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• Pharmacists in ACOs 

o Pharmacists are specifically included as ACO participants, and can participate in several ways: 
 As part of the formation and/or governance structure of the ACO: a pharmacy must be enrolled as a 

fee-for-service Part B supplier – otherwise –   
 A pharmacy can contract its services, including non-Part B services, but cannot participate in the 

governance of the ACO 
 

• ACO Medicare Shared Savings Program (MSSP) Eligibility 
o Types of groups specified under the Affordable Care Act:  
 Physicians and professionals in a group practice setting 
 Networks of individual practice of physicians and professionals 
 Partnerships or joint ventures between hospitals and physicians and professionals 
 Hospitals employing physicians and professionals 
 Critical access hospitals, federally qualified health centers, and rural health centers 

o Any other Medicare enrolled provider or supplier with good standing is eligible to participate in an ACO. 
Unlike the specified groups above, they may not be included when patients are assigned to the ACO, 
although beneficiaries have the option to choose to receive services from these providers.  

o The ACO must agree to service at least 5,000 beneficiaries under the Medicare Fee-for-Service Program. 
o CMS must approve the prospective ACO’s application before they can participate in the Shared Savings 

Program and must commit to a minimum agreement period of 3 years.  
o The ACO must establish a governing body that routinely performs self-assessment, monitoring, and 

reporting of care to comply with the eligibility and program requirements.  
 

• Beneficiary Assignment 
o CMS will prospectively supply ACO providers with a preliminary list of beneficiaries assigned to the 

ACO at the beginning of the performance year. CMS will update this list quarterly and will reconcile the 
list at the end of the performance year.  

o Since assignment is preliminarily prospective, NCPA remains concerned that data sharing involving 
potential ACO beneficiaries who ultimately do not become ACO beneficiaries could pose potential 
HIPAA problems.  

o CMS will assign beneficiaries to an ACO through a step-wise approach:  
 (1) identify beneficiaries who receive a plurality of primary care services from primary care 

physicians in the ACO, and  
 (2) Identify beneficiaries who receive a plurality of primary care services from non-primary care 

physicians in an ACO, if there are no primary care physicians in the ACO. 

http://www.gpo.gov/fdsys/pkg/FR-2011-11-02/pdf/2011-27461.pdf


 
• Quality Measures 

o Quality measures were cut in half, down to 33 measures under 4 equally weighted domains: 
 Patient/caregiver experience (7 measures) 
 Care coordination/patient safety (6 measures) 
 Preventative health (8 measures) 
 At-risk populations (12 measures) 

o For determining whether quality measures are met CMS will look at clinical quality measure reporting, 
patient experience surveys and claims data. 

o Measurements with a connection to pharmacy 
 Patient experience surveys (7 measures) 

• Community pharmacists have closer relationships to their patients than mail order or 
chain stores, so the heavy focus on patient experience can be used to persuade ACOs 
to partner more with community pharmacies than mail order or chains. 

 Medication reconciliation: reconciliation after discharge from an inpatient facility; 
 Influenza immunization; 
 Pneumonia vaccination; 
 Diabetes composite score, including the submeasures of an LDL under 100, blood pressure less than 

140/90, tobacco non-use, aspirin use, and Hemoglobin A1c control less than 8%. 
• There are 6 measures for diabetes control scoring, 5 of which are an all or nothing 

score, meaning that if you do not meet the quality standards with regard to all of 
those 5 measures, then you are not credited with meeting the quality standard for the 
diabetes composite measure.  

o If quality measures are not met, then there are no shared savings, regardless of cost cutting achievements.  
o Depending on the ACO track, the ACO may also be accountable for sharing losses that require repaying 

Medicare if the expenditures are above the assigned benchmark.  
 Track 1 ACOs – Shared savings only for a single 3-year agreement period. ACOs must convert to the 

savings/loss model if interested in continuing after the first 3 years. 
 Track 2 ACOs – Shared savings and losses with higher share of savings 

o Sliding scale quality points are award starting when an ACO meets 30% of the performance benchmark 
for a given measure. 

o All measures in the first year will be pay-for-reporting (P4R) and ACOs must achieve a minimum 
attainment level of at least 70% of the measures in each domain.  

o CMS will monitor for avoiding at-risk patients, overuse, underuse, or misuse of healthcare services.  

 
 
  


