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Introduction 
As of 2018, it was estimated that ten percent of the population was receiving care under an Accountable Care 

Organization (ACO) approach to health care delivery.1 Of the total number of ACO model insurance product 

enrollees, roughly half are enrolled in commercial ACO products, 37 percent are enrolled in Medicare ACOs and 

the remainder are enrolled in a Medicaid ACO program. This report focuses primarily on the commercial ACO and 

Medicaid ACO programs underway in states across the nation, as well as the value and benefits of care delivery 

via an accountable care model. As many states move towards value-based care and a quality over quantity 

approach emerges in health reforms across the country, Health Policy News has provided an informative 

overview of ACO programs for states that are considering changing their care delivery systems.  

This report and accompanying ACO Tracking Tool (included as Appendix A) were developed for state policy 

leaders in both the commercial and public insurance spheres who are looking for insights into the program design 

approaches and implementation of accountable care delivery in other states. The report includes a brief narrative 

on a few specific states with robust ACO programs and innovative approaches to care delivery. Appendix A 

includes more comprehensive and detailed information, with information about 10 state programs. In addition to 

the State Approach Comparison Tool, this report includes Appendix B - State and Federal Research, which 

contains additional state-specific resources, as well as general research utilized in the drafting of this report.  

I. Accountable Care Organizations  

How Are States Utilizing Accountable Care Organizations to Reform Care Delivery?  

States have looked to ACOs to promote the development of coordinated care networks while also shifting patient 

risk and rewarding providers for quality care and cost savings. The approaches taken by ACO programs to 

promote quality and cost-effective care vary in each state as CMS has given states flexibility to design their own 

solutions that are best suited to the local conditions. By providing federal funding for these programs through 

waivers and state plan amendments, CMS has allowed states to create their own Medicaid ACOs that best meet 

state population needs.  

The ACO structure itself promotes new incentives in care delivery. ACOs are groups of doctors, hospitals, 

commercial payers and other health care providers that are structurally aligned and incentivized to focus on care 

coordination rather than the volume of care provided to patients.2 By promoting coordination and shared 

incentives (including via shared savings payment models), states drive the alignment of providers to their interests 

as payers, which are typically divergent. The ACO structure also encourages coordination among providers to 

establish a flat fee for an overall package of services instead of allowing each provider to set his own price for 

services.  

ACOs also often serve as a foundation for the introduction of payment models that influence the quality and cost 

of the care provided by the network of providers. For example, ACO programs utilizing a capitation payment 

model designate a set amount of money for ACO-enrolled physicians to spend per patient. This amount is 

determined through a shared savings contract agreed to by both parties (the state and the ACO) that functions to 

incentivize efficient and high-quality care. ACO programs may also use financial incentives that are determined by 

risk-sharing agreements to promote cost effectiveness and efficiency. They offer a percentage of total savings to 

any ACO that reduces healthcare spending and maintains acceptable quality indicators. If costs increase above 

the given benchmark, then ACOs will have to pay out the cost difference. This dually motivates ACOs to 

determine methods of cost reduction while maintaining positive health outcomes. 

 

1 “Recent Progress In The Value Journey: Growth Of ACOs And Value-Based Payment Models In 2018, " Health Affairs 
Blog, August 14, 2018.DOI: 10.1377/hblog20180810.481968 
2 The delivery model of ACO programs is trending towards a physician-based model, with 43% of all ACO currently operation 

utilizing a physician led approach, as compared to roughly 27% provider system, and 29% joint ACO model programs.  
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Benefits of An Accountable Care Delivery Model  

Most state benefits derived from ACOs come in the form of financial savings. As states struggle with how to 

control healthcare costs, ACO programs provide a way for states to keep costs under control. The flat fees for the 

broad services provided across ACOs give states more cost certainty than the accumulation of healthcare costs 

fragmented across different providers. ACO programs that utilize capitation payments also allow states to create 

healthcare budgets with more cost certainty. Finally, states benefit from risk sharing agreements that they enter 

with ACO providers. State governments are only obligated to pay the allotted bonus money that these 

agreements set aside if providers can meet certain quality thresholds in their care delivery. This ensures that 

states will not use their money frivolously and that it will be spent only if quality and efficiency standards are being 

met.  

