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Abstract
The Medicare Shared Savings Program (MSSP) is an alternative payment model launched in 2012, creating Accountable Care Organizations 
(ACOs) to improve quality and lower costs for Traditional Medicare patients. Most MSSP participants were expected to shift from bearing no 
financial risk to a 2-sided risk model (ie, bonus if spending reduced below historical benchmarks, penalty if not), yet fewer than 20% did. 
Therefore, in 2019, the Centers for Medicare and Medicaid Services launched the Pathways to Success program, which required shifting to a 
2-sided model within 12 months. For the first time, more ACOs exited than entered the MSSP. To understand these participation decisions, 
we conducted qualitative interviews with ACO leaders. Pathways caused ACOs to reassess their potential shared savings vs losses, 
particularly in light of benchmarking methodology changes; reconsider perceived nonrevenue benefits; and reassess participation in the MSSP 
vs other programs. As ACOs, particularly those assuming downside risk, have contained costs and enhanced care quality, policymakers 
should strive to improve MSSP enrollment rates in downside-risk models through strategies that allow ACOs to achieve shared savings and 
deliver accountable care.
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Introduction
The Medicare Shared Savings Program (MSSP) is an alternative 
payment model (APM) launched in 2012, creating Accountable 
Care Organizations (ACOs) aimed at improving quality and low
er costs for traditional fee-for-service Medicare beneficiaries.1

Participation in the program is voluntary, and entrants historical
ly could select from 1 of 4 unique tracks with varying levels of fi
nancial risk and reward. Most chose Track 1 and bore no 
financial risk.2 Rather, participants were eligible for bonus pay
ments if they reduced spending below historical benchmarks. 
Importantly, Track 1 participants were expected to shift toward 
a 2-sided risk model (ie, risk of penalty if spending benchmark 
was not met) as they matured, yet fewer than 1 in 5 did.3,4

Recognizing this, the Centers for Medicare and Medicaid 
Services (CMS) announced the Pathways to Success program in 
December 2018, consolidating the number of ACO tracks 
down to 2 and accelerating participating organizations’ transi
tion to 2-sided risk in as little as a year.5

After the Pathways launch in 2019, more ACOs exited than en
tered the MSSP for the first time in the program's history. In 2020, 
80 participants exited the program while only 53 joined.6 One ex
planation may be that exiting ACOs were simply not ready to 

bear the risk of having to repay millions if they were to fall short 
of spending benchmark targets.7 Alternatively, the magnitude of 
potential bonus payments in the 2-sided risk model may be insuf
ficient to encourage continued participation. Regardless, deci
sions surrounding participation are complex and its calculus 
likely influenced by a host of factors, some of which may be shared 
across organizations. A better understanding of how ACO par
ticipation decisions were made in the context of Pathways imple
mentation has important implications for the next generation of 
ACOs, as well a future Medicare payment policy.

We conducted a qualitative study, consisting of semi- 
structured interviews with ACO leaders, to understand factors 
influencing decisions to continue participation in or exit the 
MSSP after the Pathways launch. Further, among dropouts, 
we assessed planned participation in alternatives to the ACO 
payment model.

Data and methods
Study design and sample
We used a descriptive qualitative approach following a natur
alistic philosophy, whereby something is studied in its natural 
state and findings reported in “data-near” terms,8,9 to better 
understand the factors that influenced the MSSP participation 
decision, as described by key stakeholders.† Meiling Ying and Jane H. Forman are co-first authors.
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Using administrative data (CMS Accountable Care Organiza- 
tions Public Use File),10 we identified Track 1 ACOs. We purpos
ively selected organizations that were up for contract renewal in 
July 2019, coincident with the launch of Pathways, and distin
guished between those that stayed in vs exited the MSSP. 
Through a combination of personal connections, advertisements 
in ACO newsletters, and email invitations to administrators at 
organizations in our sample frame, we found initial contacts at 
9 ACOs who agreed to be interviewed. From these initial con
tacts, we used a snowball approach to identify other key organ
izational stakeholders with different roles (eg, chief executive 
officer, chief medical officer, executive director, director of qual
ity and clinical operations) for recruitment at these ACOs. 
Individuals were invited to participate in study interviews via 
email. We offered a $400 honorarium as an incentive to individ
uals who participated in our 1-hour interview. This study was 
approved as exempt by the University of Michigan's 
Institutional Review Board.

