 
yet known, but the increased 

societal awareness of the 
need for system reform and 

elimination of inequities.

Mounting budgetary 
pressures for federal 

and state leaders, along 
with increasing 

constituency 
demand/appetite for 

change



E C O N O M I C  
I M P E R A T I V E  
F O R  V A L U E  I N  
H E A LT H C A R E  
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U N S U S T A I N A B I L I T Y  O F  F F S

1

Human Compassion
• Social Security
• Medicare
• Medicaid
• CHIP
• Medicare Part D
• PPACA

Economic Dispassion

• National Debt = $31.1T 
• Federal Deficit = $0.9B ($2.7T in ’21)
• Unfunded Liabilities $162T
• Current Inflation Rate = 8%
• Medicare HI Trust Fund Insolvency - 2026

Niagara Falls and Healthcare:
• The torrent of water that goes over the crest of the falls 

every minute is six million cubic feet.  
• Compare this to healthcare spending in our country at 

$6M per minute on healthcare, with that flow of funding 
is specifically in tune with sickness (not health). 
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H E A L T H C A R E  I S  3 R D

L E A D I N G  C A U S E  O F  D E A T H
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H E A LT H C A R E ’ S  I M P A C T  O N  I N C O M E
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M E D I C A R E ’ S  R O L E  I N  I N F O R M I N G  &  
A C C E L E R A T I N G  V A L U E

2• *Comprehensive list found at https://innovation.cms.gov/initiatives/index.html#views=models

Medicare policy (often the way CMS pays for care) is almost always mirrored in the broader health 

industry.

MEDICARE

MEDICAID

COMMERCIAL

HEALTH 
POLICY

CMS’ Value-Based Program Portfolio*

ACO Models:
• Pioneer ACO Model
• Medicare Shared Savings Model (MSSP) 
• Next Generation ACO Model (NGACO)
• Comprehensive ESRD Care Model (CEC)
• Vermont All-Payer ACO Model
• Direct Contracting (DC)
• Kidney Care Choices (KCC)

Bundled Payment Models:
• Bundled Payments for Care Improvement Initiative (BPCI)
• Comprehensive Care for Joint Replacement Model (CJR)
• Oncology Care Model (OCM)
• BPCI Advanced (BPCI-A)
• Radiation Oncology (RO) 
• Oncology Care First (OCF)

Advanced Primary Care Models:
• Comprehensive Primary Care (CPC)
• Comprehensive Primary Care Plus (CPC+)
• Transforming Clinical Practice Initiative
• Primary Care First (PCF)
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/ACO REACH
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In 2017/2020, 34%/40.9% of U.S. health care payments, representing approximately 226.3/238.8 million 
Americans and 77%/80.2% of the covered population, flowed through Categories 3&4 models. In each market, 
Categories 3&4 payments accounted for:

2017

2020

Supported by Arnold Ventures
Source: https://hcp-lan.org/apm-measurement-effort/ 

*Top right % (purple) 
notes payments in 
models that have partial 
or full shift to person-
based advance payment 
(i.e., downside/ 2-sided 
financial risk)
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ACO GROWTH BY PAYER TYPE

Leavitt Partners Center for Accountable Care Intelligence 

ACO Contracts by Payer Type

ACO-Covered Lives by Payer 
(in Millions)
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M S S P  P E R F O R M A N C E

$5.4B











T O P  1 0  M E D I C A R E  A C O S  I N  2 0 2 1

1. PALM BEACH ACCOUNTABLE CARE ORGANIZATION —

$61.9 MILLION

2. BAYLOR SCOTT & WHITE QUALITY ALLIANCE (TX-ONLY 

ACO) ─ $61 MILLION

3. PRIVIA QUALITY NETWORK (VA, MD, DC) ─ $41.6 

MILLION

4. CARAVAN HEALTH COLLABORATIVE ACO ─ $35.3 

MILLION

5. STEWARD NATIONAL CARE NETWORK ─ $34.4 MILLION

6. ADVOCATE PHYSICIAN PARTNERS ACCOUNTABLE CARE ─

$27.8 MILLION

7. USMM ACCOUNTABLE CARE PARTNERS ─ $25.8 MILLION

8. KEYSTONE ACO (GEISINGER) ─ $25.6 MILLION

9. BANNER HEALTH NETWORK ─ $25.5 MILLION

10. MERCY HEALTH SELECT ─ $25.3 MILLION









A L I G N M E N T  O F  A C O R E A C H  W I T H  
M A  P R I N C I P L E S

• ► More predictable spending targets - Benchmarking methodology calculates historical 

spend blended with MA rate book

• ► Prospective payments - Smooths cash flow and enables flexibility in downstream contracts