Medicaid populations also benefit from the proliferation of Accountable Care Organizations. ACOs increase 

accessibility for patients to help them receive care, as they create a coordinated care network for patient use and 

typically provide more access to care than a traditional Medicaid or commercial product. ACOs also increase 

communication between providers, supporting transparency and care coordination. If patients want to find their 

medical information or design their own treatment plan, it is easier than ever to do so because of unified provider 

networks. The coordinated ACO model also reduces the hassle of additional paperwork and effort placed into 

scheduling multiple visits with providers who have little to no communication with each other. Likewise, given the 

relationship between providers, it is easier and more realistic for patients to use their primary care physician as a 

sole point of contact rather than track down answers from a variety of sources. Providers can also avoid 

duplicating services by monitoring services that were previously performed. This reduces patient costs and 

increases the effectiveness and efficiency of their treatment. ACOs create a medical environment where patients 

can receive the best care at a lower cost while avoiding many of the roadblocks of uncoordinated care.  

Evidence from early-adopter states bears out the benefits of ACOs. Oregon and Colorado were two of the first 

states to implement ACO programs. Both states created regional entities that functioned as ACOs for their state 

populations. After a period of implementation, both states reported a reduction in expenditures with a 

corresponding increase in health outcomes. The initial success of these two Medicaid ACO programs paved the 

way for other states that have implemented their similar Medicaid ACO models.3  

II. Innovative State Approaches to Accountable Care 
Delivery  

Appendix A provides a general overview of several state programs, but this section details further a few state 

programs and approaches, that states considering how to proceed may be interested in. Much like the 

progression of the federal ACO models outlined below, states are beginning to craft even more targeted and 

consumer friendly ACO program approaches. Our state highlights below include state approaches to innovative 

payment methodologies and targeted populations as well as some approaches to consumer protections and the 

state-based regulation of ACOs more generally. This sort of innovation at the state level ensures that the over 30 

million patients participating in ACO model of care delivery are receiving high-quality, cost effective care. 

Vermont: Statewide Single Payer ACO Model 

Vermont is leading the way in bringing forth global and shared savings methodologies within their ACO programs, 

via a state-wide single ACO model and Patient Centered Medical Home program respectively. By bringing the 

value and quality of the care provided to the forefront, these programs are seeking to create payment incentives 

and methodologies that could pave the way for further care delivery and payment system reform.  

 

3 https://www.ajmc.com/newsroom/comparing-state-aco-efforts-in-oregon-and-colorado; States like Maine, Minnesota, and 

Rhode Island designed regional ACOs of their own and utilized the shared savings contract models for the regional organization-

provider relationship. 

https://www.ajmc.com/newsroom/comparing-state-aco-efforts-in-oregon-and-colorado
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Vermont is currently in the second year of the Vermont All-Payer Accountable Care Organization model program, 

which began on January 1, 2017, and runs through the end of 2022. The program, which was based on Medicare 

ACO models, began to cover Medicaid and some commercial beneficiaries under shared savings programs in 

2014. Medicare beneficiaries are included in the program as of January 2018. Extensive payment and delivery 

system reforms are underway and are being prepared for large scale implementation, with an aim of 70% 

participation for commercially insured residents and 90% ACO participation for Medicaid beneficiaries by 2020.4  

Under the Vermont All-Payer ACO Model, the state has committed to achieving statewide health outcome, 

financial, and ACO-scale targets across all significant health care payers. Participation by providers and other 

payers in the Vermont All-Payer ACO Model will be voluntary, and this model and the section 1115(a) Medicaid 

demonstration extension will make a Vermont Medicare ACO Initiative and Medicaid ACO initiatives tailored to the 

state available to physicians and other clinicians in Vermont. The Vermont Medicare ACO Initiative is considered 

an Advanced Alternative Payment Model for the providers in the two-sided risk Medicare ACO portion of the 

model within CMS’ Quality Payment Program. Physicians and other clinicians participating in the Vermont 

Medicare ACO Initiative may qualify for the Advanced Alternative Payment Model bonus payments starting in 

performance year 2018. 

Colorado: Accountable Care Collaborative (ACC), Regional Accountable Entities 
(RAEs) 

The Accountable Care Collaborative (ACC) has launched two phases thus far. Regional Accountable Entities 

(RAEs) have recently replaced Regional Care Collaborative Organizations (RCCOs) and Behavioral Health 

Organizations (BHOs) as the single unit of regional coordinated care in Colorado. ACC Phase I began with the 

introduction of RCCOs and BHOs in 2012. Phase II – and the transition to RAEs - was launched in 2018. Phase II 

expanded the original program and made coverage essentially mandatory for Colorado Medicaid beneficiaries. 

