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Agenda

• Review the case for ongoing U.S. healthcare reform.
• Discuss the evolution of value-based care innovation in Medicare.
• Introduce the direct contracting model.
• Share a Medicare innovation case study.
• Discuss potential next steps from CMMI.



Learning Objectives

Review the case for ongoing healthcare reform. 

Learn about value-based care innovation in Medicare.

Review the ConcertoCare model for home-based care. 

Anticipate future changes from the Center for Medicare and Medicaid 
Innovation (CMMI).



The Case for 
Ongoing U.S. 
Healthcare Reform



The Rate of Medicare Spending Continues to Grow 
Unsustainably



Medicare Consumes a Large Share of the Federal Budget



Spending for Medicare Benefits Part A, B, and D



It’s Estimated that Hundreds of Billions Are Wasted 
Annually Within the U.S. Healthcare System



The Evolution of 
Value-Based Care 
Innovation in Medicare



Lessons Learned After 10 Years of the CMMI



Innovation Has Proliferated But Savings Have Been 
Limited



Outside of CMMI, Medicare Advantage Has Continued to 
Grow….



….and Has Outpaced the Growth of FFS/Original Medicare



Introduction to the 
Direct Contracting Model 



Direct Contracting is the Natural Next Step on This 
Journey

2012
Medicare Shared Savings 
Program / Pioneer ACO
Medicare launched the 

Pioneer ACO program in 
January 2012 and the 

Medicare Shared Savings 
Program (MSSP)

in April 2012.

2016
Next Generation ACO

New ACO model offering 
more risk (and more 
reward) as well as 

introducing additional care 
management tools to help 

ACOs control cost. 

2021
Direct Contracting

Expansion of next generation 
model to include health plans 
and other entities as well as 

focusing on contracting as an 
avenue to generate savings. 



Direct Contracting Defined

Direct Contracting Entity (DCE): 
Any entity made up of participating 
providers that takes the total cost 
of care risk for Medicare Fee for 
Service (FFS) patients. 

FFS patients are attributed to the 
DCE based on primary care 
services delivered by participating 
providers. 



Direct Contracting Goals and Expected Changes

Goal Expected Changes from Centers for Medicare & 
Medicaid Services (CMS)

• Flexible cash flows.
• Predictable, prospective spending targets.
• Payment that recognizes the challenges of caring for complex chronically ill populations.

• Enhanced voluntary alignment.
• Various benefit enhancements and beneficiary engagement incentives. 

• Small set of core quality measures.
• Opportunities for organizations new to Medicare FFS to participate. 

Transform 
Risk-Sharing 
Arrangements 

Empower and 
Engage 
Beneficiaries 

Reduce Provider 
Burden



Voluntary Risk-Sharing Options in the Global and 
Professional Direct Contracting (GPDC) Model

Professional
§ Offers the lower risk-sharing 

arrangement—50% savings/losses.

§ Provides PCC—a capitated, risk-adjusted 
monthly payment for primary care services 
provided by direct contracting participant 
providers and preferred providers that 
have agreed to participate in capitation.

Global
§ Offers the highest-risk sharing 

arrangement—100% savings/losses.

§ Provides two payment options: PCC and 
Total Care Capitation TCC—a capitated, 
risk-adjusted monthly payment for all 
covered services provided by direct 
contracting participant providers and 
preferred providers that have agreed to 
participate in capitation.



Four Types of DCEs

MCO Based
Manage the Medicare FFS expenditures of full-
benefit dually eligible beneficiaries who receive 
Medicaid benefits through a Medicaid Managed 
Care Organization (MCO). Currently under review.

New Entrant
Composed of organizations that have not traditionally 
provided services to a Medicare FFS population and 
who may rely primarily on voluntary alignment - at 
least in the first few performance years of the model. 
Claims-based alignment will also be utilized.

High-Needs Population 
Serve Medicare FFS beneficiaries with complex 
needs, including dually eligible beneficiaries, who 
are aligned to the DCE through voluntary alignment 
or claims-based alignment. DCEs are expected to 
use a model of care designed to serve individuals 
with complex needs.

Standard
Composed of organizations that have experience 
serving Medicare FFS beneficiaries, including 
Medicare-only and dually eligible beneficiaries, who 
are aligned to a DCE through voluntary alignment or 
claims-based alignment. 



