
 
 

 

   

February 11, 2021 

  

  

Ms. Amy Bassano 

Acting Deputy Administrator and Director 

Center for Medicare and Medicaid Innovation 

Centers for Medicare & Medicaid Services  

 

 

Re: Geographic Direct Contracting Model 

 

Dear Acting Director Bassano:  

 

On behalf of the Premier healthcare alliance serving approximately 4,100 hospitals and health systems, 

hundreds of thousands of clinicians and more than 200,000 other provider organizations, we appreciate 

your consideration on our input on the Geographic Direct Contracting model. Our comments primarily 

reflect the perspectives of our hospitals and health systems, their employed physicians and independent 

physicians aligned with them. Premier runs the largest population health collaboratives in the country, the 

Population Health Management Collaborative, which has worked with well over 200 ACOs and is 

currently comprised of more than 70 ACOs. Our members have consistently outperformed the nation in 

Medicare alternative payment models. 

 

Premier believes that testing whether a geographic approach can improve healthcare quality and reduce 

costs for Medicare beneficiaries is needed. We agree that regional approaches for establishing shared 

population health targets while maintaining competition will greatly accelerate value-based care. 

However, we are concerned that this model does not provide a practical opportunity for most 

providers to participate as the accountable entity. Several key aspects of the model design would 

require providers to develop new capabilities, such as overhead for processing payments to downstream 

providers, that are functions currently held by insurers, third party administrators and Medicare Audit 

Contractors (MAC). The steeply discounted benchmark does not consider the investment required to 

implement these new capabilities, rendering the model financially impossible for the majority of providers. 

 

In the absence of pathways for providers to serve as the accountable entity in this model, the model will 

simply test aligning fee-for-service beneficiaries with insurers. Additionally, the model does not require the 

Geographic Direct Contracting (Geo) model entity to implement value-based or risk-bearing 

arrangements with downstream providers. This could simply result in another administrative layer 

between CMS and providers. We are deeply concerned that this model places providers in the back 

seat of innovating care rather than as the drivers of care redesign. Providers with their local roots 

and direct role in care delivery are best situated to design population health solutions that are 

targeted to the needs in their communities including health disparities. We must recognize that the 

market forces in each region will define which types of entities are best suited for various functions such 

as financial risk management, benefit design and care management. Accordingly, Center for Medicare & 

Medicaid Innovation (CMMI) models should give providers equal opportunity to serve as the accountable 

entities. We urge CMMI to focus on designing alternative payment models that make providers 

directly accountable for quality and costs.  

 

Specifically, we recommend that CMS suspend the Geo model. CMS should redesign the model so 

that it is feasible for providers to serve as accountable entities. Additionally, CMS should consider 

testing aspects of geographic alignment in other alternative payment models. Specifically, we recommend 

that CMS: 
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• Set more reasonable discounts and consider removing any withholds, especially for high-

performing providers experienced in downside-risk models and establish a pathway for providers 

to take on capitation gradually. 

• Evaluate its bidding process to ensure that providers are not unfairly disadvantaged.  

• Test voluntary-based alignment, MCO-based alignment, and random alignment in context of 

existing total cost of care models. 

• Exclude beneficiaries that are aligned to ACOs from attribution to a Geo Direct Contracting Entity 

(DCE), unless the beneficiary voluntarily aligns or the DCE has an arrangement with the ACO. 

• Include new waivers and benefit enhancements – including those adopted under the public health 

emergency – in existing total cost of care models. 

 

GEOGRAPHIC (GEO) MODEL 

Key model features will make it challenging for providers to participate 

 

Applicants will have the opportunity to propose discounts off the benchmark through a bidding process. At 

this time, CMS anticipates that discounts could range from 2 to 9 percent. When coupled with the quality 

and retention withholds, providers could see a reduction in benchmarks of anywhere from 9 to 19 percent, 

depending on the final discount and performance year. These reductions will significantly reduce a 

DCE’s budget for providing care and will be challenging for many providers, especially those 

operating in low-cost regions. 

 

As noted above, the model will require significant investment from providers to implement the necessary 

infrastructure to pay downstream providers, monitor practitioner practice patterns and implement pre-

claim, pre-service, and medical reviews. Providers in alternative payment models have made great strides 

in capabilities to monitor health of populations and identify high-quality providers; however, the provider 

payment, payment integrity and medical review aspects of this model would be wholly new for 

most providers. While the quality and retention withholds can be earned back at reconciliation, most 

providers will not have the capital and resources to sustain such steep reductions in the short-

term and stand up the necessary infrastructure.  