Data collection
We constructed the semi-structured interview guide using a 
conceptual model that draws on theories of health care organ
ization and innovativeness.11,12 Our interview questions fo
cused on general ACO organizational characteristics and 
strategic, organizational, and structural factors that influ
enced their participation decision. We pilot-tested the inter
view guide with ACO1 participant 1, who represented 1 of 
our key stakeholder groups, and refined our approach to re
cruitment and the guide accordingly.

Prior to the first interview at each ACO that stayed in the MSSP 
(n = 5), we conducted a brief survey focused on organizational 
structure. The survey included questions about organizational 
leadership type; size in terms of attributed beneficiaries, number 
of component facilities (eg, hospitals, skilled nursing facilities, 
acute rehabilitation facilities), providers, and provider groups 
(eg, specialty physician groups, primary care physician groups); 
participation in other risk-based contracts; and contact informa
tion for members of the leadership board. Answers from the sur
vey were used for recruitment and in preparation for interviews.

We conducted semi-structured interviews between January 
2021 and January 2022. We conducted all interviews with video 
communication software. Two or more members of the study 
team (principal investigator, co-investigator, qualitative research
er, qualitative analyst, research coordinator) participated in each 
interview. The average interview length was 52 minutes (range: 
29–74). We recorded and transcribed verbatim all interviews.

Data analysis
We conducted qualitative content analysis using a combination 
of deductive and inductive approaches. We developed a sum
mary template to organize individual interview data by strategic, 
organizational, and structural factors represented in the inter
view guide. The lead interviewer and notetaker(s) completed a 
brief summary following each interview. Next, members of 
our study team created in-depth summaries for each organiza
tion, organizing data from all interviews at each site according 
to the organizing framework. We identified inductively elements 
not captured in the initial organizing framework and added 
them to the organizational summaries. A second analyst re
viewed each summary, and we resolved discrepancies through 
discussion. We used these final summaries to populate a matrix 

containing all sites, which allowed us to examine patterns across 
sites, and develop findings.

Limitations
Our study must be considered in the context of limitations. 
First, we were unable to determine ACO type for all organiza
tions in our sample frame and are only able to provide a de
tailed description for participating ACOs (n = 9). Second, this 
study may not have captured all factors relevant to decisions 
about participation in the MSSP program. Although we pur
posely included ACOs encompassing academic and nonaca
demic medical centers, and varied geographic locations, our 
sample overrepresented physician-hospital–led ACOs and in
cluded no hospital-led ACOs. Third, it is important to note 
that our study is qualitative, semi-structured, interview-based 
research and is not intended to be generalizable. However, 
our findings may be transferable to similarly situated health sys
tems.13 Finally, an additional challenge in investigating ACO 
MSSP participation is that there are apparent variations in re
sponse to our interview invitations, which could potentially 
bias our results. During the participant recruitment period, 
we experienced greater challenges in contacting ACOs that ex
ited the MSSP after Pathways. Moreover, during the interview, 
ACOs that remained in MSSP might be more willing to discuss 
their decision making than ACOs that exited. To address these 
potential sources of bias, we took multiple measures: ensuring 
confidentiality and anonymity in our data-collection process, 
conducting pilot testing with a small group of participants, of
fering financial incentives to maximize response rates, involv
ing multiple individuals in each interview to communicate the 
purpose and instructions clearly, utilizing multiple analysts 
for data analysis, and emphasizing the importance of candid 
and honest responses from all participants.14

Results
Nineteen clinicians, executives, and administrators at 9 ACOs 
participated in our study (Table 1). The majority of ACOs 
were physician–hospital partnerships with an academic medical 
center affiliation. The ACOs were located in the Midwest, 
Southwest, and mid-Atlantic United States.

