
 
 
 

Alternative Payment Model Guide 
Last Updated July 2, 2019 

 

The purpose of this reference guide is to provide you with the information you need to pursue 
participation in an alternative payment model and other value-based contracts with commercial 
and public payors. The goal is for you to feel prepared when reviewing a contract or meeting to 
discuss terms of agreement. 
 
The Medicare Access and Chip Reauthorization Act of 2015 (MACRA) enacted the Quality 
Payment Program (QPP) in an effort to tie provider payments to quality measures to drive the 
transition from traditional Fee-for-Service (FFS) to value-based care through the implementation 
of two programs, the Merit-based Incentive Payment System (MIPS) and Advanced Alternative 
Payment Models (APMs).  
 
All information contained within this document is the property of Centers for Medicare and 
Medicaid Services (CMS) and their affiliates. 
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APM Overview 
An Alternative Payment Model (APM) gives additional incentive payments to provide 
high-quality and cost-efficient care. APMs can apply to specific clinical conditions, case 
episodes, or populations.  
 

APMs: Quality Payment Program 
Under the Medicare Quality Payment Program, there are five categories of APMs:  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1. APMs 

Meet the statutory definition of an APM. The 2019 Medicare Shares Savings 
Program Final Rule overhauled the national ACO program, replacing the ACO 
Tracks 1, 2, 3, 1+ with the BASIC and ENHANCED tracks. 

2. MIPS APMs 

Have MIPS eligible clinicians participating in the APM on their CMS-approved 
participation list. 

• An APM must fulfill one of these criteria to qualify as a MIPS APM: 
o Participate in an APM under an agreement with CMS or by law or 

regulation 
o Include one or more MIPS-eligible clinicians on the participation list 
o Base payment incentives on performance on cost/utilization and 

quality measures 

3. Advanced APMS 

Offer 5 percent incentive for achieving threshold levels of payments or patients 
through Advanced APMs. Include the ACO BASIC track (Level E only), ACO 
ENHANCED track, and MSSP ACO Track 1+. 
 
APMs must meet the following criteria to be an Advanced APM: 

1. Must use certified EHR technology 
2. Provide payment for covered professional services based on 

quality measures comparable to those used in the MIPS quality 
performance category, and  

3. Either: a) a Medical Home Model expanded under CMS Innovation 
Center authority or, b) require participants to bear a significant 
financial risk 

 

If thresholds achieved, providers excluded from the MIPS reporting requirements 
and payment adjustment. 
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4. Advanced and MIPS APMs 

Most Advanced APMs are also MIPS APMs. MIPS eligible clinicians 
participating in Advanced APMs are included in MIPS if they do not meet the 
threshold for payments or patients sufficient to become a Qualifying APM 
Participant (QP). The MIPS eligible clinician will be scored under MIPS 
according to the APM scoring standard.  

Qualifying APM Participation (QP) 

To become a QP, a provider must:  
 

A. Receive at least 50% of 
Medicare Part B payments, 

 
 

or 
 
 

B. See at least 35% of Medicare 
patients through an Advanced 
APM entity at one of the 
determination periods, and  

 
 

C. 75% of practices need to 
be using certified EHR 
Technology within the 
Advanced APM entity 

 
 
and 

An APM entity (e.g. an ACO) is a group (TIN) that has billing rights of a 
participant or participants (NPIs) that participates in an APM or payment 
arrangement with a non-Medicare payer through a direct agreement or 
through Federal or State law or regulation.  

Partial Qualifying APM Participation (Partial QP) 

All clinicians who participate in Advanced APMs and become Partial QPs may 
choose whether or not they want to participate in MIPS. If these clinicians 
choose to participate, they must meet all MIPS reporting and scoring 
requirements. If these clinicians choose not to participate, they will not receive 
a MIPS payment adjustment.  
 

QP Determinations and Snapshots 

CMS will make QP determinations using each Advanced APM entity’s 
participation list at 3 “snapshot” dates. For each of the 3 QP snapshot dates, 
CMS will use the APM entity’s Medicare administrative claims data from 
January 1st through the snapshot date to calculate the threshold scores.  
 
