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Introduction

The United States has shown that higher health care spend-
ing does not guarantee better health outcomes. Despite
consistently leading the world in health care spending per
capita, U.S. population health outcomes are poor (Papa-
nicolas et al., 2018). Compared to ten other high-income
countries in the Organization for Economic Co-operation
and Development (OECD), the U.S. has the lowest life ex-
pectancy, the most significant burden of chronic disease,
and the highest rate of preventable deaths (The Com-
monwealth Fund, 2019). Furthermore, the accompanying
growth in the utilization of patient cost-sharing mechanisms
(e.g., high deductible health plans), significant treatment in-
tensity associated with care delivery, and high unit prices
for health care services have translated into a high preva-
lence of medical burden, with 100 million Americans (41%
of adults) saddled with medical debt (Stephenson, 2022).
There is a growing consensus that innovations in payment
models and sustained investments in the social determinants
of health (SDoH) are imperative for improving community
health and health equity.

Community health is “the health status of a defined group
of people and the actions and conditions, both private and
public (governmental), to promote, protect, and preserve
their health” (McKenzie et al., 2005). Many areas of the
U.S. experience poor community health, exemplified by
gaps in life expectancy of more than 20 years between
neighborhoods within U.S. cities. Health equity is achieved
when “everyone has a fair and just opportunity to be as
healthy as possible. Attaining health equity requires ad-
dressing obstacles to health such as poverty, discrimination,
and their consequences, including powerlessness and lack
of access to good jobs with fair pay, quality education and
housing, safe environments, and health care” (Braveman

et al.,, 2017). The evolving COVID-19 pandemic has re-

vealed the intersection of community health with health eq-
uity. Many communities experienced a lack of workplace
protections, inadequate income, unsafe environments, and
lack of access to needed health care, leading to profoundly
inequitable outcomes, including mortality (Magesh et al.,
2021; Samuel et al., 2021; Sze et al, 2020; Vasquez
Reyes, 2020).

An essential dimension of both community health and
health equity is racial justice. Many populations with poor
health outcomes and inequitable access to health care
services are also communities of color. These communities
have also experienced centuries of discriminatory practices
in health, education, employment, income, and criminal jus-
tice systems.

In recent years, there have been an increasing number
of commitments from policy makers to advancing com-
munity health outcomes, health equity, and racial justice.
New leadership at the Centers for Medicare & Medicaid
Services (CMS) has embraced health equity as a strategic
goal and has begun to orient payment models to its ad-
vancement (Seshami and Jacobs, 2022). The recently pub-
lished CMS Innovation Center Strategy Refresh affirmed
the advancement of health equity as a strategic objective.
CMS has sought comments and ideas from a wide variety
of stakeholders (CMS, 2021).

In the present paper, the authors propose an innovative
payment model that realigns incentives across the neces-
sary stakeholders, programs, and payments in metropolitan
areas to advance community health and achieve health
equity.

This paper is organized into a background section and
a model proposal section. In the background section, we
describe the relevance of existing and emerging payment
systems to community health and health equity. In the model
proposal section, we propose a global payment model
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with community health and health equity as its organizing
features (hereafter, “the global equity model” or “GEM”).
“Global” within this context refers to a form of cost control
characterized by setting a cap on the totality of a health sys-
tem’s revenue across inpatient, emergency department (ED),
and outpatient sites of care.

Existing Reimbursement Frameworks and
Their Relationship with Community Health
and Health Equity

Introduction

Prevailing payment models have failed to address health
equity issues directly while, in some cases, perpetuating
distorted incentives that entrench and propagate health dis-
parities. Recent payment innovations have shown promise
and provide an important foundation for even more ambi-
tious payment models that improve community health and
equity as a fundamental objective.

Fee-for-Service

Still, the most widely used payment framework in the U.S.,
fee-for-service (FFS), is poorly aligned with good health
outcomes (Zuvekas and Cohen, 2016). It incentivizes pro-
viders to deliver as many high-margin services as possible
to maximize reimbursement (Zuvekas and Cohen, 2016).
Consequently, inefficiencies result from waste and low-val-
ve care, which are disproportionately delivered to socially
vulnerable (low socioeconomic status, uninsured, non-Eng-
lish speaking) and racially diverse populations (Schpero
et al., 2017). There is generally little financial incentive for
providing preventive and wellness services and even less for
collaborations that address health equity. In FFS, as social
vulnerability and disparities worsen health, the amount of
low-value and wasteful services provided in the highest cost
setting (i.e., acute care hospitals) increases, setting in mo-
tion a perverse set of incentives that increases revenue for
health care providers and organizations while continuing to
provide inadequate health care services to the population.
Thus, FFS also incentivizes a de-investment in low-income
communities and further exacerbates health disparities.

Alternative Payment Models

In response to the poor health outcomes associated with
care delivery for the American people, policy makers and
payers have sought to control costs and improve health by
leveraging alternative payment models (APMs) to increase
provider accountability for cost and outcomes (Nussbaum
et al., 2018). Many APMs, however, do not have a strong
track record of advancing health equity. APMs generally
reward or penalize health care organizations based on the
costs and outcomes for a set of attributed patients. Unfortu-

nately, the accountability metrics for current APMs do not
include health equity. Furthermore, the current mechanisms
for determining patient attribution and reimbursement under
many existing APMs have, in many cases, undermined or-
ganizations that serve populations burdened by health dis-
parities. In the succeeding subsections, we briefly describe
common APMs and their relationship to health equity.

Bundled Payments

There are two main types of bundled payment models:
retrospective and prospective. Under the retrospective
system, providers continue to bill under FFS but track their
costs against a pre-determined benchmark (“target price”).
Payers will reimburse providers up to the benchmark if they
spend less than the target (Offodile et al., 2019). If providers
exceed the target price, they become liable to payers for
the overruns. Under the prospective payment model, pay-
ers make a single up-front payment for an entire episode of
patient care. If providers spend more on the episode than
they receive reimbursement for, they generate a financial
loss (Offodile et al., 2019). Conversely, providers obtain
savings if costs fall under budget.

In both models, quality metrics (e.g., risk-adjusted 30-
day readmissions) serve as guardrails against the provi-
sion of inappropriate care. These design features of bun-
dled payments create an incentive for providers to reduce
spending while preserving quality. Associated clinical qual-
ity improvements can also help address health disparities
while maintaining the incentives to reduce costs. At least one
prominent bundled payment model, the Comprehensive
Care for Joint Replacement (CJR) model, reduced the gap
in hospital readmissions and post-acute care discharges be-
tween Black and White patients undergoing knee and hip
replacement (Kim et al., 2020).