We identified 4 themes that capture the main factors reported 
by interviewees, which affected their organizations’ decision 
making around MSSP participation after launch of Pathways 
to Success: (1) the perceived nonrevenue benefit to the organiza
tion from the program, (2) the importance of the program as a 
revenue source, (3) the effect of benchmarking changes on the 
potential for shared savings, and (4) the relative advantage of 
participating in the program vs others. These themes are dis
cussed in detail below with additional supporting quotes pro
vided in Table 2.

The perceived nonrevenue benefit  
to the organization from the program
One of the main factors influencing an ACO's decision around 
MSSP participation after Pathways’ launch is the perceived 
nonrevenue benefit to the organization. For ACO1, which is 
a confederation of physician organizations (POs) and hospitals 
in a single state, the MSSP is its raison d’etre. Further, 1 inter
viewee from ACO1 described the commitment of 1 of its con
stituent POs to providing access to Medicare fee-for-service 
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beneficiaries, in the face of growing market pressures to cater to 
Medicare Advantage plans: 

“Ask … why involve yourself in a large [traditional] 
Medicare population and not just make a heavy push into 
Medicare Advantage and try to minimize your fee-for-service 
[beneficiaries]. And I would tell you that, culturally, that will 
never fly in [ACO1 PO1] … [ACO1 PO1 has] a commitment 
to being available to the citizens—the people of the state. 
There will always be a [traditional] Medicare population 
that will need access to [ACO1 PO1], and it will never be a 
trivial [number].”—ACO1

In addition, ACO1 and its constituent POs appreciated access 
to data and analytics and the opportunity to learn from each 
other in a de facto quality and learning collaborative model. 

“I mean what an amazing learning culture. And it really is a 
learning culture because we do okay with what we have, 
but what we have been able to learn because of our 

participation in [ACO1] is remarkable … there is value to 
hearing what the team is doing in [other ACO1 POs]… 
that helps us to improve .… A lot of what we talk about 
is turning data into action and how have we been able to 
make it intervenable within [our] community … everything 
we talk about … particularly the operations side, is how 
you implement things … . And those are things we are bet
ter because of it.” —ACO1 PO2

For ACO2, the MSSP was used strategically to help engage 
their physician members in other risk-based contracts. 
ACO6 had a similar motivation, seeing MSSP as a “good feed
er system into Medicare Advantage.” 

“We are actually engaging [physicians participating in the 
MSSP] in other [risk-based contracts] … piggybacking on 
MSSP with a little risk, but then we are attracting them to 
sign up [for others] through us … [So,]... as MSSP shrinks 

Table 1. Study participants.

ACO type Geographic 
region

Interviewee roles Pathways 
participation

ACO1 Physician–hospital 
partnership 

AMC affiliation

Midwest • Executive Director, ACO1 and PO1
• Executive Director, PO2
• Executive Director, PO3
• Clinical Operations Director, PO3
• Chief Clinical Integration Officer, PO4
• Physician Group President, PO4

Yes

ACO2 Physician–hospital 
partnership

Midwest • Chief Medical Officer
• Chief Operations Officer
• Director of Care Coordination

Yes

ACO4 Physician–hospital 
partnership 

AMC affiliation

Southwest • Director of Government Programs & Post-Acute Care Yes

ACO5 Physician–hospital 
partnership

Midwest • Vice President of Government and Value-Based Programs
• Vice President of Population Health

Yes

ACO6 Physician-led Midwest • Vice President of Population Health
• Director of Quality Operations

No

ACO7 Physician–hospital 
partnership 

AMC affiliation

Midwest • Assistant Vice President for Health and External Affairs No

ACO8 Physician-led 
AMC affiliation

Midwest • Medical Director
• Vice President of Institute for Quality, Innovation and 

Patient Safety

No

ACO9 Physician–hospital 
partnership 

AMC affiliation

Mid-Atlantic • Executive Vice President, Insurance No

ACO10 Physician–hospital 
partnership 

AMC affiliation

Mid-Atlantic • Senior Director of Quality and Value-Based Care No

Source: Author collected data. 
Abbreviations: ACO, Accountable Care Organization; AMC, Academic Medical Center; PO, Physician Organization that is an ACO member.
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Table 2. Additional supporting quotations.