• ► The ability to “enroll” beneficiaries via voluntary attribution - Direct Contracting Entities 

(DCEs) can conduct outreach and market themselves to beneficiaries

• ► Pass through of benefits to “preferred providers”

• ► Beneficiary Engagement Incentives

• ► Supplemental benefit enhancements - DCEs can provide supplemental benefits not 

available in Medicare FFS (e.g., transportation, hearing aids, eyeglasses)
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S O W I N G  S E E D S

• “Sometimes, in the enthusiasm of sowing 

a thousand seeds, we forget that the 

overabundance of a crop is as much of a 

problem as no crop at all. That’s especially 

true when the seeds from different crops 

become entangled - an analogy applicable 

to what has happened with the 

proliferating and unmanageable set of 

alternative payment models supervised by 

CMMI.”
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V A L U E - B A S E D  O N C O L O G Y  C A R E

• Oncology is the 3rd most expensive specialty in the senior population, but it is growing 3X 

faster than the top 3 specialties. It will soon be the #1 most expensive specialty.

• From state-to-state, there can be a 2-3X multiple difference in oncology care costs, and there is 

no correlation between the cost and the quality.

• 34% of all cancer deaths could be prevented if disparities in access were eliminated

• The financial toxicity of cancer care (1 in 4 cancer patients go bankrupt within 2 years of 

diagnosis, 1 in 3 cancer patients go bankrupt within 5 years of diagnosis)

• Exemplar (The Oncology Institute of Hope & Innovation)

• TOI is the first specialty value-based care company to go public (November 2021) and has become 

one of the largest oncology practices in the US

• TOI has achieved 25% lower costs in oncology care. This practice has 

40% fewer admissions, 75% fewer ED visits, with patient satisfaction scores

14% higher than traditional oncology care
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V A L U E - B A S E D  K I D N E Y  C A R E

• 37 million people in the US (15% of adults) are affected by CKD

• Medicare pays $100B for people with all stages of renal disease (20% of all spending)

• While just 1% of Medicare beneficiaries have kidney failure, it accounts for 7% of spending

• The reimbursement system is designed to fail patients with CKD since high margin 

reimbursement kicks in during ESRD stage

• Black Americans are 3.5X more likely than White Americans to experience kidney failure.  And 

Black Americans are less likely to do home dialysis or get a kidney transplant than whites. 

• Exemplar (Cricket Health):

• More than 50 percent fewer hospital admissions than the status quo;

• 77 percent of those starting dialysis do so in an outpatient setting (compared to the status quo of 40 percent);

• 45 percent who need dialysis are initiating at home (compared to the status quo of 11 percent); and

• 60 percent of those starting dialysis do so with a permanent access placed (compared to the status quo of 45 percent).
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F U T U R E  O F  S P E C I A LT Y  M O D E L S ?

• Is there an appetite for mandatory episodic models and TCOC 

APMs? (Yes, if concerns with benchmarking and health equity are 

addressed.)

• CMS will not design specialty payment models for every type of 

episode of care (ex: diabetes)

• Continued focus on Oncology and Kidney Care APMs

• Incentives for ACOs to integrate specialists

• Updates from CMMI forthcoming later this year
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H C P - L A N  G O A L  F O R  A P M  A D O P T I O N  

4

By 2025, shift 100% of Medicare payments 
(Traditional and Medicare Advantage) and 50% of 
Medicaid and commercial health care payments 
to downside-risk models
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C M M I  G O A L  F O R  A P M  A D O P T I O N  

4

By 2030, all Medicare fee-for-service beneficiaries 
will be in a care relationship with accountability for 
quality and total cost of care.
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C M M I  P A Y M E N T  M O D E L  P O R T F O L I O

• While its reach is impressive – with models serving over 

26 million patients – CMMI APMs are not producing the 

necessary financial and quality impacts to justify 

expanding most of the pilots. 