For full TIN APMs (Medicare Shared Savings Program), there will be a fourth 
snapshot date to determine which eligible clinicians are participating in a 
MIPS APM for purposes of the APM scoring standard. The fourth snapshot is 
not part of the Qualifying APM Participant snapshot dates. 
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2019 Catalog of Medicare and Medicaid APMS in PTN 
 

Figure 1: 2019 Medicare APMs 

APM  Type Overview 

Accountable Health 
Communities Model 

APM 

Addresses gap between clinical care and community 
services by testing whether systematically 
identifying and addressing health-related social 
needs of Medicare and Medicaid beneficiaries will 
impact health care costs through screening, 
referrals, and community navigation services. 

ACO Investment 
Model 

APM 

Pre-paid shared savings incentive designed to 
encourage new ACOs to form in rural and 
underserved areas. This model is designed to 
encourage current MSSP ACOs to transition to 
greater financial risk arrangements. 

Bundled Payments for 
Care Improvement 
(BPCI) Advanced 

Advanced APM 
MIPS APM 

BPCI comprised of 4 broadly defined models of 
care, which link payments for the multiple services 
beneficiaries receive during an episode of care.  

Comprehensive ESRD 
Care (CEC) – Two-
Sided Risk 

Advanced APM 

The CEC Model is designed to identify, test, and 
evaluate new ways to improve care for Medicare 
beneficiaries with End-Stage Renal Disease 
(ESRD). 

Comprehensive ESRD 
Care (CEC) Model 
(LDO arrangement) 

MIPS APM 

The CEC Model is designed to identify, test, and 
evaluate new ways to improve care for Medicare 
beneficiaries with End-Stage Renal Disease 
(ESRD). 

Comprehensive ESRD 
Care (CEC) Model 
(non-LDO two-sided 
risk arrangement) 

MIPS APM 

The CEC Model is designed to identify, test, and 
evaluate new ways to improve care for Medicare 
beneficiaries with End-Stage Renal Disease 
(ESRD). 

Comprehensive 
Primary Care Plus 
(CPC+) 

Advanced APM 
MIPS APM 

CPC+ is a national advanced primary care medical 
home model that aims to strengthen primary care 
through regionally-based multi-payer payment 
reform and care delivery transformation. 

5. All-Payer/Other-Payer APMs 

Beginning PY 2019, eligible clinicians will be able to become Qualifying 
Alternative Payment Model Participants (QPs) through the All-Payer Option. To 
qualify, eligible clinicians must participate in a combination of Advanced APMs 
with Medicare and Other-Payer Advanced APMs. Other-Payer Advanced APMs 
are non-Medicare payment arrangements that meet criteria that are similar to 
Advanced APMs under Medicare.  
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Comprehensive for 
Joint Replacement 
(CJR) Payment Model 
(Track 1-CEHRT) 

Advanced APM 

The CJR Model aims to support better and more 
efficient care for beneficiaries undergoing the most 
common inpatient surgeries for Medicare 
beneficiaries: hip and knee replacements (also 
called lower extremity joint replacements or LEJR). 

Direct Contracting 
Not yet 

specified 

A set of voluntary payment models for a broad range 
of organizations to reduce expenditures while 
improving quality of care for beneficiaries in 
Medicare FFS. It builds upon lessons learned from 
MSSP and past models. 

Independence at 
Home Demonstration 

MIPS 

Provides chronically ill patients with a complete 
range of primary care services in the home setting. 
This focus on timely and appropriate care is 
designed to improve overall quality of care and 
quality of life for patients served, while lowering 
health care costs by forestalling the need for care in 
institutional settings. 

Initiative to Reduce 
Avoidable 
Hospitalizations 
Among Nursing Facility 
Residents: Phase Two 

APMs 

Aims to improve the quality of care for people 
residing in long-term care (LTC) facilities by 
reducing avoidable hospitalizations of dual eligible 
beneficiaries. 

Medicare Accountable 
Care Organization 
(ACO) Track 1+ Model 

Advanced APM 
MIPS APM 

The Medicare ACO Track 1+ is a time-limited model 
for Track 1 Medicare Shared Savings Program 
(MSSP) ACOs. The MSSP is a voluntary program 
that encourages groups of doctors, hospitals, and 
other health care providers to come together as an 
ACO to provide coordinated, high-quality care to 
their Medicare patients. Track 1+ Model ACOs 
assume limited downside risk (less than Track 2 or 
Track 3).  