Quotations

Perceived nonrevenue benefit to the organization
Stayed “We also have a decent bit of just older population that haven't really bought into the Medicare 

Advantage plans just yet. They haven't seen the advantage of them. So, you know, it's 
honestly a good feeder system into Medicare Advantage.”—ACO6 

“And so the opportunity to partner with [ACO1 PO1] came up and it felt like a really good 
partnership. They have a depth of resources that we don’t have, including data analytics.”— 
ACO1 PO3 
“The [ACO1] board then has an opportunity to set aside the shared savings into our shared risk 
pool, which is one of the structures that we use to bear down-side risk…these are the moneys 
set aside in the event we have a shared loss.”—ACO1 
“What we are really trying to do is this is the way we should just treat all patients vs [just] our 
value-based care patients…in a Medicare type of setting…it is starting to be that when a 
physician sees one patient, they see they are a Medicare patient, that they can start to 
understand that especially quality of care is the way we treat all of these patients at this age 
which, quite honestly, is a helpful thing…Being able to participate in a program like this that 
has such large numbers has allowed for the program to be so visible.”—ACO5 
“What is great is that [the MSSP] population aligns really well with our Medicare Advantage 
population in terms of general patient needs and how to care for them. And so, what we try to 
do from the [ACO] side is if we create an initiative, try to make sure it's kind of a global 
initiative that will easily benefit all of our payer populations instead of really segmenting care 
for a particular population.”—ACO6

Importance of MSSP as a revenue source
Stayed “So, we will have to brag a little bit just in our MSSP savings. So, for 2019 and ’18, we have 

savings—’19 is shown here so that's 68 million total and then we were able to bring 34 of 
that back into the system.”—ACO4 

“I would say [MSSP is] a huge driver in the sense that the last several years we have been able to 
see a significant amount of dollars come through this program.”—ACO5 
“We have had a pretty good streak. I think we had shared savings since 2018 performance 
year.”—ACO6

Exited “It's very hard to earn shared savings in MSSP and we had not earned any savings.”—ACO7 
“MSSP for both rounds, we didn't get a bonus payment. So, the first round, I think, we were 
short by like one percent. I don't know, it was darn close, and we didn't see any bonus payment. 
And then the last round, equally, we were just so close.”—ACO8

Effect of benchmarking changes on the potential for 
shared savings
Stayed “We work with actuarial teams to evaluate our risk, and so we definitely go into it 

understanding what our maximum gain and loss could be, and our likely scenarios would be, 
but I would say there wasn’t a lot of debate on it if we should do it.”—ACO4

Exited “We overinvested in things like analytics at a time that we couldn’t recover return fast enough 
out of MSSP when our benchmarks were some of the lowest in the United States … because 
we have the lowest Medicare reimbursement in the United States, and we have high quality 
and low cost, so our total cost of care spend is just low.”—ACO7 

“We had taken [out] a fair amount of the waste…and all of the ground we had gained now 
became the line in the sand that we were measured against. I always kind of likened it to a 
hamster wheel…you run fast on the wheel but the faster you go, the faster you have to run in 
order to continue to make headway…the chance of us removing a significant amount of cost 
from the system to…clear the threshold that was set and have enough coming back to us to 
support the work and infrastructure to do that became a non-sustainable model.”—ACO8

Relative advantage of participating in the MSSP over 
others
Stayed “Some of the decision making behind taking on the downside risk with MSSP had to do with 

MIPS, obviously given the five percent uptick as an alternative payment model. I think that 
was one of the drivers to go ahead and proceed with the downside risk.”—ACO1 PO2 