• Of CMMI’s 54 total models, only five have ever produced 

statistically significant savings.



C M S  S I G N A L S

• To improve performance, future CMMI 

models:

• will be reduced and streamlined

• will require participants to bear 

downside risk, 

• include regulatory flexibilities to incent 

participation, 

• use improved benchmarks,  

• provide participants with more data and 

support

• will have equity embedded as a core 

performance measurement
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MEDICARE ADVANTAGE GROWTH

• MA is 35% of the Medicare program today at 22 million, and it will reach 50% by 2025 with over 34 million people 
enrolled. 

• MA has almost doubled its penetration over the last 14 years -- from 10 million (of 45 million) in 2008 to 28 
million (of 64 million) in 2021 





MA Payer Expansion (2021)

• Centene acquisition of WellCare attributable to 30% growth in MA portfolio

• UHC – expanded to 300 counties (gaining 3.2M beneficiaries)

• Humana – expanded to 125 new counties  (gaining 3M beneficiaries)

• Aetna - expanded to 115 new counties

• Cigna - expanded to 67 new counties 

• Anthem - expanded to 80 new counties (23% enrollment growth)



M E D I C A R E  A D V A N T A G E  U P S T A R T S

• Devoted Health is a start-up exclusively offering MA plans that is backed by $369 million in investor capital. 

• Bright HealthCare has raised nearly $1.6 billion in funding and offers MA plans in 12 of the 13 states in which 

it operates after a 2020 expansion into six new states.

• Oscar Health, an insurance company built around a technology platform, raised $1.6 billion in nine years 

before going public in 2021 and launched its first MA plans in 2020. The company has an innovative strategy to 

pursue co-branded health plans with provider organizations, combining Oscar’s technology capabilities with 

provider organizations’ value-driven approaches. 

• Clover Health also leverages technology to manage patients enrolled in its MA plans. Clover uses a cloud-

based system to share the data that they collect as an insurer with providers at the time of care, creating a 

closed-loop data sharing system between the insurer and provider. 

• Alignment Healthcare, another MA insurer with a data focus, is currently working to expand their geography 

and serve a greater number of seniors. Since 2014, Alignment has experienced a 33 percent compound annual 

growth rate in its membership. Raj Shrestha, newly appointed president and new markets and chief business 

officer of Alignment, has experience in value-based payment that is likely to accelerate the company’s growth 

and increase the value they provide to consumers.



S T A R  R A T I N G S  I N  
M E D I C A R E  A D V A N T A G E

• For every Star a Medicare Advantage plan gets, it receives an additional 8% more 
revenue between the increased bonuses it receives and the increased enrollment.  

• On a scale of 1-5 Stars, you have to hit the all-important 4th Star to get the bonus 
and the rebates that the program funds.  These bonuses have dramatically changed 
the behavior of health plans and the providers that are contracted with them to 
provide services that improve of quality care. 

• For providers that share risk with the MA plan (capitated or have a percent of 
premium deal), when the plan scores that all-important 4th Star and receives the 
bonuses and rebates, they get a portion of that as well in what gets paid out 
downstream.





T H E  %  O F  M A  P L A N S  T H A T  R E C E I V E D  4 + S T A R S  

D E C L I N E D  F O R  M O S T  O F  T H E  T O P  1 0  L A R G E S T  P L A N S



S U R G I N G  M E D I C A I D  E N R O L L M E N T

• We currently have 75 million Americans covered by 
Medicaid (approximately 1 in 5 Americans).  

• Overall, we spend over $600B annually on the Medicaid 
program!  That equates to 15% of all healthcare but will 
continue to grow exponentially if unabated by economic 
recovery. 

• Given that Medicaid enrollment and the strength of the 
economy are countercyclical, some forecasts have even 
projected that Medicaid beneficiaries may even approach 
100M in the next five years if we experience a persistent 
economic downturn with ever-widening economic 
inequality in the post-COVID era.