Medicare Care 
Choices Model 

APM 

Will test a new option for Medicare beneficiaries to 
receive supported care services from selected 
hospice providers, while continuing to receive 
services provided by other Medicare providers, 
including care for their terminal condition. Intended 
for Medicare and dual-eligible beneficiaries. 

Medicare Accountable 
Care Organization 
(ACO) –  BASIC Track 

Advanced APM 
(Level E only) 

and MIPS 

The MSSP is a voluntary program that encourages 
groups of doctors, hospitals, and other health care 
providers to come together as an ACO to provide 
coordinated, high-quality care to their Medicare 
patients. Participants may apply for 5-year 
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agreement into appropriate risk category based on 
risk-based arrangement experience, with the lowest 
risk model being Level A (one-sided shared savings) 
and the highest being Level E (two-sided shared 
savings). 

Medicare Shared 
Savings Program – 
ENHANCED Track 

Advanced APM 

The MSSP is a voluntary program that encourages 
groups of doctors, hospitals, and other health care 
providers to come together as an ACO to provide 
coordinated, high-quality care to their Medicare 
patients. Experienced ACOs may apply for the 
ENHANCED track. 

Million Hearts®: 
Cardiovascular 
Disease Risk 
Reduction Model 

APM 

A randomized controlled trial that seeks to bridge 
gap in cardiovascular care by providing targeted 
incentives for health care practitioners to engage in 
beneficiary CVD risk calculation and population-level 
risk management. Generates risk scores and 
mitigation plans for eligible FFS beneficiaries.  

Next Generation ACO 
Model 

Advanced APM 
MIPS APM 

Building upon experience from the Pioneer ACO 
Model and the MSSP, the Next Generation ACO 
Model offers a new opportunity in accountable care 
by setting predictable financial targets, enabling 
providers and beneficiaries’ greater opportunities to 
coordinate care, and aims to attain the highest 
quality standards of care. 

Ohio Episode-Based 
Payments Model 

Advanced APM 
Eligible providers in the State of Ohio may be 
eligible to receive episode-based payments for 
certain covered services.  

Oncology Care Model 
(OCM) – One-Sided 
Risk 

MIPS APM 

Under the OCM, physician practices have entered 
into payment arrangements that include financial 
and performance accountability for episodes of care 
surrounding chemotherapy administration to cancer 
patients.  

Oncology Care Model 
(OCM) – Two-Sided 
Risk 

Advanced APM 
MIPS APM 

Under the OCM, physician practices have entered 
into payment arrangements that include financial 
and performance accountability for episodes of care 
surrounding chemotherapy administration to cancer 
patients.  
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Primary Care First 
Not yet 

specified 

Allows small practices with advanced primary care 
capabilities option to enroll in five-year payment 
model to receive one monthly payment and flat visit 
fees with performance-based adjustments with the 
goal to reduce administrative burden and increase 
care flexibility.  Additional options for providers with 
large chronic or seriously ill population. 

Tennessee 
Retrospective 
Episodes of Care 
Model 

Medicaid 

Mandatory for all providers in the State of 
Tennessee. Providers will be paid retrospective 
episode-based payments with performance 
adjustments for certain services for Medicaid 
enrollees. 

Value-Based 
Insurance Design 
Model 

Medicare 
Advantage 

CMS is testing a broad array of complementary 
Medicare Advantage health plan innovations 
designed to reduce Medicare program expenditures, 
enhance quality of care, and improve coordination of 
health care service delivery.  

 

Program Intersection 
MIPS eligible clinicians participating in an APM are still subject to MIPS. Of note, ACO 
participants cannot simultaneously participate in multiple Medicare shared savings 
initiatives including the Next Generation ACO Model, Comprehensive End-Stage Renal 
Disease (ESRD) Care (CEC) Model, Independence at Home Demonstration with a 
shared savings arrangement (PPACA Sec. 3024). However, participants may partake in 
non-shared savings initiatives, including the financial alignment initiative, 
comprehensive primary care plus (CPC+), and bundled payments for care improvement 
(BPCI) initiative.  
 