“We could never generate enough revenue [from fee-for-service medicine] to really grow the 
support around the patients that we wanted to grow. …So, we welcomed the challenge, in a 
way, to start moving down that path.”—ACO6 
“We would rather be in MSSP vs MIPS or anything like that, for sure. … MIPS…it's just easier 
for us reporting-wise.”—ACO6

Exited “We still had [COMPETING PROGRAM] which [is]…structurally not too far different [from 
MSSP], less opportunity for gains share, but on the flipside, more upfront money because of 
the per member per month payments we get for doing care coordination… it just didn't make 
sense for us to re-enter MSSP.”—ACO9 

“We struggled to really bend the cost curve on our hospital expense, and part of that…was 
based on the [ACO10 STATE] model in the way hospitals have global budgets…you may be 
cutting out utilization and you may be cutting out costs but because of the way the global 
budget works, your charges, right, are not accounting for that.”—ACO10

Source: Authors’ analysis of data collected during semi-structured interviews. 
Abbreviations: ACO, Accountable Care Organization; MIPS, Merit-based Incentive Payment System; MSSP, Medicare Shared Savings Program; PO, physician 
organization.
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the carrot, we are increasing other parts to more than com
pensate for that.”—ACO2

The importance of the program as a revenue source
A second factor influencing an ACO's decision around MSSP 
participation after Pathways’ launch is the program's import
ance as a source of revenue for the organization. Namely, for 5 
of the 6 ACOs with which we spoke that maintained participa
tion, shared savings payments from the MSSP contributed 
greatly to their bottom line. 

“We have 14 contracts but … MSSP is our biggest one and 
our livelihood … [it] has driven most of our success.”— 
ACO2

ACOs 4, 5, and 6 also described the importance of MSSP 
shared savings payments as supporting the provision of serv
ices they valued highly. Their care management programs 
were funded, in part, by these payments, which allowed 
them to provide better care for all their patients, regardless 
of payer. 

“What we are doing … [is] more [broad] than just MSSP …  
what we are trying [not to] do is make our care model or 
interventions specific to … [a Medicare Advantage] popu
lation or MSSP or bundles … because it's hard for the pro
viders to understand what is happening, so we are trying to 
make it more streamlined, this is what we provide you, and 
less about each contract.”—ACO4

Among those organizations that maintained their MSSP par
ticipation, only ACO6 prioritized the MSSP lower on the rev
enue scale than the full-risk plans in which it engaged like 
Medicare Advantage. Although ACO6 had a large number 
of beneficiaries enrolled in traditional Medicare assigned to 
it, shared savings payments from MSSP participation were 
capped. But no such cap existed for their full-risk plans, which 
made those plans a higher organizational priority. 

“[In the] MSSP, … we are at [the] max 50% sharing rate  
… [whereas] for our full risk populations, … it's a 100% 
sharing rate. So, that's kind of the difference with returns 
in terms of patient volume … If we had to prioritize our ef
forts—because you have to, that's reality, right, when you 
have limited resources—[the MSSP is] not the number 
one priority per se. But they are up there for sure.”—ACO6

In contrast to the ACOs that maintained their participation in 
the MSSP, ACOs 7 and 8, which left the MSSP, had eligible 
beneficiary populations that weren’t large enough to be able to 
earn a significant amount of shared savings. These ACOs had 
more diverse payer mixes, in which Medicare fee-for-service 
beneficiaries accounted for a relatively small proportion of the 
overall population served. Consequently, these ACOs earned lit
tle to no shared savings during their time in the program, motiv
ating their decision to leave it, along with their assessments of 
potential savings under Pathways. On the other hand, ACOs 9 
and 10, which also chose to leave the MSSP, had done well on 
shared savings, but other factors that we describe below drove 
their decision to end MSSP participation.