Phase II also streamlined the approach by transitioning to RAEs that took the place of RCCOs and BHOs in order 

to place the responsibility for care coordination, network construction, and cost savings into one unit.  

RAEs are responsible for building provider networks and coordinating member care for the patients within their 

network. These networks integrate physical and behavioral health which allows payments to be more streamlined 

and performance focused. RAEs provide data to primary care providers as well in order to best inform their 

decisions and create an environment of accountability.  

ACC Phase II is just over a year old, so there have not been definable results to report. However, financial results 

date back to 2012, marking the start of the ACC program. The complete program has saved the state of Colorado 

$161 million since its inception. At the tail end of Phase I in 2016, enrollment had increased to about 1 million 

people out of 1.4 million Medicaid eligible enrollees. Patients also reported financial savings, an increase in follow 

up care, and a decrease in high cost services. These positive results convinced the state to move forward in 

implementing Phase II. 

Oregon: Coordinated Care Organizations (CCOs) 

In 2012, Oregon pioneered the Coordinated Care Organization program, which created the CCO regional units. 

These units receive a fixed global budget from the state to create alternative payment methods and assign full 

member responsibility and financial risk to each CCO. The goal of the program is to decrease healthcare 

spending per member while improving health outcomes. CCOs allow for innovation at the local level to transform 

the delivery system and to lower costs. They do this by aligning the care provided by physical, mental, and dental 

care providers into one unit. This lowers costs by reducing unnecessary hospital visits and increases support for 

each patient, enabling them to receive better care.  

Oregon has been actively seeking for ways to improve the care provided by the CCO program. In 2019, Oregon 

began the bidding process for new CCO contracts, with the CCO 2.0 slated to run from 2020 to2024. Oregon 

 

4 https://innovation.cms.gov/initiatives/vermont-all-payer-aco-model/  

https://innovation.cms.gov/initiatives/vermont-all-payer-aco-model/
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Health Authority is currently selecting the CCOs that will serve the plan's beneficiaries for this new phase. The 

CCO 2.0 program will realign service areas based on Oregon counties. The new plan aims to improve the state's 

behavioral health system, increase value and pay for performance, focus on social determinants of health and 

health equity, and maintain sustainable cost growth.  

III. State Regulation of Accountable Care Organizations 
 
In the context of the federal regulations and national standards outlined below, many states also have their own 

strategies for regulation of ACOs that are worthy of note and consideration.  

Massachusetts: Risk Certificates and Voluntary Certification 

Massachusetts Division of Insurance (DOI) regulations require the certification of providers that bear downside 

risk, including ACOs. Such entities must obtain a Risk Certificate that certifies their solvency or a waiver from the 

requirement to obtain one prior to entering into any arrangements that include downside risk with insurance 

carriers or public health care programs. Certain arrangements would require the provider organization to be 

licensed as an insurance carrier. 

Further, the Massachusetts Health Policy Commission (HPC) also has a voluntary certification process for ACOs, 

which is mandatory for ACOs participating in the state’s Medicaid ACO program. State statute sets forth the 

standards for certification relative to structure, governance, financial capacity and management, health 

information technology capacity, existence of an internal appeals process, delivery of care, transparency, and 

patient protections. To be certified, ACOs must also have received a risk certificate from the DOI.  

Massachusetts: Internal and External Review Process for ACO Members 

Massachusetts is also addressing the concern for some enrollees participating in an ACO that they are locked 

into the networks, benefit decisions of the providers and entities participating in the cost-savings or risk-bearing 

model of care delivery. With that concern in mind, Massachusetts has enacted consumer protections to ensure 

appeal rights for enrollees that believe a claim or referral denial would result in a less successful course of care or 

outcome for their health. Massachusetts was the first in the nation to provide this type of appeal and external 

review process for ACO enrollees.  

The HPC enacted 958 CMR 11.00to ensure an appeals process and clear procedure for patients receiving care 

as part of an ACO.  It is now a requirement for both ACOs and other risk bearing organizations to create an 

appeals process where patients can express concerns with referral restrictions, required services, or timeliness of 

care. If patients have a disagreement with their care provider about any of these standards, they can ask for a 

reconsideration of those decisions. By contacting the risk bearing organization or the ACO, patients can learn 

about their options and gain the necessary information to begin the appeals process. If an internal appeal does 

not occur within the required 14-day period, patients then can pursue an external review as a secondary option of 

recourse. This external review would be conducted by selected experts in the field and would issue a binding 

decision.  