D Y S F U N C T I O N  O F  E M P L O Y E R -
S P O N S O R E D  M A R K E T P L A C E
• ‘Poor health’ costing employers $530B on top of the $880B they already 

spend in premium dollars annually. 

• Employers (and their employees) continued to get fleeced by 

unsustainable double-digit premium increases every year, with hospitals 

using that excess spend in commercial insurance to their subsidize losses 

on the public pay side.  

• Employers are the sleeping giants in the health value movement and will 

no longer tolerate the current fee-for-service model.
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E M P L O Y E R  
V B C  

E X E M P L A R



M O R A L  I M P E R A T I V E  
F O R  V A L U E  I N  
H E A L T H C A R E

“Health equity means that everyone has a fair 
and just opportunity to be as healthy as 
possible. This requires removing obstacles to 
health such as poverty, discrimination, and 
their consequences, including powerlessness 
and lack of access to good jobs with fair pay, 
quality education and housing, safe 
environments, and health care.” - RWJ 
Foundation



[ADVENTISTHEALTH:INTERNAL]

Wealth gap

Likelihood of Having A Bad Outcome Compared to Whites in the U.S. 
Goes Beyond Health Disparities 

• White households hold 86.8% of overall wealth
• Black and Hispanic households hold only 2.9% 

and 2.8% of wealth, respectively 
Federal Reserve (2019)

• In 2016, the median net worth of non-Hispanic White 
households was $143,600. 

• The median net worth of Black households was 
$12,920.

Census Bureau. "Wealth, Asset Ownership, & Debt of Households Detailed Tables: 2016," Download 
"Wealth and Asset Ownership for Households, by Type of Asset and Selected Characteristics: 2016.

Between 1983 and 2013, 
White households saw their 
wealth increased by 14%.

But during the same period, 
Black household wealth 
declined 75%. Median 
Hispanic household wealth 
declined 50%.

Prosperity Now. "The Road to Zero Wealth: How the Racial Wealth 
Divide Is Hollowing Out America's Middle Class," Page 5.

https://www.census.gov/data/tables/2016/demo/wealth/wealth-asset-ownership.html


T H E  P R E V A L E N C E  A N D  S E V E R I T Y  O F  C H R O N I C  
D I S E A S E S  I N  P O P U L A T I O N S  O F  C O L O R

African-American patients tend to receive lower-quality health care, including treatments for 
cancer, HIV, prenatal care, diabetes, and preventive care. 



V A L U E - B A S E D  P A Y M E N T  W I L L  B E  T H E  
V E H I C L E  F O R  I M P R O V I N G  E Q U I T Y

Equity in health cannot be 
attained without models for 
value-based payment. 

A solution to health inequity is 
the value-based care movement, 
as future payment models will 
require that all healthcare 
organizations demonstrate health 
equity outcomes. 



51http://hcp-lan.org/workproducts/APM-Guidance/Advancing-Health-Equity-Through-APMs.pdf



C M M I  G O A L :   A D V A N C E  H E A L T H  E Q U I T Y

• The CMS Innovation Center has stated definitively over these 

last few months that it plans to embed health equity within 

the performance measurement of alternative payment 

models to increase focus on underserved populations.

• Address the lack of self-reported data on race, ethnicity, 

sexual orientation, gender identity, disability status, and 

veteran status

• There will be a longer-term return horizon on investments in 

Health Equity reporting infrastructure and SDOH interventions



O P P O R T U N I T I E S  F O R  
V A L U E - B A S E D  C A R E

• Social Determinants of Health (SDOH) Interventions

• Asset-Light Models of Care Delivery

• Lessons Learned from COVID-19 



S O C I A L  D E T E R M I N A N T S  O F  H E A LT H

The health value movement will lead to a 

convergence of the traditional healthcare sector 

and communities where traditional lines of 

demarcation will soon become blended.

Programs for reskilling the healthcare workforce 

for the future of value-based health care will 

focus on the effective deployment of community-

based SDOH interventions to improve population 

health outcomes.