The effect of benchmarking changes on the potential 
for shared savings
When faced with taking on downside risk under Pathways, or
ganizations that we interviewed determined their potential for 

earning shared savings (vs losses). These potentials shifted after 
launch of Pathways due to changes that CMS made to the 
MSSP benchmarking methodology. Under the ACO's initial 
contract, its benchmark was based on its own historical spend
ing during a baseline period, trended forward at the national 
rate of Medicare spending growth. Because this approach cre
ated unequal benchmarks for ACOs in the same market, CMS 
introduced a regional adjustment when an ACO renewed its 
contract that effectively blended its historical spending with 
the average spending in its region. Pathways hastened the tran
sition to such regionalized benchmarking, which was advanta
geous for some organizations, like ACO6, whose historical 
benchmark was significantly below its regional benchmark. 

“For the first couple years, we definitely did not have shared 
savings. We also started with the MSSP program … with a 
pretty low benchmark, and so it since kind of normalized 
with the regional way that they look at benchmarks  
… .So, that has helped us to kind of get a better right-sized 
benchmark so that we can share in savings.”—ACO6

For ACO1, which opted to continue participating in the MSSP, 
its benchmark actually fell with the blending of historical and re
gional spending trends. Despite this, organizational leaders 
thought that there was still enough room for them to achieve 
shared savings because they believed that the organization would 
realize efficiency gains above national Medicare fee-for-service 
levels. 

“I think, historically, a lot of our shared savings … has been 
a little bit an arbitrage between the national increase in ex
penditures in the way the benchmarks were calculated and 
our local performance. Some of it is real, actual perform
ance. I can point to readmission decreases, over all hospital 
admission decreases, general decreases in utilization across 
our patient population … some of it is arbitrage from na
tional increases in fee-for-service spending baked into our 
benchmark when regional increases were smaller.”— 
ACO1

That said, ACO1 had a high market share in its region. 
Although CMS tried to account for this issue, weighting na
tional trends by an ACO's average market share, some inter
viewees at ACO1 still expressed anxiety around it. 

“The more they move to regional benchmarks, the more I 
am competing against myself. So, [given my market share]  
… you are going to compare me to myself, [and] I’m going 
to lose 100% of the time.”—ACO1

In contrast, ACO7 and ACO8, which left the MSSP after 
Pathways, had already-low benchmarks even before CMS's 
methodology change and were struggling to generate enough 
shared savings to cover their infrastructure costs. ACO8 said 
that it did not make sense to take on downside risk in those 
circumstances. 

“with the [existing] benchmarking issue that we had, and 
all of these other pieces, taking on additional risk for very 
little upside potential just didn’t seem to make financial 
sense to us as an organization.”—ACO8

Finally, an interviewee from ACO8 summed up what they saw 
as flaws in benchmarking policy generally. 
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“There's got to be this inflection point, right, where for a 
population, there's a magical number that if you spent 
just this amount on average for managing your population, 
you would maximize your quality and outcomes, and min
imize your costs over time. And we should be rewarding or
ganizations who maintain a presence at or near that 
inflection point, in a longitudinal way …. You have to build 
an infrastructure and maintain things that keep you at that 
point, but if the revenues go away every time you re- 
benchmark, which you would under the way that this is 
traditionally run, you know now, you have no way to main
tain that infrastructure.”—ACO8

The relative advantage of participating  
in the program over others
In discussing their ACO's MSSP participation decision, several 
interviewees described the relative advantage of participating 
in the program over other CMS-approved advanced APMs 
like the Comprehensive Primary Care Plus Model and the 
Next Generation ACO Model or the Merit-based Incentive 
Payment System (MIPS)—a new payment track created under 
the Medicare Access and CHIP Reauthorization Act that 
builds on traditional fee-for-service payments by adjusting 
them up or down based on a physician’s or physician practi
ce's performance in a new reporting system. For instance, 
ACO5 was motivated, in part, by an incentive payment that 
the organization would receive for performance years 2017 
to 2022 by continuing on and accepting downside risk in the 
MSSP after launch of Pathways. 

“What I think affected our decision the most was actually  
… providing the advanced APM .… We were in that period 
where they allowed you to switch if you were on a Track 
One …. So, we did that, and that was … based on being 
able to get that five percent … bonus.”—ACO5

Interviewees from ACO5 also mentioned that there was a 
dearth of risk-based contracting alternatives to MIPS in 1 of 
the states where their organization is located. 