The newly implemented appeals process creates a binding decision-making process and institutes an element of 

timeliness to the appeals process. These changes protect patients from unilateral decisions made by ACOs and 

ultimately deliver better patient outcomes.5 

New York: ACO Certificates of Authority 

Similar to Massachusetts, New York promulgated regulations governing the certification of Medicaid ACOs after 

passing Medicaid ACO legislation as part of its Medicaid 1115 DSRIP waiver. To receive “certificates of authority,” 

 

5 https://www.mass.gov/guides/frequently-asked-questions-about-the-rbpoaco-appeals-process 

https://www.mass.gov/files/documents/2016/10/nr/211-155.pdf
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleII/Chapter6D/Section15
https://www.mass.gov/files/documents/2018/10/02/958%20CMR%2011.00_Posted%20September%202018.pdf
https://www.mass.gov/guides/frequently-asked-questions-about-the-rbpoaco-appeals-process
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ACOs must meet requirements outlined in Public Health Law Article 29-E and regulations established pursuant to 

that statute, including relative to the structure and responsibilities of ACOs, ACO governance, leadership and 

management, ability to provide, manage and coordinate health care for the defined population, participation of 

clinically-integrated providers and other ACO participants that are held to accountability standards, the inclusion 

of quality management and improvement programs, patient protections, data reporting, and requirements relative 

to third party payments. The state established unique standards for Medicare-Only ACOs. The regulations also 

specifically “exclude” ACOs from the application of certain legal provisions including related to antitrust, applicable 

education laws, and fraud and abuse laws. Certificates in New York may only be granted through 2020. 

Vermont: ACO Certification 

Vermont statute requires ACOs to be certified by the state’s Green Mountain Care Board. In accordance with 

regulations promulgated for the certification of ACOs, in order for an ACO to become and maintain certification, 

criteria must be met relative to governance, leadership and management structure, financial stability, ability to 

provide, manage and coordinate quality health care services, ability to receive and distribute payments, provider 

participation standards, use of health information exchanges, measurement of quality and utilization, patient 

protections, and financial health. 

IV. The Federal Context for Accountable Care Organizations 

Federal ACO Models 

While states are increasingly on the leading edge of ACOs, there is an existing structure for the ACO delivery 

system at the federal level as well that may provide both models and opportunities for alignment for states. There 

are several ACO model programs through Medicare, many of which got their genesis with the Patient Protection 

and Affordable Care Act (ACA). The major models currently in existence include: 

• Medicaid Shared Savings Program (MSSP) – The MSSP is the largest of Medicare’s ACO model 

programs, with over 500 ACOs participating nationwide and nearly 11 million beneficiaries.6 MSSP ACOs 

are for Medicare fee-for-service beneficiaries. There are various “participation options” for ACOs within 

the MSSP, varying by the types and amount of risk being assumed. 

• ACO Investment Model – With a focus on rural and underserved areas, this program provides MSSP 

ACOs pre-paid shared savings to enable providers without sufficient capital otherwise to invest in 

infrastructure necessary for population care coordination. ACOs participating in this model receive upfront 

as well as monthly payments. 45 MSSP ACOs are currently participating in this program with nearly 

500,000 beneficiaries in total nationwide.7 

• Next Generation ACO Model –This model is for more experienced ACOs and allows them to take on 

higher levels of risk. 41 ACOs are currently participating in the Next Generation ACO Model. These ACOs 

are subject to enhanced patient protections and optional waivers of certain Medicare requirements. 

• Comprehensive End-Stage Renal Disease (ESRD) Care Model – This model is focused on beneficiaries 

receiving dialysis. There are 33 “ESRD Seamless Care Organizations” (ESCOs) participating in the model 

that manage all dialysis services for their beneficiaries both inside and outside of dialysis clinics. All 

ESCOs have upside risk while a more limited number also have downside risk. 