Applying to the Medicare Shared Savings Program (MSSP) 
 

Figure 2: MSSP Application Timeline 

 
July 1, 2019 SSP 

Agreement Start Date 
January 1, 2020 SSP 
Agreement Start Date 

Step 1: 
Complete the Notice of 
Intent to Apply (NOIA) 

January 2, 2019 – January 
18, 2019 

June 11, 2019 – June 28, 
2019 at 12pm ET 

Step 2: 
Submit the application(s) 

January 22, 2019 – 
February 19, 2019 at 12pm 

July 1, 2019 – July 29, 
2019 at 12pm ET 

Step 3: 
Respond to Requests for 

Information (RFIs) 
Spring 2019 Summer/Fall 2019 
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Step 4: 
Sign the agreement 

June 2019 December 2019 

 
Moving forward in QPP program, there will be a number of participation options as 
highlighted below. Of note, this overview document provides a comprehensive list of 
participation options as of June 2019, but an exhaustive list of current participation 
opportunities can be found at the CMS Shared Savings Program webpage.    
 

BASIC Track 
Under the new BASIC track, ACOs may enter a five-year agreement period with the 
flexibility to begin under a one-sided model (Level A), and incrementally phase-in higher 
levels of risk that, at the highest level (Level E), would qualify as an Advanced 
Alternative Payment model.  
 

ENHANCED Track 
The ENHANCED track, a five-year participation option, is an Advanced APM based off 
of the ACO program’s existing Track 3, incorporating both upside and downside risk.  
 

Figure 3: BASIC and ENHANCED Track Under QPP 

Characteristic 
BASIC 

ENHANCED Level A &  
Level B 

Level C Level D Level E 

Eligible 
Applicants 

Dependent on risk-sharing experience. See ACO engagement opportunities table (Figure 3) 

Risk 
Arrangement: 
Upside  
 
(Once MLR 
met or 
exceeded) 

Up to 40% 
based on quality 
performance, not 
to exceed 10% 
of updated 
benchmark 

Up to 50% 
based on quality 
performance, not 
to exceed 10% 
of updated 
benchmark 

Up to 50% 
based on quality 
performance, not 
to exceed 10% 
of updated 
benchmark 

Up to 50% 
based on quality 
performance, not 
to exceed 10% 
of updated 
benchmark 

Up to 75% 
based on quality 
performance, not 
to exceed 20% 
of updated 
benchmark 

Risk 
Arrangement: 
Downside 
(Once MLR 
met or 
exceeded) 

N/A Rate of 30%, not 
to exceed 2% of 
ACO participant 
revenue capped 
at 1% of updated 
benchmark 

Rate of 30%, not 
to exceed 4% of 
ACO participant 
revenue capped 
at 2% of updated 
benchmark 

Rate of 30%, not 
to exceed 
percentage of 
revenue 
specified in 
revenue-based 
nominal amount 
under QPP 
capped at 1% 
higher than 
benchmark 
nominal risk, 
capped at 4% of 

Rate of 1 minus 
final sharing 
rate, with min 
rate of 40%, and 
maximum of 
75%, not to 
exceed 15% of 
updated 
benchmark 

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/about.html
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updated 
benchmark 

Advanced 
APM under 
QPP? 

No No No Yes Yes 

Eligible 
Regions 

All States All States All States All States All States 

Expected 
Performance 
Period 
Window 

5 Years 5 Years 5 Years 5 Years 5 Years 

 
 

Participation Options in BASIC and ENHANCED Tracks 
ACO participation in the BASIC or ENHANCED tracks is dependent upon the 
organization’s experience in risk-sharing arrangements. The BASIC track glide path 
allows organizations inexperienced in risk arrangements to incrementally phase in risk, 
beginning with the lowest risk option (Level A), then eventually gaining experience and 
transitioning to the highest level of risk within the BASIC track (Level E).  
 

