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Learning Objectives

Define Value-Based Care

Identify first steps to implement APM’s 

in your practice

Discuss Alternative Payment Models 





What is Value?

Value should be centered 

around the patient.

o Better Results

o Better Care

o Smarter Spending

o Healthier Populations Outcomes

Costs



FFS vs. Value-Based Payment

Fee-for-Service

o Billing based on cost 

of services

o Provides paid per service

o Cost based on 

present prices

o Can result in price inflation 

and redundancy of care

o May lead to lower 

patient satisfaction

Value-Based Care

o Being modified and 

tested to help save 

money and create 

better experiences

o Currently being used by 

healthcare providers

o Adoption is slow

o Payment based on quality 

over quantity

o Providers are incentivized to 

work toward positive outcomes

o Can bring down the price 

of care

o Cost based on historic prices 

and value for the patient

o Being favored by Medicaid 

and Medicare



An Alternative Payment Model (APM) is a new approach to paying for medical care that 

financially rewards clinicians for delivering high-quality, cost-effective care.

Alternative Payment Models

Intervention is less 

effective and more costly.

Exclude

Intervention is more 

effective and more costly.

Questionable

Intervention is less 

effective and less costly.

Questionable

Intervention is more 

effective and less costly.

Dominant

more costly

less costly

increase in 

health effects

decrease in 

health effects



Accountable Care

Accountable care reduces fragmentation in patient care and cost by giving providers 

the incentives and tools to deliver high-quality, coordinated, team-based care.



Capitation payments are payments agreed upon in 

a capitated contract by a health insurance company and a 

medical provider. The monthly payment is calculated one 

year in advance based on risk score and remains fixed for 

that year, regardless of how often the patient needs services.

Goals: Prevention, chronic disease management, eliminate unnecessary 

use of healthcare services. Medical Necessity!

Capitation

Less Cost = Provider Profit

Cost > Capitated Amount = Loss for Provider



Vision: A health care system that achieves equitable outcomes through high 

quality, affordable, person-centered care.

Aim: Increase the number of beneficiaries in a care relationship with 

accountability for quality and total cost of care.

Measuring Progress:

o All Medicare fee-for-service beneficiaries will be in a care relationship with accountability 

for quality and total cost of care by 2030.

o The vast majority of Medicaid beneficiaries will be in a care relationship with 

accountability for quality and total cost of care by 2030.

https://innovation.cms.gov/strategic-direction

The Future



The Challenges

Use your chat box to type in some challenges you 

face or foresee as you transition. What are my 

challenges? …



o Patient-Centered Medical 

Home (PCMH) Accreditation

o Chronic Care Management 

Services

o Participate in payer incentive 

programs

o Start measuring quality 

improvement TODAY!

Building Your Foundation



Adapted from the AHRQ definition, TCT describes the medical home as an approach to the 

delivery of primary care that is:

o Patient-centered: A partnership among practitioners, patients, and their families ensures that 

decisions respect patients’ wants, needs, and preferences, and that patients have the education 

and support they need to make decisions and participate in their own care.

o Comprehensive: A team of care providers is wholly accountable for a patient’s physical and mental 

health care needs, including prevention and wellness, acute care, and chronic care.

o Coordinated: Care is organized across all elements of the broader health care system, including 

specialty care, hospitals, home health care, community services and supports.

o Accessible: Patients are able to access services with shorter waiting times, "after hours" care, 24/7 

electronic or telephone access, and strong communication through health IT innovations.

o Committed to quality and safety: Clinicians and staff enhance quality improvement to ensure that 

patients and families make informed decisions about their health.

Basic Elements of a Patient Centered Medical Home



Why should you do them?

o Wellness visits are an efficient way to 

capture preventive screenings and close 

care gaps. 

o Not all of the work has to be done by the 

provider.

WELLNESS



YES or NO?

❑ How many of you are currently 

billing CCM services in your clinics?

❑ How many of you have achieved 

PCMH accreditation?

POLL
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