 

Moreover, the COVID-19 pandemic has highlighted that providers lack sufficient capital to respond to 

rapidly changing care needs, resulting in more than $175 billion in provider relief funds. Conversely, 

health plan revenue remained intact with lowered medical utilization and expenses. It is unreasonable to 

assume that providers have the capabilities for additional significant infrastructure investment to 

participate in a new model when they are still actively responding to the public health emergency. 

 

The bidding process exacerbates the infrastructure challenges providers face to enter this model. 

Providers will consider the needed infrastructure investment when determining a bid on the discount to 

the benchmark. Conversely, payers will have certain infrastructure in place and may only need to 

consider the significantly lower cost of expanding existing platforms. Moreover, payers may have the 

financial resources to underbid their competition with the expectation of capturing additional market 

share. As a result, providers will bid significantly lower discounts compared to payers. This creates unfair 

competition as CMS has indicated that preference will be given to bids with higher discounts. Additionally, 

CMS will adjust the number of aligned beneficiaries to a DCE based on its proposed discount, with those 

DCEs bidding a higher discount receiving a larger share of aligned beneficiaries. This approach further 

penalizes provider-based accountable entities which are likely to have higher bids.   
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To ensure that providers have equal opportunities as other entities, CMS should implement the following 

changes in the Geo model or apply these principles to a geographic option in existing total cost of care 

models. 

 

CMS should not require capitation in a geographic option. Providers will need time to set-up 

and test the systems needed to pay downstream providers. CMS should provide a gradual path 

for providers to take on capitation, including providing additional support and education through 

learning collaboratives.  

 

CMS should set more reasonable discounts and consider removing any withholds, 

especially for high-performing providers experienced in downside risk models. CMS 

should recognize the significant achievements and savings generated by provider-led ACOs. In 

lieu of new models with significantly higher expectations for reductions in cost, CMS should 

implement a more gradual approach. CMS should initially set discounts for providers that are 

comparable to existing total cost of care models, such as the Next Generation ACO (NGACO). 

 

CMS should structure its bidding process to ensure that providers are not unfairly 

disadvantaged. CMS could consider comparing bids across similar types of entities.  

 

 

Test new approaches to alignment in existing total cost of care models 

 
We appreciate that CMS has considered other avenues for alignment beyond primary-care focused, 

claims-based alignment, which is currently used in ACOs. We concur with CMS that this approach will 

alleviate many concerns with alignment related to beneficiaries without a dominant source of care and 

churn among ACO providers and suppliers. The additions of voluntary-based alignment, MCO-based 

alignment, and random alignment, along with the alignment hierarchy, will ensure beneficiary choice 

remains a priority while bringing more beneficiaries into value-based care.  

 

We disagree with CMS’ assertion that ACO selective arrangements are an effort to “beat the 

benchmark.”1 An objective of ACOs is to create partnerships of aligned providers across the continuum to 

coordinate care and provide the best care in the least restrictive setting. CMS policies have encouraged 

selective arrangements with policies that discourage partnership with certain types of providers, such as 

hospitals and specialists. For example, the high- and low-revenue distinction in the Medicare Shared 

Savings Program (MSSP) discourages ACOs from including hospital participants in the model. Similarly, 

the MACRA Qualifying APM Participation (QP) threshold calculation discourages enrollment of specialists 

in the ACO.  

 

We recommend that CMS test these alignment approaches within the context of ACOs, Direct 

Contracting global and professional tracks, and the Comprehensive Kidney Care Choices model.  

 

• Voluntary alignment is incorporated into existing total cost of care models if a Medicare 

beneficiary has identified a main provider on Medicare.gov; however, this alignment approach 

results in few additional beneficiaries aligned to the ACO and may replicate the claims-based 

enrollment process. The Geo model goes a step further by allowing beneficiaries to directly align 

 
1 Alley, D., Carrucciu, S., & Lapin, P. (2021, January 19). Geographic Direct Contracting: A Powerful Opportunity for 
Population Health | CMS. CMS Blog. https://wayback.archive-
it.org/2744/20210120144128/https:/www.cms.gov/blog/geographic-direct-contracting-powerful-opportunity-
population-health 
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with a Geo entity electronically or on a paper-based form. Providing total cost of care APM 

participants with additional options to voluntarily align beneficiaries – such as through paper-

based forms or their own website – will increase beneficiary engagement in models.   

• Medicaid MCO-based alignment should not be limited to organizations who have an ownership 

relationship with a Medicaid MCO. ACOs have long been partnering with Medicaid MCOs to 

support coordination of care for dually-eligible beneficiaries; these partnerships should be 

recognized as a pathway for MCO-based alignment in other total cost of care models. 