Case Study:  
Medicare Innovation



Case Study in Medicare Innovation
Walkthrough an approach on value-based care 
innovation in Medicare for seniors, built on both 
Medicare Advantage and DCE models, including the:

• Philosophies and elements of care.
• Technology used.
• Program benefits and outcomes. 



cacophony
[ kuh-kof-uh-nee ]

loud, confusing 

disagreeable sounds.

• Healthcare systems often fails seniors, particularly those with complex care needs 
and who come from historically underserved groups. 

• Their care is often fragmented and noisy, with little coordination between primary 
care, specialists, behavioral health, long-term services and supports, and their family 
and paid caregivers.  

• Seniors go to urgent care, the emergency department (ED), and are hospitalized for 
conditions that could be avoided or treated safely and effectively at home. 

• They find themselves in nursing homes when supportive services could enable them 
to stay in their homes or other less restrictive settings.

• They face barriers accessing food, housing, and transportation and struggle with 
isolation—unmet social needs that often through the cracks.

• Inefficient care delivery wastes money and strains the Medicare and Medicaid 
programs that they rely upon to help keep their care affordable.   

Seniors Deserve Better Healthcare



About ConcertoCare

A concerto is a 
musical conversation 
between a soloist and 

an orchestra. 

At ConcertoCare we believe that seniors should have the 
option to preserve their independence, receive expert 
geriatric care in their homes, and be treated as the soloists
in their own concerto. 

The Concerto physicians, nurses, pharmacists, home 
health aides, behavioralists, and social workers on the 
care team are their orchestra. We enhance our patients’ 
autonomy, health and well-being through constant 
conversation with them about their goals, challenges, and 
priorities. 



Unique Philosophies Underpin All Elements of Care

Utilize resources and expertise to care for patients in the least 
restrictive setting possible.  

Preferred Care Setting

Recognize the heterogeneity of older adults as they 
experience aging and illness and the ramifications of both. 
Tailor care to every patient individually. 

Individualized Patient Care

Recognition that for most people, life is what happens in 
between health care moments. Aim to help patients have as 
many “in-between” moments as they can. 

More Space for Life’s Moments

Work with patients and their families/loved ones to define their 
version of a meaningful life in their later years and craft a medical 
care plan to help achieve that. 

Enabling a Meaningful Life

The medical approach invokes palliative care along with 
chronic condition management ,in the right balance for each 
individual, as they traverse their later chapters of life. 

Chronic Disease & Palliative Care Management
Utilize technology not to replace human touch but to help 
provide and augment the care model where and when
it is needed. 

Human First, Technology Enabled



Care Models Targeted to Patient Needs and Intertwined 
with Innovative Medicare Models

• Patients with Medicare + Medicaid, 
Medicare Advantage, or DCE 
Medicare.

• We are the PCP.
• Provide in-home primary care and 

orchestrate services to maintain 
physical and emotion health, and 
independence at home. 

• Patients with Medicare + Medicaid, 
55+.

• Want to remain independent, and in 
their own home.

• Medical conditions meet the criteria for 
nursing home-level care. 

• Provide in-home primary care and 
coordinate care for our patients, 
augmented by a brick-and-mortar 
PACE center.

• Patients with Medicare + Medicaid, 
Medicare Advantage, or DCE 
Medicare.

• Complex care needs.
• Existing primary care providers 

(PCP).
• Patients keep their existing doctors 

and benefit plans.

Care Partners Model Geriatric Primary Care Model ConcertoPACE



A Multidisciplinary and Comprehensive Clinical Approach



The Clinical Model is Empowered and Extended by 
Technology

Virtual Visits  E-consults

Remote Patient MonitoringPopulation Health Platform



Results are Significantly Better Than National Averages

Hospital Utilization
Reduced hospital utilization by 16 
percent below the national averages 
for Medicare patients.

Readmission Rate
Reduced readmission rates by 50 
percent below the national averages 
for Medicare patients.

ED Visits
Reduced ED visits by 17 percent 
below the national averages for 
Medicare patients.



What’s Next?



Reading Between the Lines - What CMMI is Planning Next

More Mandatory Models A Continuum Focus on Equity



Key Learnings and Recommendations

Change is a Must 
Change is needed – costs 
are too high and there is 

too much waste. 

Achieve the Goals
DCEs will drive change by 
transforming risk-sharing 

arrangements, 
empowering beneficiaries, 

and reducing
provider burden. 

Adjust to Meet Future 
Requirements

The future of CMMI likely 
includes more mandatory 
models, a continuum of 

accountable care 
relationships, and a focus on 

equity. 
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Thank You