Other Federal ACO Models are no longer in existence but may serve as useful models and provide best practices 

and lessons learned for states, including:  

 

6 https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/about.html 
7 https://innovation.cms.gov/initiatives/ACO-Investment-Model/ 

https://www.nysenate.gov/legislation/laws/PBH/A29-E
https://regs.health.ny.gov/content/part-1003-accountable-care-organizations
https://legislature.vermont.gov/statutes/section/18/220/09382
https://gmcboard.vermont.gov/sites/gmcb/files/Rule%205.000.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/about.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/ssp-aco-participation-options.pdf
https://innovation.cms.gov/initiatives/ACO-Investment-Model/
https://innovation.cms.gov/initiatives/Next-Generation-ACO-Model/
https://innovation.cms.gov/initiatives/comprehensive-ESRD-care/
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/about.html
https://innovation.cms.gov/initiatives/ACO-Investment-Model/
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• The Pioneer ACO Model, which ran from 2012 through 2016 and was designed for ACOs that were 

experienced in coordinating care and could take on higher levels of risk, test further innovation in ACO 

models and move more rapidly into a population-based payment model. 

• The Advance Payment ACO Model, which ran from 2012 through 2015, was designed for physician-

based rural providers to receive upfront monthly payments to invest in a care coordination infrastructure 

instead of retrospective shared savings and was a precursor to the current ACO Investment Model.  

Federal Statutes and Regulations  

The requirements and restrictions specific to ACO development, structure and operation at the federal level are 

largely dictated by federal laws, regulations and guidance establishing and regulating the program under which 

they were formed. All major and ongoing federal ACO model programs were authorized under the ACA and the 

statutory requirements for those programs and the ACOs formed under them are dictated by that law.8  

Federal regulations specific to the ACO programs have also been promulgated to regulate the development, 

structure and operation of those ACOs. For example, 42 CFR 425, dictates the requirements for eligibility, 

application and participation for the MSSP as well as structure and program requirements, beneficiary protections, 

quality performance standards and reporting, parameters for risk-sharing, data sharing requirements and appeals 

processes. Additionally, the annual Physician Fee Schedule Rule9 sets for payment policies, rates and other 

policy changes including for the MSSP. Terms for ACOs participating in Federal programs are also outlined in 

their program materials including Requests for Applications (RFAs), applications and participation agreements. 

Some examples are the MSSP application, the MSSP Annual Certification Guidance, the ACO Investment Model 

RFA, the Next Generation ACO Model RFA and the Comprehensive ESRD Care Model RFA. 

More broadly, a range of federal and state laws and regulations may impact ACOs. These include statutes and 

regulations relative to: 

• Antitrust Law10 

• Fraud and Abuse Law (including Antikick, Stark and Medicare Fraud and Abuse)11 

• Tax Law 

• The Health Insurance Portability and Accountability Act (HIPAA) 

• Insurance Law 

• Malpractice Law 

• Corporate Law 

• Intellectual Property Law 

National Committee for Quality Assurance (NCQA) ACO Accreditation 

The NCQA also offers accreditation of ACOs.12 For states, NCQA accreditation sets standards for and identifies 

ACOs that meet defined national best practices. Even for ACOs that are not eligible for NCQA accreditation, the 

NCQA requirements outline best practices for ACO development. 

 

8 https://www.hhs.gov/sites/default/files/ppacacon.pdf 
9 The proposed Physician Fee Schedule Rule for 2020 is available at https://www.govinfo.gov/content/pkg/FR-2019-08-
14/pdf/2019-16041.pdf. 
10 https://www.ftc.gov/public-statements/2011/10/federal-trade-commission-department-justiceantitrust-division-statement 
11 CMS and the Office of the Inspector General have issued regulations and guidance waiving certain provisions for MSSP 
ACOs (see https://www.federalregister.gov/documents/2015/10/29/2015-27599/medicare-program-final-waivers-in-connection-
with-the-shared-savings-
program?utm_campaign=pi+subscription+mailing+list&utm_medium=email&utm_source=federalregister.gov and 
https://oig.hhs.gov/compliance/accountable-care-organizations/files/Additional-MSSP-Waiver-Guidance.pdf). 
12 https://www.ncqa.org/programs/health-care-providers-practices/accountable-care-organizations-aco/ 