“Especially in our [ACO5 STATE2] market, we don’t have 
a very big penetration of [risk-based contracts], and so this 
is a great opportunity for us to continue with value-based 
care … [the MSSP] provides the support and the structure 
that, sometimes, traditional fee-for-service does not pro
vide; that, I truly believe is good care for patients.”—ACO5

Three ACOs that exited the MSSP did so in favor of other ad
vanced APMs. ACO7, based out of an academic medical cen
ter, faced challenges in the MSSP because it was responsible 
for providing a large proportion of specialty care to the major
ity rural population that it serves. Therefore, it joined a larger 
Next Generation (NG) ACO to avoid additional infrastruc
ture investment and to dilute its risk. Although the NG ACO 
had higher levels of risk than the MSSP, the NG ACO offered 
ACO7 some protection from downside risk. 

“Being an academic medical center, we had at this point not 
chosen to make kind of a higher level investment infrastruc
ture that you would want to have in order to feel comfort
able taking that level of downside risk, and so the 
opportunity of being part of a larger NextGen [ACO] that's 
very high performing has been an attractive option for us 
because we get sort of the benefits of [the] NextGen [model] 

but by being a sub-contractor, the way their ACO is struc
tured, we do have some protection from that downside 
risk.”—ACO7

ACOs 9 and 10 are located in a state that had partnered with the 
CMS Innovation Center to modernize the state's all-payer rate- 
setting system for hospital services in an effort to improve health 
and reduce costs. Under this initiative, each hospital in the state 
receives a population-based payment amount to cover all hos
pital services provided during the course of the year, and hospitals 
can make incentive payments to nonhospital providers who part
ner and collaborate with the hospital and perform care redesign 
activities. The promise of these payments made the potential of 
shared savings through MSSP participation less appealing. 

“The [COMPETING PROGRAM], you know, I mean it 
kind of was a no-brainer … there was a care management 
fee so there was a reliable source of revenue that allowed 
you to invest in the practices … frankly, we were not alone. 
Most ACOs in the state of [ACO10 STATE] removed them
selves [from MSSP].”—ACO10

ACO8 was the only ACO in our study to exit the MSSP in fa
vor of MIPS. Interviewees stated that MSSP reporting require
ments were too onerous, and the organization frequently had 
to divert care team members from their normal work to help 
with it. 

“[With the MSSP] almost every year, the reporting tools 
aren’t working correctly … you are having a challenge up
loading your data, and you call. And you can’t get an an
swer, and it's very, very resource intensive .… We literally 
pulled our quality nurses almost 100% offline for [2 
months] to get all of our reporting done .… The opportun
ity costs of not having … [nurses involved with] improve
ment efforts… but instead, stuck in an office auditing 
charts was a huge investment of time.”—ACO8

Moreover, interviewees from ACO8 liked having choice in the 
measures that the organization reported under MIPS. 

“[With] MIPS, when we get onto a certified medical record, 
we can pick the measures, whereas with the MSSP, we real
ly couldn’t. And this is the deal, these are the measures that 
you have. So, we didn’t have that flexibility.”—ACO8

Discussion
The launch of Pathways to Success represented the first major 
overhaul to the MSSP since inception, requiring participants 
to shift to a 2-sided risk model within 12 months. Our national 
qualitative study of 21 clinician leaders, executives, and ad
ministrators at 9 ACOs revealed that changes ushered in by 
Pathways caused ACOs to reassess their individual calculus 
for potential shared savings vs losses. Further, the policy 
prompted leaders to reconsider any perceived nonrevenue 
benefits associated with the MSSP (eg, opportunities to pro
mote care access and quality for all patients, and to acquire ex
periences from other participants) and reassess the pros and 
cons of continued participation as opposed to entry into other 
alternative advanced payment models or the MIPS. For some, 
the calculus was favorable and supported continued participa
tion. Not so for others.