However, these models do not incentivize primary and
secondary disease prevention and are inadequate for pro-
moting health equity broadly. Even in the CJR model, over-
all outcome disparities remained in the program (Kim et al.,
2021). Likewise, since the underlying payment mechanism is
still rooted entirely in FFS, this model has limited opportunity
to impact overall spending and redirect resources to health
improvement.

Comprehensive Primary Care Model

The Comprehensive Primary Care Plus model is an APM
that aims to strengthen the provision of primary care. In
this model, practices receive a blended reimbursement
that entails (1) a standard FFS payment component, (2)
an incentive-based payment conditional on meeting clini-
cal performance and patient experience targets, and (3)
a quarterly payment per beneficiary per month. Unfortu-
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nately, meeting the program performance benchmarks and
objectives required for reimbursement has been challenging
for low-resourced and low-capacity practices (such as fed-
erally qualified health centers) that serve socially vulnerable
communities, limiting their participation (Fraze et al.,, 2018).
In general, payment models that use absolute performance
targets effectively create high barriers to entry for practices
in communities with high social risk, exacerbating the health
equity divide. In addition, because primary care practices
are often financially strapped, the potential to generate
significant investments in prevention through these models
alone is limited.

Traditional Accountable Care Organizations

In this model, provider networks called accountable care
organizations (ACOs) assume responsibility for the totality
of care for a set of attributed patients. Patients are attributed
to ACO:s if participating providers deliver a plurality of the
evaluation and management services over a year. ACOs
receive shared savings payments if they can successfully
limit attributed patient spending below a benchmark while
improving quality. Unfortunately, ACOs can sometimes
“game” or circumvent the system by referring patients with
substantial comorbidities to external non-ACO providers to
avoid responsibility for their health and spending (Markovitz
etal., 2019). To the extent that they can influence the attribu-
tion and reimbursement process, ACOs have little incentive
to address health disparities. The ACO model can support
more integrated care for patients. However, beneficiaries
served by more extensive health care provider networks,
including ACOs, are more likely to be White and have less
social vulnerability (Anderson et al., 2014). Moreover, inte-
gration of care with social services has been demonstrably
low among early ACO adopters due to a lack of data, lim-
ited partnerships with community-based organizations, and
the absence of sustainable funding (Murray et al., 2020).
Together, these factors could explain why ACO-attributed
populations have less diversity than the general Medicare
population (Lewis et al., 2017). There is also evidence that
ACOs often form in areas characterized by fewer Black
patients, lower uninsured rates, fewer patients from lower
socioeconomic backgrounds, and fewer patients without
advanced education. Correspondingly, ACOs with a high
representation of minority patients have also been shown
reproducibly to perform worse on quality metrics, indicat-
ing that traditional ACOs are inadequate to impact existing
health disparities (Lewis et al., 2017; Yasaitis et al., 2016;
Lewis et al., 2013).

The CMS ACO REACH Model
ACO REACH is a new APM that incorporates equity-based

model elements. It refocuses previous benefit design, up-
front payments, governance, data sharing, and provider se-
lection to include additional consideration for equity. ACO
reach also requires ACOs to create specific health equity
plans. Health equity plans are roadmaps describing how
ACOs will work to provide resources and services in un-
derserved communities to reduce local health disparities in
ACO catchment areas. ACO REACH also requires partici-
pating providers and at least two beneficiary advocates to
serve on the board. Finally, ACO REACH will have greater
oversight and vetting of model participants by CMS. Model
participants include standard Medicare Shared Savings
Program ACOs, new entrant ACOs (organizations that
have not typically provided services to Medicare patients),
and high-needs population ACOs (ACOs with a history of
serving high-needs Medicare populations). Participating
providers participate in one of two voluntary risk-sharing
agreements: (1) the Professional with 50% shared savings/
losses and a monthly risk-adjusted primary care capitation
payment, and (2) the Global with 100% savings/losses
having either a monthly risk-adjusted primary care capi-
tation payment or a total care capitation payment for all
covered services. The new ACO REACH model takes an
essential step toward incorporating equity considerations
info value-based payment. However, the equity design el-
ements in this model are still not directly tied to cost and
quality performance. Future payment reform is needed to
ensure payment for equity improvement becomes a central
component of APM.

Accountable Health Communities

In 2017, CMS introduced the Accountable Health Commu-
nities (AHC) Model. The idea was to expand the unit of risk
to allow for community-level innovation and shared com-
munity resources to reduce health resource utilization and
improve outcomes by providing screening services, naviga-
tion assistance, and community provider referrals to socially
vulnerable Medicare and Medicaid beneficiaries. After its
first three years, an evaluation showed the model to be as-
sociated with a 9% reduction in emergency room (ER) vis-
its (CMS, 2020). Unfortunately, the program did not lead
to net savings on medical expenditures and only fulfilled
health-related social needs in 15% of cases (CMS, 2020).
Still, the AHC provides evidence of the potential for future
payment systems to become more oriented to non-medical
causes of poor health.

Advancing Health Equity

Advancing Health Equity is a new initiative designed with
equity as a central focus. This effort is a partnership between
the Robert Wood Johnson Foundation, the Institute for Med-
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icaid Innovation, the Center for Health Care Strategies, and
the University of Chicago. The initiative works with Medicaid
agencies, Medicaid managed care health plans, and health
care organizations to help design value-based payment
(VBP) models that support health care delivery transforma-
tions and incentivize the reduction of health and health care
disparities (Patel et al., 2021). Learning collaboratives and
strategic partnerships like Advancing Health Equity repre-
sent an important step to finding solutions to the current lack
of equity-based incentives in health care payment models.
However, it may prove challenging to achieve their goal of
building upon the existing chassis of VBP models that have a
long history of failing to improve health equity.

The CMS Health Equity Action Team

In response to recent calls for new APMs to focus on improv-
ing equity, CMS has created the Health Equity Advisory
Team (HEAT) in collaboration with the Health Care Payment
Learning & Action Network. HEAT focuses on benefit and
payment redesign that rewards providers and health care
organizations for addressing community SDoH that lead to
health inequity. Its general mission is to empower private
and public payers, providers, community organizations,
and members of the community to identify causes of local
health inequity and work together to create patient-centered
and culturally appropriate interventions.