https://innovation.cms.gov/initiatives/Pioneer-ACO-Model/
https://innovation.cms.gov/initiatives/Advance-Payment-ACO-Model/
https://www.ecfr.gov/cgi-bin/text-idx?SID=68a96465f312219930e7a6792dc6b4ff&mc=true&node=pt42.3.425&rgn=div5
https://www.federalregister.gov/documents/2018/11/23/2018-24170/medicare-program-revisions-to-payment-policies-under-the-physician-fee-schedule-and-other-revisions
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/SSP-Application-Reference-Manual.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/annual-certification-guidance.pdf
https://innovation.cms.gov/Files/x/AIM-RFA.pdf
https://innovation.cms.gov/Files/x/AIM-RFA.pdf
https://innovation.cms.gov/Files/x/nextgenacorfa.pdf
https://innovation.cms.gov/Files/x/cec-py2-rfa.pdf
https://www.hhs.gov/sites/default/files/ppacacon.pdf
https://www.govinfo.gov/content/pkg/FR-2019-08-14/pdf/2019-16041.pdf
https://www.govinfo.gov/content/pkg/FR-2019-08-14/pdf/2019-16041.pdf
https://www.ftc.gov/public-statements/2011/10/federal-trade-commission-department-justiceantitrust-division-statement
https://www.federalregister.gov/documents/2015/10/29/2015-27599/medicare-program-final-waivers-in-connection-with-the-shared-savings-program?utm_campaign=pi+subscription+mailing+list&utm_medium=email&utm_source=federalregister.gov
https://www.federalregister.gov/documents/2015/10/29/2015-27599/medicare-program-final-waivers-in-connection-with-the-shared-savings-program?utm_campaign=pi+subscription+mailing+list&utm_medium=email&utm_source=federalregister.gov
https://www.federalregister.gov/documents/2015/10/29/2015-27599/medicare-program-final-waivers-in-connection-with-the-shared-savings-program?utm_campaign=pi+subscription+mailing+list&utm_medium=email&utm_source=federalregister.gov
https://oig.hhs.gov/compliance/accountable-care-organizations/files/Additional-MSSP-Waiver-Guidance.pdf
https://www.ncqa.org/programs/health-care-providers-practices/accountable-care-organizations-aco/
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In order to receive NCQA accreditation, ACOs must meet comprehensiveness and size requirements as well as 

standards related to: 

• Structure and operations 

• Access to services 

• Patient-Centered Primary Care 

• Care management, coordination and transitions 

• Patient rights and responsibilities 

• Performance reporting and quality improvement 

To receive accreditation, ACOs must also monitor patient experience and up to 40 clinical quality and cost 

measures. ACOs with Level 2 accreditation must collect and report on those measures, and those with Level 3 

accreditation must meet performance or improvement expectations for the measures. 

NCQA ACO accreditation is available at three levels based on the ACO’s level of development. These level 

designations are static and ACOs may progress through them as they further develop and gain experience. 

Conclusion 
As states seek out ways to further stabilize insurance markets and Medicaid program, lower costs and improve 

the value of care, the triple aim of better outcomes for patients, better patient experiences, and lower costs serve 

as a guidepost. With CMS continuing to provide guidance about the future - whether it revolves around value-

based payment or something proposed in follow-up to the recent call for information from the CMS Innovation 

Center13 - the future of ACOs continues to be crafted within that broad federal context by states seeking the best 

care for their residents. It is the lessons states can learn from each other’s approaches and current and past 

federal programs that will help shape the next iteration of state approaches. 

 

13 The CMS Innovation Center issued an RFI that sought feedback “on a new direction to promote patient-centered care and 
test market-driven reforms that empower beneficiaries as consumers, provide price transparency, increase choices and 
competition to drive quality, reduce costs, and improve outcomes”; https://innovation.cms.gov/Files/x/newdirection-rfi.pdf 

https://innovation.cms.gov/Files/x/newdirection-rfi.pdf
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Appendix A: ACO Tracking Tool   

 

 ACO TRACKING TOOL  
 

 STATE PROGRAM OVERVIEW  

 

 

 Colorado (CO) 

Accountable Care Collaborative  

Organization (ACC),  

Regional Accountable Entities 

(RAEs) 

The ACC was developed by the Colorado Department of 

Healthcare and Financing (HCPF) in 2009 using a 1915b waiver 

in order to create an ACO system for Colorado Medicaid 

beneficiaries. Phase One of the ACC focused on coordinating 

health services and providing members with accessible and 

affordable primary care with the creation of RCCOs and BHOs.  