There is so much to address in the SDOH space -- access to quality education, 
employment, housing, transportation, and nutritious foods all can influence the well-
being of a community more than the delivery of healthcare services in and of itself.  





A C O  E X E M P L A R S  I N  H E A LT H  E Q U I T Y

• RGV ACO: Physician-led ACO in McAllen, TX has achieved $74M in aggregate Shared 

Savings for 9-year period by adopted patient-centered diabetes and SDOH playbook 

to manage care for supermajority Hispanic population

• CV-CHIP ACO: African-American ACO in Central Virginia has achieved $7.5M in Shared 

Savings over 4 years

• Aledade: $50M in Shared Savings since 2014, focus on reducing racial disparities in 

care for patients with sever hypertension



[ADVENTISTHEALTH:INTERNAL]

Healthcare Leaders are Implementing 
Food as Medicine Programs

Geisinger Health 
System – Fresh Food 
Farmacy

Patients who are identified as 
having HBA1C levels greater than 8 
and as being food insecure are 
given a referral by their primary 
care physician for the Fresh Food 
Farmacy. Once enrolled, they have 
access to at least 10 fresh and 
healthy meals per week and are 
provided with diabetes education 
and consultations with dietitians 
and pharmacists.

80%
drop in costs 

seen in pilot 

program over 18 

months



T H E  M O V E  T O  A S S E T- L I G H T  
M O D E L S  O F  C A R E  D E L I V E R Y

• The workforce will require new skills to provide more care virtually or in the 
patient’s home as institutional care moves to alternative settings.

• The aging Baby Boomer population will overwhelm hospitals with admissions for 
chronic disease exacerbations in the next few years, their care reimbursed at 
public-payer rates.  Additionally, we will see an inevitable shift of various higher 
margin procedures to the ambulatory care setting.

• These factors, coupled with the constraints of current cost and labor structures, 
will force hospitals to pursue asset-light care models that can capitalize on 
alternative care settings and value-based payment.





M O V I N G  T O  A S S E T- L I G H T  C A R E

• Ochsner Health – investment in care capabilities and realignment of incentives within large 

employed physician group are keys to success.

• SoNE Health – Clinical integration with recognition that the future state of hospitals will be 

the inevitable shift of care to ambulatory settings

• Jefferson Health – Costly sick care will give way to affordable, personalized, and 

preemptive care with genomic sensors and AI-based digital therapies

• Mary Washington Healthcare – created an in-home assessment opportunity in their own 

Medicare Advantage Plan (40% patient engagement level) and continued progression to 

virtualized, asset-light care delivery models

• Geisinger Health: Geisinger-At-Home is a national example of home-based care delivery, 

and their MyCode Community Health Initiative is an innovation for precision health and 

genomic-driven care 



L E S S O N S  L E A R N E D  F R O M  C O V I D - 1 9



B U R N O U T  A N D  
M O R A L  I N J U R Y

Provider and Nurse Burnout will create a value-based revival in medicine:

• Nearly half of US doctors suffer from extreme burnout, leading to emotional 
exhaustion, cynicism, loss of enthusiasm and joy in in their work, as well as increasing 
detachment from their patients and their patient’s needs.

• Essentially, in FFS with our quest for economies of scale and process standardization, 
healthcare organizations have largely become monolithic, rigid and impersonal, and 
provider empathy has been sapped. And now we’re seeing severe results – physician 
burnout and moral injury have led to the highest suicide rates among all professions. 

• A move to value-based care can ameliorate moral injury in the medical profession.



W O R K F O R C E  R E S I L I E N C E  T O  
I M P R O V E  P A T I E N T  O U T C O M E S

• Healthcare workforce burnout impacts patient 

outcomes; studies demonstrate poor wellbeing 

and moderate to high levels of burnout are 

associated with poor patient safety outcomes 

such as medical errors

• Creating resources and mechanisms to support 

the workforce experiencing burnout and 

assisting providers in developing skills to 

promote personal well-being and resiliency is 

critical for the health and safety of the 

populations of patients served across the nation.