Risk Adjustment and Alternative Payment Models
Risk adjustment is a statistical process that updates quality
performance and reimbursement based on specified attri-
butes of the population. One purpose of risk adjustment is to
ensure that hospitals and health clinics treating patients with
complex medical and social needs are not unfairly penal-
ized or rewarded because of the characteristics of the pa-
tients they serve. In recent years, there has been a vigorous
debate over the use of risk adjustment for social factors in
APMs (Joynt et al., 2017). Some have argued for risk adjust-
ment because it allows for more fair competition and com-
parison between health care organizations. The argument is
that those that take care of more populations experiencing
more significant inequities but achieve comparable results
deserve similar rewards. However, such an approach treats
social risk factors as disease conditions rather than charac-
terizing them as modifiable factors for the model itself.

For this reason, others argue against risk adjustment on
the grounds that all health care organizations should be
held to the same standards. This perspective reflects concern
that risk adjustment efforts will lead to comprehensive efforts
to assess risks (and thus improve reimbursement) but fewer
incentives to reduce risks. However, the challenge remains
that organizations serving communities with significant so-

cial risks often have worse health outcomes and fare more
poorly in unadjusted models (Baker et al., 2021).

An alternative approach to the question of social risk ad-
justment is from the vantage point of community health and
health equity. This perspective is underpinned by a central
question: What is the best approach to addressing social
drivers of poor community health? One method is to provide
greater up-front and bonus payments to health care organi-
zations that serve low-income communities and meet stan-
dard metrics (Jaffery and Safran, 2021). Another approach
is to focus on community health outcomes and reward health
care systems that make progress in reducing historical levels
of illness and disease in their communities.

Global Payment Models

Global payment models aim to incentivize health care sys-
tems to improve the health of their communities. Under this
paradigm, payers provide health systems with fixed pay-
ments to deliver care for a specified period to a predefined
patient population, generally everyone in a clearly identi-
fied geographic area. These models reduce the reliance on
service volume to drive revenue by making revenue more
predictable. Moreover, emerging global health system pay-
ment models have demonstrated the potential to focus on
core measures of community health at the population level
(Murray, 2009).

Maryland’s Global Model

The evolution of hospital paymentin Maryland is an example
of how global models can be integrated into existing pay-
ment structures. Since the 1970s, Maryland has operated
under an all-payer rate-setting system where the rates for in-
dividual services in each hospital are the same for all payers
(i.e., Medicare, Medicaid, and commercial). A Medicare
waiver in the Social Security Act exempted Maryland from
the prospective payment systems that determined the rates
of hospital care elsewhere in the country and allowed the
state to set its rates (CMS, 2019; Murray, 2009). A global
payment model was initiated in Maryland in 2014 through
a shift in hospital payments from fixed rates to flexible rates
that meet an annual all-payer budget amount that encom-
passes all care sites (inpatient, outpatient, ER).

The primary goals of the model were to improve the qual-
ity of care, measured by outcomes such as rates of 30-day
hospital readmissions and potentially preventable compli-
cations, and control Medicare costs compared to national
trends (CMS, 2019). The addition of the Care Redesign
Program in 2017 provided optional pathways to improve
the efficiency of hospital care and encourage collabora-
tion between hospitals and community-based providers.
The independent evaluation conducted for the Center for
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Medicare and Medicaid Innovation (CMMI) found sav-
ings for Medicare of nearly $1 billion in the model’s first
four and one-half years (CMS, 2019). Likewise, there were
accomplishments in reducing avoidable admissions. For ex-
ample, admissions for ambulatory care-sensitive conditions
decreased by 6.7% for Maryland Medicare beneficiaries
and 6.1% for commercial plan members relative to com-
parison groups. Lastly, the differential effects of early global
payment model implementation on vulnerable Medicare
populations (dual eligibility, disabled, non-White, and ru-
ral) were recently examined (Masters et al., 2022). In sum,
dual-eligible, disabled, and high comorbidity burden {i.e.,
multiple chronic conditions) beneficiaries were associated
with greater reductions in acute care utilization and expen-
ditures than their counterparts. This suggests that care rede-
sign activities initiated in response to the Maryland global
budget may have prioritized these high social need, high
acute beneficiary populations.

Maryland transitioned to a Total Cost of Care (TCOC)
model in 2019, through which Maryland committed to cost
goals for inpatient and outpatient care (Matematica, 2021).
This model’s inclusion of non-hospital providers and the ad-
dition of the Maryland Primary Care Program expanded on
the progress of its predecessor (Matematica, 2021). Hos-
pitals stand to benefit as preventable admissions in their
catchment areas decline. As a result, they have the flexibility
to reinvest savings under the global model rather than los-
ing revenues under an FFS system. Furthermore, Maryland
is using incentives in the TCOC model to focus on reducing
the incidence of diabetes, overdose, maternal mortality, and
childhood asthma at the population level.

In 2021, Maryland and CMMI added a Statewide Inte-
grated Health Improvement Strategy to the TCOC Model,
introducing targets for disparity reduction and other speci-
fied population health and outcomes targets.

Pennsylvania’s Global Model

In Pennsylvania’s Rural Health Model, launched in 2017,
participating rural hospitals received a fixed budget to cover
expenses from annual inpatient, ED, and outpatient servic-
es, with the expectation that they meet quality performance
targets. The model’s objective is to provide rural hospitals
with financial stability while simultaneously improving rural
health care quality and community health metrics (CMMI,
2021b). A fundamental requirement of participation in the
model is that each hospital establishes a Rural Hospital
Transformation Plan. These plans detail how hospitals will
work with local stakeholders and communities to enhance
access to care and address population health. Several focus
areas of the program include improved care coordination,

medication management, palliative care, enhanced prima-
ry care, specialty care, and care management for chronic
conditions, opioid use disorder treatment and overdose pre-
vention, geriatric wellness, and weight management and
healthy eating.

Vermont’s Global Model

The State of Vermont is in the fourth year of collaborating
with the federal government to shift Medicare payment
incentives from rewarding volume under a traditional FFS
model to a single state ACO. Like Maryland’s All-Payer sys-
tem, Vermont's All-Payer Accountable Care Organization
Model Agreement aims to reduce spending by emphasiz-
ing preventive care, more collaboration between providers,
and investment in population health (CMMI, 2021b). Un-
like Maryland, Vermont's ACO model uses payer-specific
benchmarks for atftributed populations rather than an all-
payer global payment. The main focus areas include de-
creasing chronic disease prevalence, lowering overdose
and suicide rates, and increasing access to primary care.
The model has made significant progress toward improving
these areas and has also produced reductions in Medicare
spending and improved the health of Vermont's population,

including the uninsured (CMMI, 2021a).

The Global Equity Model (GEM)

Introduction

U.S. communities that experience health care inequities gen-
erally account for a disproportionate share of health care
costs; in these areas, the nation spends more, but residents
are less healthy (Laveist et al., 2011). This dilemma reflects
the high cost of the health and financial impacts of the SDoH
as well as poor access to preventive and community-based
services. When fragmented and inequitable care leads to
excessive reliance on ERs and hospital clinics, fewer com-
munity resources are available to support preventive care,
creating a vicious circle.