Phase Two streamlined this process by creating RAEs in order to 

place the responsibility for primary care coordination, network 

construction, and cost savings into one unit, combining the 

previous responsibilities of RCCOs and BHOs. 

 

 

 

 

Iowa (IA) 

Iowa Health Link 

Iowa has been in the process of transitioning from an ACO 

program to an MCO program called Iowa Health Link through a 

1915b waiver filed with CMS. This program uses the MCO 

provider network to deliver services that are covered under 

Medicaid to state residents who are eligible for Medicaid benefits. 

There are two state MCOs in Iowa, which are supported by the 

state through SIM Grant payments and have value-based 

payment contracts with the provider community. 

 

 

 

 

Maine (ME) 

Accountable Communities  

Care Program (ACC) 

The ACC program was launched in 2014 via the filing of a State 

Plan Amendment. The ACC created communities that were 

formed from groups of providers that had participated in the 

Medicaid Shared Savings program. ACCs provide insurance 

plans that are based off risk sharing models and are targeted 

towards Medicaid eligible Maine residents. 

 

 

 

 

Massachusetts (MA) 

MassHealth ACO Program 

The MassHealth amendment and subsequent extension of the 

1115 Demonstration waiver in November 2016 authorized an 

additional investment into Massachusetts ACOs. The 

Massachusetts ACO model provides integrated and coordinated 

care between state providers to lower costs and increase 

outcome accountability. Key policy goals include improvement of 

physical and behavioral health integration, maintenance of near 

universal coverage for Massachusetts residents and support for 

safety net hospitals. 

 

 

 

 

Minnesota (MN) 

Integrated Health  

Partnerships (IHP). 

The 2008 Healthcare Reform Act, which focused on improving 

health outcomes and lowering care costs, led to the creation of 

Minnesota's own Medicaid ACO system, the Integrated Health 

Partnership program. IHPs are intended for Minnesota Medicaid 

beneficiaries. These beneficiaries can enroll in one of the two 

types of IHPs, which both receive a quarterly population-based 

payment reliant on outcomes and quality measure performance. 

 



Innovative Approaches to Accountable Care 

Public Consulting Group, Inc. 10 

 

 

 

 

New Jersey (NJ) 

The New Jersey Medicaid  

ACO Demonstration Project 

In 2011, Governor Christie ratified a demonstration project to test 

the viability of Medicaid ACOs over a designated three-year span. 

New Jersey’s Medicaid ACOs collectively focused on treating 

high-need/high-cost patients while fostering development of 

competing healthcare delivery initiatives. This program was based 

on the Camden Coalition's population health focused plan and a 

tentative regional health hub model has been approved as the 

planned continuation of this program. 

 

 

 

 

Oregon (OR) 

Coordinated Care  

Organizations (CCO) 

Regional units called CCOs were established by a 1115 waiver to 

cut reduce overall costs for each Oregon Medicaid recipients. 

CCOs receive a fixed global budget from the state for the creation 

of alternative payment methods. Additionally, they are responsible 

for the full financial risk of each CCO member. The goal of the 

program is to decrease healthcare spending per member while 

improving overall health outcomes. CCOs allow for local 

innovation that can transform the overall delivery system and 

helps lower costs via alternative payment methods. 

 

 

 

 

Rhode Island (RI) 

Accountable Entities 

In 2015, Governor Gina Raimondo convened a workgroup to 

discuss transformation of Medicaid delivery and payment, which 

led to the creation of the Accountable Entity program through a 

1115 waiver. Each Accountable Entity contracts with a state MCO 

to provide care to Rhode Island Medicaid beneficiaries. Program 

goals include the gradual transition to fee for performance, a 

focus on value-based purchasing and total cost of care, 

accountability for population health outcomes and increased data 

utilization in care delivery. 

 

 

 

 

Utah (UT) 

Utah Medicaid ACO Model 

Utah’s Senate Bill 180 required the Department of Health to 

develop a proposal for an amendment to the state's Medicaid plan 

through the filing of a 1115 Waiver. This created an ACO model 

that provided Utah Medicaid recipients who are not dual eligible 

with the option to select or be assigned to an ACO in order to 

receive all standard Medicaid benefits at a lower cost. Utah ACOs 

receive capitated payments that are based off population risk and 

adjusted on six-month intervals. However, there is no payment 

withholding or downside risk involved. 