Figure 4: Participation Options in BASIC and ENHANCED Tracks 

Application 
Type 

Experienced/ 
Inexperienced 

Low/High 
Revenue 

BASIC, 
Glide Path 

BASIC, 
Level E 

ENHANCED 

New Legal 

Entity 

Inexperienced 

Low Yes Yes Yes 

High Yes  Yes Yes 

Experienced 
Low No Yes Yes 

High No No Yes 

Renewing or 

Reentering 

ACOs 

Inexperienced 

Low 
Yes 

(B through E) 
Yes Yes 

High 
Yes 

(B through E) 
Yes Yes 

Experienced 
Low No Yes* Yes 

High No No** Yes 

Source: Champagne, N., Mills, C., & Karcher, J. (2019). “Pathways to Success” MSSP final rule: Key revisions to the proposed rule. Milliman. Link. 

http://www.milliman.com/insight/2019/Pathways-to-Success-MSSP-final-rule-Key-revisions-to-the-proposed-rule/
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*Under BASIC track, low-revenue ACOs limited to two agreement periods, with the second period being participation 
in Level E. 
**High-revenue ACOs enrolled in the MSSP Track 1+ with agreement period that began in 2016 or 2017 may renew 
into BASIC (Level E) for next agreement period. 
 

What is an “Experienced” ACO?  
Criteria for an ACO considered “experienced” with risk arrangements: 
 

1. If ACO is the same legal entity as a current or previous ACO that is participating 
in, or has participated in, a performance-based risk Medicare ACO initiative, or 
that deferred its entry into a second Shared Savings Program agreement period 
under a two-sided model 

2. 40 percent or more of the ACO’s participants participated in a performance-
based risk Medicare ACO initiative, or in an ACO that deferred its entry into a 
second Shared Savings Program agreement period under a two-sided model, in 
any of the five most recent performance years prior to the agreement start date 

ACOs not meeting this definition are considered inexperienced. 
 

What Makes an ACO “High Revenue” versus “Low Revenue?” 
Under QPP, ACOs are considered low or high revenue by the following guidelines: 

• High Revenue: Total Medicare Part A and Part B FFS revenues of participants 
are equal or greater to 35 percent of the total Medicare Part A and Part B FFS 
expenditures for the ACO’s assigned beneficiaries 

• Low Revenue: Total Medicare Part A and Part B FFS revenues of participants 
are less than 35 percent of the total Medicare Part A and Part B FFS 
expenditures for the ACO’s assigned beneficiaries 

 

CMMI Models: Primary Care First and Direct Contracting 
In April 2019, CMS released five new voluntary payment models under the Primary 
Cares Initiative:  

1. Primary Care First 
2. Primary Care First – High Need Populations 
3. Direct Contracting – Global 
4. Direct Contracting – Professional 
5. Direct Contracting – Geographic 

Providers may choose to engage in models under the Primary Care First (PCF) or 
Direct Contracting (DC) tracks depending on their eligibility, primary patient population, 
desired risk-sharing arrangement, and other factors highlighted below. 
 

Figure 5: CMMI 5 New Primary Care Models  

 
Track 1 

Primary Care First 
Track 2 

Direct Contracting 
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Traditional 
PCF 

High Need 
Populations 

Global Professional Geographic 

Eligible 
Applicants 

Small PCPs with 
advanced 
primary care 
capabilities and 

>125 Medicare 
beneficiaries at 
a given 
location 
 

Small PCPs with 
advanced primary 
care capabilities 
focused on care 
for complex 
chronic or 
seriously ill 
populations  

Care delivery 
networks with 
>5,000 Medicare 
beneficiaries 
experienced in 
value-based 
purchasing 
(i.e. ACOs, MA 
plans, MCOs) 

Care delivery 
networks with 
>5,000 
Medicare 
beneficiaries 
experienced in 
value-based 
purchasing 
(i.e. ACOs, MA 
plans, MCOs) 

Care delivery 
networks with 
>5,000 Medicare 
beneficiaries 
experienced in 
value-based 
purchasing 
(i.e. ACOs, MA 
plans, MCOs) 
and other 
interested 
organizations* 

Payment  

Hybrid Total 
Primary Care 
Payment: 
Monthly risk-
adjusted 
population-
based payment 
(PBP) and flat 
primary care 
visit fee of $50 
per encounter 