Therefore, the authors propose GEM, a payment frame-
work focused on improving community health and health
equity. The goal of the GEM is to reduce preventable illness
and associated costs and use the savings to support atten-
tion to upstream social drivers of health, creating a virtuous
circle.

This section provides an overview of the GEM concept.
GEM should be implemented in areas experiencing sub-
stantial inequities in health (“health equity regions”). Eligible
areas should be geographically contiguous and character-
ized by the following criteria: (1) a high concentration of
health disparities relative to state or national levels (e.g.,
lower life expectancy, higher maternal mortality, higher in-
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cidence of diabetes) and (2) area-level economic depriva-
tion. These areas are likely to be characterized by high per
capita costs to the Medicare program due to high levels of
preventable hospitalization (Khullar et al., 2020). This geo-
graphic location might include a single county, an amalga-
mation of counties, or a collection of zip codes. The key is
that the geography is of sufficient size, scope, and relevancy
to serve as a market for health systems.

In this region, the GEM should (1) reorganize payments
for health systems through global payments, (2) incorporate

Global
payments

Community-led
governance

a robust primary care model, (3) engage and empower
the community through a health transformation plan and
shared governance, and (4) be accountable to meaningful
outcome metrics (see Figure 1). Under this framework, the
success or failure of the health care system should be deter-
mined by measures of increasing health and health
equity—the health of populations served, reductions in
health care disparities, and creation of opportunities for
health and well-being.

Primary care
model

Meaningful
outcomes

Figure 1 | Conceptual Framework of the Global Equity Model

SOURCE: Created by authors.

ment model?

al., 2020).

model. For example, these questions may include:

Does our health system have the nec-
essary infrastructure to succeed?

BOX 1 | Questions and Answers about the Global Equity Model

1. How can policy makers overcome potential health system concerns about a global pay-

Many health systems will be attracted to the advantages of a global payment model, including predictable pay-
ments that permit the reorganization of care to align with community health and equity. From a financial point of
view, global budgets in Maryland were associated with higher hospital operating margins (Haber et al., 2019),
and Maryland’s system was able to protect hospital finances from extreme shocks during the pandemic (Levy et

Nonetheless, it is anticipated that some health systems will have questions and concerns about a global payment

Concern GEM Response

The GEM calls for technical support and up-front payments to help
health systems identify and use opportunities to transform care delivery.

Will our health system be able to
succeed under new incentives?

The GEM calls for the phasing in of financial incentives so that health
systems have programs well underway before facing downside risk.

Will the administrative agency be
able to oversee this program effec-

tively?

The GEM calls for federal and state oversight of the agency, with a strong
and inclusive governance process.

Continued on next page
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A significant educational and outreach effort will be needed to elicit and respond to questions and concerns from
health systems to encourage their participation.

2. How can value-based payments for health systems and primary care be provided simul-
taneously within a GEM?

A common challenge in value-based care is that the incentives of different programs can compete with one an-
other. For the GEM, as preventable admissions fall, a question is how to apportion the savings between health
systems (through their global budgets) and primary care providers (through value-based payments).

In the short term, the primary care model should offer up-front support to practices for care transformation and
improved outcomes. Over time, as reductions in preventable illness and admissions generate substantial savings

for health systems, it will be important to integrate incentives through the model administration and governance
process. In Maryland, global budgets coexist with a strong primary care model.

In the GEM, savings should also be used to reinvest in prevention through social determinants of health. The steer-
ing committee and health transformation plan will create regular opportunities for assessing available resources
and determining key investments.

3. Can the GEM work where there are many uninsured?

In theory, yes. In regions where many are uninsured, there are often substantial “extra” payments to acute care
institutions on top of fee-for-service reimbursements, such as disproportionate share hospital payments. These
payments often depend on hospital volume, reinforcing the same perverse incentives as standard fee-for-service
reimbursement. In the GEM, global budgets will incorporate these extra payments, freeing health systems from
the fear of declining admissions and encouraging them to invest in health care and social service interventions
focused on prevention.

In practice, the answer is not so simple. Whether reorganizing extra payments will be sufficient will depend on
specific local circumstances. Profound underfunding of health care institutions is difficult to address through the
rearrangement of existing funding streams.

For this reason, the GEM is best positioned to succeed without substantial additional infusions of appropriated
funds where there are high rates of Medicaid coverage, particularly through Medicaid expansion and state pro-
grams that provide coverage to individuals who are not documented.

4, Will the GEM have effects outside the health system?

Yes. The goal of the GEM is improvement in community health and health equity, which requires progress outside
the health system. There are multiple pathways to success, including:

e The GEM'’s fundamental restructuring of payments to large health systems should incentivize their engage-
ment in social factors driving health. These systems will now benefit financially as preventable iliness declines.

* The GEM’s community-led steering committee should oversee the development of a health transformation

plan that can leverage savings from the health care system info specific investments in social determinants
of health.

* The health care system’s focus on specific outcome metrics with a broadly inclusive governance process
should facilitate alignment with other areas of social policy across local community-based organizations
and philanthropies, state agencies, and the federal government.

Continued on next page
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5. State initiatives such as CCOs in Oregon or the Medicaid waiver in Massachusetts are
working toward similar goals by integrating accountability and social risk factors into
APMs. How is the GEM approach different?

These are excellent models and examples, but there is a need to expand efforts on an all-payer basis. State
efforts have been primarily centered on the Medicaid populations. By expanding to incorporate nearly all of
a health system'’s revenues and patients, greater transformation away from fee-for-service dependency can be
achieved, thereby increasing investments and focusing efforts on population health and health disparities.

6. Maryland’s fee-for-service payment levels for hospitals are substantially higher than the
CMS Prospective Payment System rates. How is this consistent with achieving savings for
governmental purchasers?

Maryland’s rate-setting system and waivers were initiated in the 1970s when Medicare and private payment
rates were closely aligned with costs. Cost shifing among payers was not permitted. Over time Medicare’s
payment-to-cost ratio for hospitals has deteriorated, resulting in payment levels well below cost. At the same
time, payments by private payers have dramatically increased well above cost. Many sources documented this
progression outside of Maryland, including a recent report from the Congressional Budget Office (2022).

Under the All-Payer Model and Total Cost of Care Model, Maryland committed to bringing down costs to Medi-
care on a per capita basis. The movement of hospital payments away from fee-for-service to global payments
has enabled cost savings on a per capita basis for Medicare without cost shifting to private payers through 2019.