• Random alignment combined with alignment through other ACO participant provider types (e.g. 

post-acute, hospitals) would ensure more beneficiaries are included in APMs and avoid 

opportunities for gaming. Since ACOs are currently structured as regional entities, a random 

alignment approach would truly test the ACOs ability to lower costs of care while improving 

quality.  

• Recognition of other patient-provider relationships. In total cost of care arrangements that 

encourage participation across settings, alignment should consider plurality of services with 

settings that are not included in claims-based enrollment, such as hospitals and post-acute care 

settings. Our members are frequently serving beneficiaries in settings that are not included in the 

claims-based alignment approaches and lack the opportunity to align beneficiaries they serve to a 

total cost of care entity. Expanding the types of providers eligible for alignment would recognize 

established provider-patient relationships. 

 

Address overlap to ensure better care coordination 
 

Under the model, beneficiaries could be aligned to both the DCE and an ACO or other APM participants. 

CMS is also offering an opportunity for DCEs to coordinate with existing ACOs, although this is not 

required. While we appreciate CMS providing clarity on how overlap will be addressed, we are concerned 

that the model is introducing a new level of complexity that has the potential to disrupt the provider-patient 

relationship. For example, under the model, a beneficiary may be aligned to an ACO based on the 

relationship the beneficiary has with his or her primary care physician. The beneficiary may then also be 

aligned randomly to a Geo DCE. If the ACO does not have a relationship with the DCE, this type of 

arrangement may result in disjointed care management and increased utilization. Additionally, it will likely 

cause confusion to beneficiaries on their primary point of care.  

 

Accordingly, we recommend that beneficiaries that are aligned to ACOs be excluded from 

attribution to a Geo DCE, unless the beneficiary voluntarily aligns to the DCE or the DCE has an 

arrangement with the ACO. ACOs are already responsible for managing the total cost of care of their 

aligned beneficiaries. Introducing Geo DCEs into alignment for these beneficiaries not only duplicates 

existing efforts, it has the potential to undermine the relationship of beneficiaries with their providers. 

While we recommend that elements of the Geo Model be incorporated into existing ACO initiatives, if the 

model moves forward, the Geo model must focus on beneficiaries that are not already included in total 

cost of care arrangements.  

 

Adopt new flexibilities and enhancements in total cost of care models  
 

The Geo Model is considering several new flexibilities and benefit enhancements, such as hospital at 

home, new flexibilities for nurse practitioners, reductions in beneficiary cost sharing, and new utilization 

management tools. We recommend that CMS include these new flexibilities in existing total cost of 

care models, such as MSSP, NGACO, or the new Community Health Access and Rural Transformation 

(CHART) Model. Additionally, under the ongoing COVID-19 public health emergency, CMS has granted a 

number of flexibilities to providers, such as expanding telehealth, broadening scope of practice and 

supervision requirements, and lifting frequency limitations.   
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Many of these restrictions in Medicare FFS were implemented out of a concern that a volume-driven 

system may result in overutilization. When providers are held accountable for the total cost of care, these 

concerns are mitigated as providers work to drive value in the care they furnish. We continue to 

encourage CMS to adopt these flexibilities in all total cost of care models. This would provide CMS 

with the opportunity to test broader adoption of these flexibilities in Medicare.  

 

 

DIRECT CONTRACTING GLOBAL AND PROFESSIONAL TRACKS 

 

We encourage CMS to modify and strengthen the Direct Contracting Global and Professional tracks to 

ensure that providers are not excluded from participation. Our recommendations include:  

 

• Increasing the potential for shared savings to be comparable with NGACO and MSSP.  

• Setting more reasonable discounts, taking into account how providing care on a significantly 

reduced budget will make participation challenging, particularly for providers with historically low 

spending. 

• Creating a level playing field between new entrants and entities experienced in downside risk 

arrangements by using the same benchmarking methodologies for all participants. 

 

Additional information on these recommendations is available in Premier’s Letter on the Direct 

Contracting models. 

 

 

CONCLUSION  
 

In closing, the Premier healthcare alliance appreciates the opportunity to submit these comments on 

the Geographic Direct Contracting model. If you have any questions regarding our comments or need 

more information, please contact Aisha Pittman, vice president, policy, at aisha_pittman@premierinc.com 

or 202.879.8013. 

 

 

Sincerely,  

  

   

 

Blair Childs  

Senior Vice President, Public Affairs  

Premier healthcare alliance  

 

 

 

https://www.premierinc.com/newsroom/policy/premier-recommends-modifications-to-medicare-direct-contracting-model
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