Hybrid Total 
Primary Care 
Payment: 
Increased monthly 
risk-adjusted PBP, 
a flat primary care 
visit fee of $50 per 
encounter, and 
within the first 12 
months:  
$325 PBPM one-
time payment for 
first visit; 
$275 PBPM 
monthly SIP 
payment; 
Up to $50 quality 
payment 

Primary Care 
Capitation: 
capitated, risk-
adjusted 
payment 
or 
Total Care 
Capitation: 
capitated, risk-
adjusted 
payment for all 
services 
provided by DC 
participants and 
preferred 
providers with 
whom the DCE 
has an 
agreement 

Primary Care 
Capitation: 
capitated, risk-
adjusted 
monthly 
payment for 
enhanced 
primary care 
services 

Likely similar to 
Global, but CMS 
seeking 
comment 

Performance-
Based 

Adjustment 

Upside: up to 
50% of primary 
care revenue 
Downside: 10% 
of primary care 
revenue 

Upside: up to 50% 
of primary care 
revenue 
Downside: 10% of 
primary care 
revenue 

n/a n/a n/a 

Risk 
Arrangement 

n/a n/a 
50% 

savings/losses 
100% 

savings/losses 
TBD 

Eligible 
Regions 

Alaska, Arkansas, California, 
Colorado, Delaware, Florida, Greater 
Buffalo region (New York), Greater 
Kansas City region (Kansas and 
Missouri), Greater Philadelphia region 
(Pennsylvania), Hawaii, Louisiana, 
Maine, Massachusetts, Michigan, 

Not yet announced, additional details to be provided 
in Request for Application, which is expected to be 

released in June 2019 
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Montana, Nebraska, New Hampshire, 
New Jersey, North Dakota, North 
Hudson-Capital region (New York), 
Ohio and Northern Kentucky region 
(statewide in Ohio and partial state in 
Kentucky), Oklahoma, Oregon, 
Rhode Island, Tennessee, and 
Virginia 

Expected 
Application 
Open Date 

Spring 2019 Spring 2019 Spring 2019 Spring 2019 Fall 2019 

Expected 
Program 

Start 

January 2020 January 2020 

January 2020 
(alignment year) 

January 2021 
(performance 
period start) 

January 2020 
(alignment 

year) 
January 2021 
(performance 
period start) 

Mid-2020 

Performance 
Period 
Length 

5 years 5 years 5 years 5 years 5 years 

*Other interested organizations may include health plans, health care technology 
companies, and other organizations interested in coordinating with providers and 
suppliers to take on risk for a Medicare FFS beneficiary population in a defined 
geographic target region. 
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APM Resources 
 
If you are interested in learning more – please view the resources below to continue 
your education. These resources were developed by CMS and affiliate organizations, 
including QualityImpact. Reach out to your practice facilitator if you have any questions 
that were not answered in this guide. 
 
APM Roadmap 

• Learn more about which APMs may be the best fit for you and your practice by 

exploring the HCP LAN APM Roadmap – click here 

Understanding APMs and Your Network 

• Payment Reform Glossary 

o Definitions for terminology used to describe the new models in the 

changing healthcare landscape 

• To Join or Not Join an ACO 

o Understanding the pros and cons of being in an ACO 

Positioning for an APM 

• Developing Your Value Proposition as a Behavioral Health Provider 

o How to identify and present your value to current and future stakeholders 

• Effects of Health Care Payment Models on Physician Practice in the US 

o How joining an APM or ACO can affect your practice and physicians 

Creating an APM 

• Resource for forging a path for participants with limited local or specialty-specific 

APM opportunities – click here to learn more 

 
 

https://hcp-lan.org/apm-roadmap/
http://www.chqpr.org/downloads/PaymentReformGlossary.pdf
https://www.alliantquality.org/sites/default/files/To%20Join%20or%20Not%20to%20Join%20an%20ACO%20002_11SOW-AHSQIN-D1-19-16.pdf
../../../Developing%20Value%20Prop%20as%20a%20BH%20Provider.pdf
https://www.rand.org/pubs/research_reports/RR869.html#download
http://www.chqpr.org/downloads/How_to_Create_an_Alternative_Payment_Model.pdf