Hospitals entering a new global payment model outside of Maryland would initiate the model at current pay-
ment levels for each payer. By moving away from a fee-for-service payment construct, the dependency on ever-
increasing volumes to cover costs would be alleviated, creating savings to be invested in improving the health of
the population and reducing disparities. Fee-for-service rate levels may increase, but the model design is focused
on holding down increases in per capita spending.

The GEM will not solve all the existing payment disparities where safety net hospitals are underpaid relative to
peer hospitals serving a higher proportion of private payers. Addressing overall payment disparities will need to
be tackled separately, considering the varying conditions at state and local levels.

7. How would the revenue budget/rates be set for physicians included in the global pay-
ment? How do global payments impact patient choice?

Conceptually, physician payment levels/rates would be developed consistently with the related hospital budget,
based on historic payment levels trended forward. Ideally, physicians would be provided opportunities to partici-
pate in aligned value-based arrangements. It may also be beneficial to consider supplements in payment levels
for community-based physicians in safety net systems, as Medicaid often relatively underpays physicians, and
Medicare rates are lower than private pay levels (Mann and Striar, 2022). See How Differences in Medicaid,
Medicare, and Commercial Health Insurance Payment Rates Impact Access, Health Equity, and Cost regarding
the impact on health equity and safety net systems.

This payment disparity can lead to lower community-based access and higher costs because health systems must
step in to provide needed services through hospital-based clinics instead of community settings. If supplemental
physician payments were proactively addressed during GEM implementation, community-based access would
lower costs as services shifted to a more cost-effective setting.

Continued on next page
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8. How do global payments impact patient choice?
GEM does not propose in any way to limit patient choice of providers.
9. How can GEM support community health workers (CHWs)?

Community health workers and their ability to deliver culturally competent care are key to community engagement
and equity-based, patient-centered clinical transformation. Although discussions about financing for community
health workers are beyond the scope of our proposal, the GEM can leverage a similar payment framework to
Massachusetts Medicaid, which provides capitated payment for services from community health workers. As part
of the GEM, a special financial program can be created whereby all participating insurers pay into a fund that
can be allocated toward CHWs.

10. Is a GEM politically realistic?

Yes. The current administration-wide focus on equity provides the necessary tailwind to advance an equity-first
payment paradigm built on successful payment reform and community collaboration models. Recent activity by
both CMS and commercial payers is consistent with this direction. The GEM, by design, also addresses accelerat-
ing health care costs, another top policy priority.

11. How can commercial payers be encouraged to participate in the GEM?

A mature GEM should operate within an all-payer environment to ensure that the necessary incentives are
aligned for the clinical transformation of health systems. Commercial payer participation can be encouraged
through early engagement, explanation of the financial benefits of global budgets, and, eventually, requirements
set at the state and local levels.
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Component 1: Organization of Health System
Payments in the GEM Program

All large health care systems within the health equity region
should receive a global payment to cover care provided
to the region’s residents. The payment model should, at a
minimum, include publicly insured (including Medicare and
Medicaid) and uninsured/self-pay individuals, who repre-
sent a majority of patients. Medicare Advantage participa-
tion will be especially crucial given its projected enrollment
over the next decade, strong bipartisan and bicameral sup-
port of the program, and high participation rates in many
areas where health disparities are prevalent (Agarwal et
al.,, 2021). Private sector purchasers (i.e., self-insured em-
ployers), state employee health plans, health insurance
exchange participants, and commercial payers should be
added to the model as early as possible to ensure the neces-
sary harmonization of performance metrics and population
base required to drive clinical transformation is in place.

Initial Payment Amount

Health systems would receive a global payment for the care
of residents who live in the region. The payment amount
for each health system should be proportionate to service
utilization, patient volume, and past revenue. Adjustments
should be made to the initial payment amount to account
for historical underpayment and under-resourced health
systems. The latter can be identified by quantifying relative
operating losses in the pre-model period relative to state or
national averages, accounting for pre-model payment lev-
els relative to cost. The initial health system payment amount
should include supplementary payments and subsidies to
sustain safety net health systems.

One-Time Foundational Payments to Health
Systems
Beyond the global payment for health services, the model
should provide one-time payments to support investments
in infrastructure to support equity-based transformation in
financially vulnerable institutions. These investments might
include information technology and care management
infrastructure. To finance these payments, CMS could use
funds anticipated to be saved throughout the GEM program
or identify the funds from outside the model for the explicit
purpose of building capacity for equity. For example, Med-
icaid waivers and funding should be optimized, and grant
funding or low-interest, forgivable loans may be provided
through Health Resources and Services Administration.
These payments should be coordinated with additional
resources for community organizations to address SDoH,
including housing stability, food insecurity, and transporta-

tion. The federal government could coordinate the work of
multiple departments to achieve this initial investment.

Payment Adjustments

Adjustments to health system payments should be made an-
nually to account for changes in the size of the local popu-
lation, wages, inflation, and unanticipated shifts in patient
volume for services that are part of the global payments.
As in the Maryland all-payer model, quality and outcomes-
based payments should be made annually. Inflation adjust-
ments should reflect the anticipated growth in the market
basket of health care inputs. Quality and outcomes-based
payments should be aligned with the model’s objectives of
improving population health, reducing disparities, and re-
ducing avoidable utilization and costs. Payment adjustments
should facilitate the transition of resources to investments in
community health services and the SDoH.

What Is in and What Is Out

The global payments for health systems should cover, at a
minimum, all inpatient and outpatient hospital revenues for
the population in the health equity region. Professional fees
for some provider groups, such as hospital-employed physi-
cians, can also be incorporated into the health system pay-
ment amount. Including only some physicians in a global
payment may create significant challenges due to physician
employment trends and shifts in service mix. Still, there is
some precedent for physician reimbursement through hos-
pital payments, as in the case of Critical Access Hospitals,
with billing for specific physicians included in the hospital’s
claims.

Implementation

There are two options for establishing and implementing
global budgets for health systems. The first would be to
use the Medicare rate system as the underlying account-
ing framework. Essentially, each participating payer would
pay Medicare rates, adjusted by an agreed-upon multiplier.
Medicare rates would then be adjusted in tandem up or
down over the year so that the intended revenue reaches
the hospital.

This approach has several advantages. First, it would pro-
vide for the correct revenue during the fiscal year, avoid-
ing the need for a complicated reconciliation process at the
year’s end. Second, it would clarify how Medicare Advan-
tage plans and other smaller payers can participate; each
would get a multiplier that would determine the rates to be
paid. Third, it would support rational billing for the unin-
sured. The uninsured would be charged an allowed price
with a multiplier that mirrors the Medicare rate, subject to
charity care policies. In the setting of global revenues and
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multipliers, it would be anticipated that a significant fraction
of billings for the uninsured would not be paid.