 

 

 

 

Vermont (VT) 

OneCare Vermont (also known 

as the Vermont  

All-Payer ACO model) 

In October 2016, Vermont signed a 1115 waiver to expand their 

Medicaid program via an All Payer ACO model. This enabled 

Medicaid, Medicare and commercial insurance agencies to 

contract with ACOs. The All Payer ACO program seeks to 

increase coordination among major state payers in order to 

capitalize on state specific flexibility in care delivery. It also 

increases benefits for Vermont Medicaid recipients. Lastly, the 

program supports providers as Vermont transitions from the 

utilization of fee for service payments to fee for performance 

payments. 
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Appendix B: Additional Resources  

National Research 

• National Association of ACOs State Summary 

• Center for Health Care Strategies- Medicaid ACO State Profiles 

• CMS State Innovation Model 

• Accountable Communities Program 

• Integrated Health Partnership Statistics 

• Medicaid Accountable Care Organizations Version 2.0 Underway in Minnesota and Colorado 

• ACO Summary Article (National Academy for State Health Policy) 

State Specific Research  

• PCMHs in CT – not the “shiny new toy” anymore but moving forward improving care, controlling costs 

• The Route to the RAES: Analyzing the Next Phase of Medicaid's Accountable Care Collaborative in 
Colorado  

• Iowa DHS ACO Fact Sheet 

• MaineCare's Accountable Communities Initiative  

• MA ACO Policy Brief 

• New Jersey Department of Human Services ACO Summary 

• Spending and Utilization Indicators in the New Jersey Medicaid ACO Distribution Project 

• Comparing State ACO Efforts in Oregon and Colorado 

• Oregon Coordinated Care Organizations 

• How Rhode Island Tackles Social Determinants of Health Through Its Accountable Entity Model 

• Utah ACOs and Medicaid 

• An Early Look at Vermont's Rollout of Its Value Based, Multi Payer "Next Gen" Model to Lower Costs and 
Improve Population Health 

• Vermont's Bold Experiment in Community Driven Health Reform 
 

 

 

https://www.naacos.com/medicaid-acos
https://housingis.org/sites/default/files/Medicaid-Accountable-Care-Organization-Programs-State-Profiles.pdf
https://innovation.cms.gov/initiatives/state-innovations-model-testing-round-two/
https://www.maine.gov/dhhs/oms/vbp/accountable.html
https://mn.gov/dhs/integrated-health-partnerships/
https://www.chcs.org/medicaid-accountable-care-organizations-version-2-0-underway-minnesota-colorado/
https://nashp.org/wp-content/uploads/2018/06/NASHP-ACO-Model-Issue-Brief-final-6_8_2018.pd
https://cthealthpolicy.org/index.php/2019/06/18/pcmhs-in-ct-not-the-shiny-new-toy-anymore-but-moving-forward-improving-care-controlling-costs/
https://www.coloradohealthinstitute.org/sites/default/files/file_attachments/ACC%20Phase%20Two_0.pdf
https://www.coloradohealthinstitute.org/sites/default/files/file_attachments/ACC%20Phase%20Two_0.pdf
https://dhs.iowa.gov/sites/default/files/IowaMedicaidTransition_for_ACOs.pdf?031120191437
https://www.mainequalitycounts.org/image_upload/Amy%202015.04.08%20pres%20to%20SIM%20DRS%20subcte.pdf
https://www.nj.gov/humanservices/dmahs/info/aco.html
http://www.cshp.rutgers.edu/publications/spending-and-utilization-indicators-in-the-new-jersey-medicaid-aco-demonstration-project
https://www.ajmc.com/newsroom/comparing-state-aco-efforts-in-oregon-and-colorado
https://www.pcpcc.org/initiative/oregon-coordinated-care-organizations-ccos
https://nashp.org/qa-how-rhode-island-tackles-social-determinants-of-health-through-its-accountable-entity-model/
http://www.ncsl.org/documents/summit/summit2013/online-resources/dpattonls13.pdf
https://nashp.org/wp-content/uploads/2018/06/NASHP-ACO-Model-Issue-Brief-final-6_8_2018.pdf
https://nashp.org/wp-content/uploads/2018/06/NASHP-ACO-Model-Issue-Brief-final-6_8_2018.pdf
https://www.commonwealthfund.org/publications/case-study/2018/may/vermonts-bold-experiment-community-driven-health-care-reform?redirect_source=/publications/case-studies/2018/may/onecare-vermont