Nonrevenue benefits of the MSSP described in interviews in
cluded the following: understanding the shift from a focus on 
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beneficiary volume to value-based care and collaboration 
among provider and hospital organizations within ACOs. 
Although participation in value-based payment models began 
with joining the MSSP, most MSSP participants have subse
quently engaged in additional contracts linking payment, at least 
partially, with quality through other federal programs or the pri
vate sector.15,16 From the interviews, it was clear that there was 
broad recognition that the business model of focusing solely on 
increasing patient volume was not viable. To be successful in the 
21st century, organizations would need to be proficient at dem
onstrating value, through improving clinical outcomes, enhan
cing care coordination, or eliminating waste. ACO leaders 
also described the benefits of collaboration across organizations 
and access to data and analytics.

The organizational calculus around continued participation 
was strongly influenced by the following 2 factors: (1) propor
tion of overall population served that was accounted for by 
Medicare fee-for-service beneficiaries and (2) the participant's 
historical spending benchmark. For the former, participants 
with a more diverse payer mix did not feel that the financial up
side under Pathways was great enough to take on downside risk, 
leading them to exit. For the latter, participants with a lower his
torical spending benchmark prior to Pathways (suggesting per
haps already efficient health care delivery and making further 
improvements more difficult) were at a disadvantage in terms 
of achieving bonus payments, leading to a higher likelihood of 
dropping out.17 With Pathways implementation, all ACOs ne
cessarily took a close look at the new benchmarking method
ology before agreeing to take on downside risk. All 
interviewed participants made major investments in population 
health and care management programs to help realize value for 
those that they served. Nonetheless, in the 2-sided risk model, 
such investment may not only go completely unrecognized (ie, 
no bonus payment) but even be punished through penalty, if 
the spending benchmarks to meet were unfavorable.

Our findings have important policy implications. Due in part 
to the revised benchmarking methodology described above, 
CMS has seen a plateau in the number of beneficiaries assigned 
to MSSP ACOs. To the extent that care receipt benefits 
Medicare beneficiary health, this trend could worsen existing 
health inequalities. This is likely because Pathways might affect 
a small part of an MSSP ACO's population. Following 
Pathways, higher spending populations and racial/ethnic minor
ities are increasingly underrepresented in the program, such that 
non-White and dual-eligible beneficiaries are less likely to be as
signed to an MSSP ACO than their counterparts.6 Moreover, 
the exodus of ACOs from the MSSP after Pathways could result 
in an unanticipated massive financial loss for Medicare. Prior 
empirical work estimates that potential savings lost due to exits 
could reach nearly $400 million for the most recent fiscal year.18

Our findings would suggest that some of the recently announced 
adjustments to the benchmarks embedded in the MSSP (eg, 
changes to regional adjustment by restricting the cap of the nega
tive regional adjustment and accounting for an ACO's percent
age of dually eligible beneficiaries and Hierarchical Condition 
Category risk score change, amending the risk score cap for 
the current benchmarking algorithm to consider changes in se
verity and case mix within an ACO's assigned population, 
benchmark adjustment to account for prior ACO savings)19

could help reverse these concerning inequity and disenrollment 
trends. In addition, other changes to the MSSP, like providing 
financial support to new entrants, could also mitigate these 
concerns.19-21

Conclusion
Following the implementation of Pathways to Success, an 
ACO's decision around MSSP participation was primarily driv
en by 4 factors: the potential of future shared savings, perceived 
nonrevenue benefits from the MSSP, benchmarking policy, and 
comparative advantages offered by the MSSP compared to other 
initiatives. ACOs, particularly those assuming downside risk,4

have demonstrated the ability to contain costs and enhance 
care quality.22,23 Therefore, policymakers should strive to im
prove ACOs’ MSSP enrollment rates in downside-risk models 
by supporting or optimizing strategies that allow ACOs to 
achieve shared savings while generating cost savings to the gov
ernment and care improvement to beneficiaries.
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