As preventable admissions decline, the corresponding
rise in rates might be excessive. In this scenario, dividing
payments into payments for investments in community health
initiatives and rates related to clinical care costs might make
sense.

The second option would be for Medicare, Medicaid, and
private payers to provide fixed payments for the covered
services and enrollees, adjusted for changes in membership
and shifts of services among health systems. Such a fixed
payment approach would have some potential appeal for
administrative simplicity. Still, without a specific rate struc-
ture, it might be more challenging to require and secure the
participation of Medicare Advantage and Medicaid man-
aged care organizations on equal footing with other pay-
ers. Additionally, this second option would require periodic
reconciliation and settlements. Regardless of the approach
for implementing global budgets, hospital margins should
be driven by growth in operating expenses against the fixed
health system revenues and performance concerning effi-
ciency, quality, and equity-based metrics.

Patients Outside of the Geographic Area

Many health systems have a stable number of patients seek-
ing care outside their local communities. Incorporating pay-
ments for these patients in the GEM program is unnecessary.
It would be possible for the GEM program to include rev-
enue for these patients in the global payment. Close moni-
toring of trends is important in this case to avoid undermin-
ing the program. This share of the global payment budget
should increase or decrease based on patient volumes from
outside the health equity region except for volume reduc-
tions for avoidable use.

Total Cost of Care
The GEM program should closely monitor the per capita to-
tal cost of care for people in the health equity region, includ-
ing the share of their care delivered outside the region. If the
total cost of care exceeds a pre-specified benchmark, an-
ticipating long-term savings, further investigation and modi-
fications to the model should be considered. Health systems
should receive a payment adjustment for a total cost of care
performance, but it should be limited to a modest percent-
age of payments while health systems adapt to global pay-
ments, with the rate growing after the fifth year of the model.
As the costs stabilize over the first several years, benchmarks
for the total cost of care can be updated.

Vigilance will be necessary to reach the total cost of care
goals. Shifts of services from hospitals to non-hospital set-
tings must not generate duplicate expenditures. Caution

should be taken to avoid excessive expense growth outside
the health system payment, such as post-acute care. Unjus-
tified variation in use relative to adjusted historical trends
might be accounted for via adjustments to global payments
if the growth was due to cost shifting.

Patient cost-sharing liability should be closely associated
with a total cost of care performance. Meaningful reduc-
tions should also be translated to lower out-of-pocket cost
obligations across all types of health care services, includ-
ing inpatient facilities, ED visits, and other hospital outpatient
departments and professional services.

Specialty Care

GEM should also entail accountability for the cost and out-
comes associated with specialty care. For specialty provid-
ers employed by or affiliated with health systems, the GEM
should track the cost of treatment episodes across all sites of
care and span diagnosis to treatment to recovery. Modeled
after the Bundled Payment for Care Improvement program,
GEM-participating hospitals should be able to select from
multiple condition-based clinical episodes and receive ad-
ditional payments if total 90-day episode-based costs of
care fall below peer benchmarks.

Savings Calculation
By reducing preventable illness, the GEM program should
generate a favorable and consistent savings calculation
against benchmarks for participating health care systems
over time. This will engender a positive feedback loop with
the community via investments in the community, non-pri-
mary care services, and programs fo support equity-based
care transformation. The model should calculate such sav-
ings up-front within the Medicare program by comparing
Medicare-per-beneficiary total hospital cost growth rates
between participating regions and matched geographical
catchment areas or national spending trends. Through the
community-led governance process described below, the
GEM program should facilitate the reinvestment of a large
portion of these savings back into communities, either in an
amortized fashion or lump sum up front, to address health
improvement and equity following the transformation plan.
Downside financial risk should not jeopardize the eco-
nomic sustainability of safety-net institutions during the
phase-in period of a geographic model. A phased-in ap-
proach to downside risk over the first several years should
initially insulate health systems and appropriately incentivize
them as they become more familiar with the GEM program
and gain momentum with implementing their equity-trans-
formation agenda.
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Component 2: Primary Care

The GEM program should include a robust primary care
component. High-quality and broadly accessible primary
care supports population health through prevention and
care management for individuals with chronic conditions
and high social needs. Each health equity region should
adopt a primary care model that (1) supports the continu-
ity of care; (2) incentivizes disease prevention and wellness;
(3) empowers primary care providers to provide care in al-
ternate settings, such as through telemedicine, school-based
clinics and home-based visits, as opposed to the traditional
hospital setting; and (4) promotes a culture of continuous
improvement in quality and patient experience.

The GEM should accommodate different options for pri-
mary care models. The primary care component might stand
alone or be part of an ACO, with voluntary participation
similar to existing programs. The model’s technical assis-
tance and initial funding should include training, coaching,
and investments in enabling infrastructures, such as infor-
mation technology (IT) platforms, video technology, and
dashboards. Existing CMS programs for primary care and
IT, including accountable health communities, could guide
these types of supports. At least a portion of additional in-
vestments should be provided through a risk-and area-level
deprivation-adjusted monthly fee, creating revenue stabil-
ity as practice transformation occurs. In some health equity
regions, a statewide primary care model already exists and
can be adapted readily for use in the region.

Care Management

The primary care component should include a robust care
management program to help address chronic diseases, in-
cluding behavioral and mental health conditions that are ex-
acerbated in populations with health disparities. Embedded
within the primary care or ACO team'’s workflow, care man-
agers should assist patients with self-care strategies, support
timely access to care, identify and engage patients at high
risk for decompensation, and help mitigate precipitating risk
factors (Hayes and McCarthy, 2016; Hong et al., 2014).
Screening and response to SDoH should be implemented
longitudinally in case management. An example is the Pro-
tocol for Responding to and Assessing Patients’ Assets, Risks,
and Experiences, the most common screening tool for SDoH
deployed by U.S. health plans and health systems (Hayes
and McCarthy, 2016). Robust implementation of this or simi-
lar protocols such as ED transitions of care or diversion pro-
grams can help practices to identify and help address unmet
social and behavioral health needs (Neven et al., 2012).

Federally Qualified Health Centers
Federally Qualified Health Centers (FQHCs) are critical ac-

cess points for many people to high-quality primary care
and other services. Unfortunately, some existing primary
care models have limited participation of FQHCs due to the
complexity of their reimbursement. In the GEM program,
FQHCs should be included and given access to a dedicated
funding stream (derived from program savings or separately
provided by the federal government) to enhance or expand
their services as part of the overall community health equity
plan.