T E A M - B A S E D  C A R E  
A N D  T H E  V A L U E  
W O R K F O R C E  

• Physicians

• Nurse Practitioners

• Physician Assistants

• Nurses

• Medical assistants

• Pharmacists 

• Behavioral health specialists

• Peer Counselors

• Social workers

• Physical therapists

• Dieticians

• Care coordinators

• Data Analysts



T H E  P A T H  T O  E Q U I T Y  
W I L L  R E Q U I R E  N E W  
W O R K F O R C E  S K I L L S



T H E  N E E D  F O R  
C U L T U R A L  C O M P E T E N C E  
I N  T H E  W O R K F O R C E

Equity in health cannot happen without 

equity in access and attainment of 

education for underserved learner 

populations in the health professions. 

A solution to health inequity is a well-trained, 

qualified, culturally-competent workforce that 

mirrors the diverse population it serves. 



Equity in health cannot happen 
without reskilling and upskilling the 
workforce at scale. 

A solution to health inequity is reskilling and 
upskilling of the workforce through scalable 
educational and training programs that can 
provide pathways to establishing 
competency in population health and health 
equity.

T H E  N E E D  F O R  R E S K I L L I N G  A N D  
U P S K I L L I N G  A T  S C A L E
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V A L U E - B A S E D  C A R E  C O M P E T E N C I E S

The Health Value Atlas is a 
collection of over 160 
competencies organized into a 
logical sequence to aide providers 
in their transformation to value-
based care.

Representatives from across the 
industry were convened by the 
Institute to identify the 
competencies needed for 
provider organizations to 
successfully navigate value-based 
care.



P E R S O N - F O C U S E D  C A P A B I L I T I E S
N E E D E D  F O R  S U C C E S S  I N  V A L U E - B A S E D  C A R E

Leadership and Structure

• Leadership, staff focus on patient 
value goals – mission and culture

• Organizational structure, staffing, 
and networks/partnerships  aligned 
with mission and culture

Care Delivery

• Person centered care 
support, pathways, 
engagement – more 
convenient and efficient 
“shift left”

• Longitudinal care 
coordination and teams

• Continuous quality and 
safety improvement

Finance
• Adequate capital to support new 

care models, risk

• Financial tracking and reform 
modeling 

• Clinician/staff compensation and 
risk/savings distribution

• Payments for costly medical 
technologies aligned with value

• Network contracting to support 
effective care coordination

IT/ Data and Analytics
• Aligned IT infrastructure including 

clinical, financial, and patient data

• Key data sharing including patients

• Analytics to track progress on key 

care reform goals (dashboard)

• Capacity to simulate and assess 

effects of reforms on patient care, 

net revenues
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C A P I T A L  I N V E S T M E N T  T R E N D S

• The valuation of private equity deals in the US health care sector is nearly $100 billion dollars—
a twentyfold increase from 2000 (when it was less than $5 billion). Before COVID-19, we were 
already seeing mass provider consolidation, expansive funding in digital health, and significant 
M&A activity…and the appetite for capital investment in healthcare has only increased in recent 
years. 

• The number of healthcare services deals among institutional investors has more than doubled in 
the last six years, with 356 deals in 2015 and a whopping 733 deals in 2021. Investor interest 
continues to grow along with healthcare spending itself, with national spending on health services 
jumping 9.7% last year, topping $4.1 trillion. 

• One in five physician transactions involved primary care practices—a signal that investors are 
banking on profits to be made in the shift to value-based care models.  A big driver of this is 
groups taking full-risk Medicare Advantage where practices are getting acquired by investors 
paying anywhere from $5k - $10k per MA life! 
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EXPECTATIONS FOR THE FUTURE

• Mandated APMs from the federal government 

• Consumerism will drive and shape care delivery

• New technologies will scale (e.g. telehealth, AI, wearables, RPM)

• Clinical workforce deficits will create supply/demand imbalances

• Improved interoperability to enable data liquidity to improve population 
health outcomes

• Upstream SDOH will become the new frontier

• Delivery system and Employer purchasing power will continue to aggregate 
horizontally

• Industry-wide vertical integration

• Supply chain disrupters will seek to provide greater transparency

• Equity focus will be top priority for federal government
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