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Alternative Payment 
Model

Merit-Based Incentive 
Payment System (MIPS)

Advanced APM (AAPM)

Medicare ACO Track 1+ Model

MSSP Tracks 2 and 3

Next Generation ACO

Comprehensive ESRD Care (CEC) Model

CJR Payment Model

Vermont Medicare ACO

Maryland All-Payer Model

Maryland Total Cost of Care Model 
(Primary Care)

Maryland Total Cost of Care Model 
(Redesign)

• CECs and (most) ACOs are a 2-sided shared risk program.
• Two-sided programs incur penalties for poor performance.

• Withhold, reduce, repay
• CEC program ends in 2020.



ACO

Larger number of beneficiaries

Quality metrics are more generic

Continuing with different iterations

CEC

Smaller number of beneficiaries

Quality metrics are (were) specialty-
specific

Expires in 2020



CEC 2019 Quality Measure Set
SMR 10%
Advance Care Plan 25%
Influence immunization for the ESRD population 25%
Screening for clinical depression and follow-up plan 25%
ICH CAHPS

Nephrologists’ communication and caring
Quality of Dialysis Center Care and Operations
Providing Information to Patients
Rating of Kidney Doctors
Rating of Dialysis Center Staff
Rating of Dialysis Center

15%



APM Aggregate Payment 
Earned Savings

Aggregate Program 
Savings

Actual Spending 
Impact

MSSP ACO $ 1,989,987,494 -$ 1,606,271,915 $ 383,715,579
Pioneer ACO $ 276,338,725 -$ 413,049,041 -$ 136,710,316
Next Generation ACO $ 37,973,093 - $48,299,724 -$ 10,326,631
CEC Model $ 51,151,304 - $75,120,837 -$ 23,969,533

qpp.cms.gov



Predicting Dialysis Payor Mix
20

17

62% FFS Medicare
19% Medicare 
Advantage
8% FFS Medicaid
1% Managed Medicaid
10% Employer-based, 
VA, Indian Health

20
27

37% FFS Medicare (2/3 
ACO)
44% Medicare 
Advantage
2% FFS Medicaid
7% Managed Medicaid
10% Employer-based, 
VA, Indian Health



What does this mean for you?

• CEC expires in 2020
• If renewed, will be different from current program.

• Migration of beneficiaries to Medicare Advantage program
• Performance and quality outcomes drive patient care
• Performance and quality outcomes affect provider choice
• Resource utilization will be tied to performance and quality outcomes
• Impacts CKD and ESKD population













Commonwealth of Pennsylvania
Proposed Final

Age < 70 Must be an adult or must be of adult weight and height. 
Weight must not exceed the manufacture’s maximum weight for 
the procedure table. 

ASA Physical status Class ≤ II Airway must be adequate for urgent intubation and must have no 
pertinent history of airway access difficulty. 

Mature shunts – no new shunts or 
developing shunts

Hemodialysis Access: creation, revision, maintenance and surgical 
salvage of percutaneous grafts and fistulas. Creation of AVF/AVG is 
limited to the upper extremities and as approved by CMS for ASC 
setting 

Patient shall not be anemia
(Hgb ≤ 12 gm/dL)

The hemoglobin must not be less than 8 gm/dl and must be stable. 

No current known CV issues, for 
example, angina, recent MI (within a 
year) except mild hypertension is which 
well controlled for over a year.

No unstable cardiovascular issues.
Cardiac rhythm that is a stable rhythm (such as NSR). If there is 
stable atrial fibrillation or atrial flutter, there must be a 
preprocedural EKG.
If stable, the patient must be at least two weeks post-MI. 



Threats, present and future

• Novitas LCD
• States of CO NM, OK, TX, AK, LO, MS, DE, DC, MD, NJ, PA
• 36903/36906 (stent implantation) disallowed in OBL

• Medicare Office-based designation for 36902/36905 (PTA)
• Rate pegged to OBL, even if performed in an ASC

• Lower Medicare APC potential for 36902/36905 and 36906



Risk      Reward

• OBL:  except for stent codes, payment will likely increase related to 
product re-pricing

• ESCOs affected downstream by closure of out-patient facilities (OBL 
and ASC) with services migrating to more expensive POSs

• Inefficiency inherent in hospital-based systems
• Treatment delay, missed out-patient treatments, hospital confinements, more 

complex transitions of care



Summary

• Quality and value of access care will continue to be a focus of both 
governmental and third-party payors.
• Focus has been on resource utilization and down-stream effects of access 

care.

• Our opportunities include
• Defining measurable, meaningful and actionable quality indicators
• Providing a template for improvement for low-performing entities
• Enhance patient experience in each touch-point by identifying crucial patient-

driven indicators