Financial Incentives
The primary care model should include outcomes and cost
of care incentives, recognizing that all of the model savings
should not accrue to the health systems. First, outcomes in-
centives should align with population health and disparity
reduction goals. These incentives should be paid regardless
of the total cost of care. Improvement in health outcomes
and health disparities can be expected to reduce avoidable
utilization over time, and rewarding these outcomes consis-
tently is a long-term investment in the model’s success.
Second, cost of care incentives should be tied to reductions
in avoidable utilization and total cost of care performance.
As the model matures, a portion of savings from reduced
utilization should be designated to be shared with primary
care practices that meet performance metrics. The total cost
of care incentives, which are typically more challenging to
manage with smaller practices due to the high variability
of individual member costs, should be used in combination
with utilization incentives. The development and application
of cost of care incentives should also consider the local mar-
ket structure of physician practices to facilitate collaboration
by both independent and health system-aligned practices.
Larger financial incentives should be provided as great-
er improvements are seen. This is conceptually akin to the
strategy used in Massachusetts under the Blue Cross Blue
Shield Alternative Quality Contract, wherein a range of per-
formance targets (“gates”) was created. Across the range
of gates, each increment was associated with higher pay-
ment distribution (Jaffery and Safran, 2021). There should
also be larger outcome incentives tied to improvements in
health, community access and reductions in disparities, and
incentives tied to the cost of care. Health outcome incentives
should be aligned to the health system’s global payment ap-
proach to the extent feasible. Through these mechanisms,
the GEM program will increase the availability, quality, and
comprehensiveness of primary care in community settings.

Specialty Care Outside of Health Systems
As more patients obtain primary care, the demand for out-
patient specialist care (e.g., radiology, ambulatory surgery)
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is likely to grow. This may exacerbate a shortage in outpa-
tient specialty services in many areas already experiencing
substantial health disparities. Similar to health professional
shortage areas and rural health settings, specialists in health
equity regions may experience financial challenges in pro-
viding services due to the high prevalence of Medicare and
Medicaid patients with lower reimbursement rates, high
uninsured, and lower proportions of higher-paying private
patients. This can lead to a contracted supply of community-
based services.

To help improve access and viability of community-based
services, Medicaid and Medicare should offer incentives,
such as increased reimbursement, for essential specialty
services that are in short supply in the health equity region.
These could be provided through the GEM or a parallel ef-
fort. Doing so would mitigate the need for uninsured and
Medicaid enrollees to access outpatient services in the high-
er-cost hospital setting or outside the region entirely.

Component 3: Community Engagement and
Empowerment

The GEM program should include a governance process
that empowers the local community. This process should de-
velop and oversee a community health transformation plan
that emphasizes improving health equity and allows for the
efficient and effective administration of the payment model.

Community-Led Governance

Each health equity region should have a community-led
steering committee that oversees the development of a
transformation plan. This plan aims to provide a path for im-
proved health and well-being in the region.

The plan should be developed through broad public par-
ticipation. It should identify primary focus areas such as ma-
ternal health, birth outcomes, school success, adolescent en-
gagement, mental illness, lead exposure, school readiness,
substance use disorders, and preventable chronic illness
(i.e., heart disease, chronic obstructive pulmonary disease,
and diabetes). The process should provide opportunities for
all community stakeholders to have a voice and include cul-
turally and linguistically appropriate avenues for participa-
tion. This community-led process should consist of the selec-
tion of region-specific metrics that will govern the model and
be guideposts for efforts both inside and outside the health
care system.

The plan should include clarity and transparency about
how participating health systems intend to use novel finan-
cial incentives. These health equity region-specific plans
should include planned changes to service lines to better
align with community health. Emerging metrics for how hos-
pitals can contribute to community health and equity—in-

cluding through their roles as anchor institutions—can assist
with this work (Plott et al., 2022). So too can experience
with Coordinated Care Organizations in Oregon (McCon-
nell, 2016). Pennsylvania requires concurrent transformation
plans for each system as they enter into global budget ar-
rangements, a process being updated to enhance broader
stakeholder participation.

Beyond the health care system, the plan should include
opportunities to align other health, economic, and social
service programs with its goals. Participation in this process
and on the steering committee should go beyond health
care and include local nonprofit organizations, community
leaders, businesses, and others. Key areas of focus should
include housing availability and eviction prevention, food
security, transportation access, and others.

Administration of the Payment Model

Model administration should be the primary responsibility
of an agency or organization jointly designated by CMMI
and the state health department (see Figure 2). The admin-
istrative organization should be tasked with calculating the
baseline payments, making periodic adjustments, onboard-
ing participating payers and hospitals, establishing annual
hospital-specific rates, overseeing data collection, assess-
ing outcome metrics, and preparing key reports. This ad-
ministrative entity should be governed by an expert board
that includes hospital, payer, provider, and community
representatives. Maryland, Vermont, and Pennsylvania all
use a government instrumentality established through state
legislation to administer their APMs, working together with
CMMI. While the agencies/instrumentalities in each state
have differing authorities, Medicaid participates in each
of these states’ models. Strong state support and Medicaid
participation are essential ingredients for success.

Role of States

States should make commitments to the health equity re-
gions in their jurisdictions. First, the state’s Medicaid pro-
gram should fully participate financially, requiring FFS and
managed care payers to participate in global health system
payment arrangements. Second, the state should gradually
encourage and then require other payers to participate. As
in Maryland, with its system of global hospital budgets, stat-
utory language can ratify that the GEM program is the only
health system payment mechanism for health equity regions,
as this would ensure the participation of large self-funded
employers and Medicare Advantage plans. Third, and criti-
cally, the state should organize its resources to accomplish
the health goals in the covered areas through supporting
transformation plans, health outreach, attention to SDoH,
and other steps.
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Figure 2 | Proposed Governance and Administration in the Global Equity Model

SOURCE: Created by authors.

One such model is the health enterprise zone (HEZ) pro-
gram in Maryland, which organized state resources to sup-
port locally developed initiatives that led to cost savings
and reductions in inpatient stays (Khullar et al., 2020). Core
components included the targeted recruitment of primary
care physicians to economically deprived or health care-
underserved regions, use of community health workers, and
enhanced care coordination (Khullar et al., 2020). Of note,
each HEZ is tailored to the unique social needs and care
barriers salient to a particular reference population. Mary-
land has recently re-established the Health Equity Resource
Community model based on the HEZ approach.

Another model is Rhode Island’s Health Equity Zone ini-
tiative, a health equity-centered approach to prevention
work that leverages place-based, community-led solutions
to address SdoH. Through a braided funding model, Rhode
Island has invested more than $30 million in public health
funding toward 15 Health Equity Zone collaboratives to
develop sustainable infrastructure and support community-
identified needs to positively impact the socioeconomic and
environmental conditions driving disparities and improve
health outcomes (Patriarca and Ansura, 2016).

Other Federal Agencies
Other federal agencies should align their efforts in the health
equity regions by supporting access to grant programs,

loaned staff, tax credits, and other resources. Such invest-
ments should not be part of the savings calculations for the
model; these are simply other available resources that can
leverage more systemic change by aligning with the goals
and efforts of the GEM program. An example of how addi-
tional federal resources can be leveraged for place-based
initiatives is the Health Enterprise Zones Act, sponsored by
Congressman Anthony G. Brown (Agarwal et al.,, 2021).

Component 4: Data, Outcome, and Performance
Metrics

A robust data infrastructure is critical for model success,
meaningful care transformation, and long-term sustainabil-
ity. The Maryland Global Budget model offers several key
implementation lessons. First, a statewide health information
exchange (HIE) is a foundational first step for generating ac-
tionable insights. Second, special arrangements with CMS
and commercial payers should be put in place to expe-
dite data sharing and quality reports with the participating
health systems. Ideally, this information should encompass
health plans, personal health information, utilization history,
care plans, and medical history. Up-front funding should
also be embedded in program design and savings calcula-
tion to allow health systems to fund necessary personnel and
infrastructure to house, curate, merge, and analyze the data
(Kilaru et al., 2022).
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The GEM program should leverage clear metrics to ad-
vance health equity and meet more traditional performance
goals. Population health equity measurements should be
sensitive enough to identify actual population-level gains
while being contextually relevant to the needs of the popu-
lation being served (Patel et al., 2021). Because the GEM
focuses on the health of the entire population in the health
equity region, the metrics should be all-payer. The metrics
should also be vetted through the community governance
process, be reported publicly, and become a focal point
in the region’s transformation plan. Ideally, these metrics
should cover the following areas.

Community Health

Core outcome metrics should be identified through the com-
munity planning process. As noted above, examples could
include maternal health, birth outcomes, school success,
adolescent engagement, mental illness, substance use dis-
orders, and preventable chronic illnesses like heart disease,
chronic obstructive pulmonary disease, and diabetes. CMS
should consider requiring the inclusion of specific funda-
mental metrics such as life expectancy and infant mortality
(Patel et al., 2021).

Preventive Services

Metrics to appropriately track the use of preventive services
could include access to recommended screenings, primary
care utilization, and vaccination uptake.

Utilization of Facility-Based Care

Metrics could include reductions in all-cause and unplanned
hospital admissions, reductions in ER visits for ambulatory-
sensitive conditions, decreases in institutional post-acute
care, and concomitant increases in in-home health services
or hospital-at-home models. The authors of this paper envi-
sion that participation in the GEM program could replace
the CMS hospital quality reporting program for attributed
health systems.

Health Disparity Goals

Goals should be set to close health disparities. Accordingly,
metrics should be stratified and reported by race/ethnic-
ity, gender, language, disability, and other relevant demo-
graphic dimensions and key geographic variables such as
a neighborhood. Performance measurement should bring
together various measures (process- and outcomes-based)
to track progress in closing critical gaps. For example, if im-
proving maternal health for Black women is a local focus,
assembled metrics might reflect access to care (percent of
Black pregnant women seen in the first trimester), process
(screening rates for Black and Hispanic women at risk for

pregnancy-related complications, lead exposure, kinder-
garten readiness), and outcomes (infant mortality, HbATc
levels among pregnant minority women with diabetes)
(Hong et al.,, 2014).

Health Equity Goals

These metrics should encompass major social goals related
to health, such as reducing homelessness, unemployment,
food insecurity, and school absenteeism; improving school
readiness; and enhancing community safety.

Care Quality

These metrics should include traditional quality metrics as
appropriate and new measures recommended by CMMI
and approved by the administrative agency. Ultimately, the
metrics should replace the CMS hospital quality program
requirements for participating hospitals.

Alignment of Metrics

Health systems and primary care providers should be
subject to the same or similar outcome measures to judge
their success in improving population health and reducing
disparities. This alignment will support collaborative efforts
across the community.

Implementation Timeline

For many regions in the U.S., a three- to five-year transition
period leading up to GEM implementation will be necessary
to create the environmental conditions required for success
(e.g., statewide HIE, the establishment of the administrative
entity, technical assistance for IT infrastructure, and generat-
ing hospital buy-in). The GEM should be implemented over
a five- to seven-year period, with year one for model plan-
ning; years two to three to establish the administrative agen-
cy, health care payment structures, and metrics; and years
four to five to begin fully implementing the model (see Table
1). An updated plan is necessary to maintain investment and
support to ensure model continuation after this “incubation”
period.

Limitations

We see three primary limitations of this model. First, the
model requires a strong sense of community across health
systems, community organizations, public health agencies,
and political leadership. Without a common cause, the
GEM is not likely to be successful. Second, the model re-
quires effective and nimble use of data. Success will require
upgrading systems and establishing pathways for effec-
tive data sharing. Third, the model’s progress depends on
aligned efforts inside and outside government at the local,
state, and national levels. Payment reform alone will not be
sufficient to accomplish the ambitious goals that stretch be-
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Time Horizon

GEM Milstones

Relevant Stakeholder

Year 1 Convene diverse stakeholders, model planning. | CMMI, state, community-led steering commit-
tee, administrative entity, health systems
Develop a health equity zone-specific commu-
nity health transformation plan.
Designate supervising administrative entity.
Establish payment structure and metrics.
Year 2 Begin implementation of GEM with public Medicare, Medicaid, health systems,
payers. community-led steering committee, administra-
tive entity
Start reporting outcomes.
Year 3 Initiate participation of private payers. Commercial payers, administrative entity
Year4 &5 Evaluate the model and make changes for a | Independent evaluator, CMMI, community-led
second implementation period. steering committee, administrative entity

Table 1 | Implementation Timeline
SOURCE: Created by authors.

yond the health care system'’s reach. Because of these limita-
tions, we do not believe that this model can be imposed on
regions without their full participation. With sufficient incen-
tives, however, the model can spark regional cooperation
and commitment to make it successful.

Next Steps

CMS should gauge broad stakeholder interest in potential
GEM implementation and receive input on model design
through public meetings and calls for information. Mobiliz-
ing payers, providers, patient groups, researchers, policy
makers, and others in a shared mission will increase the fo-
cus on and accountability for health equity.
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