
HHS Announces New Quality Goals and Strategies

S
ylva Burwell, Secretary of the U.S. Department of
Health and Human Services (HHS), announced on
January 26 goals, a timeline, and an organizational

support framework designed “to move the Medicare pro-
gram, and the health care system at large, toward paying
providers based on the quality, rather than the quantity of
care they give patients.” The announcement came at a meet-
ing of health care leaders in Washington, DC.

An accompanying press release outlined 2 key goals/
metrics. HHS has set a target of tying 30% of traditional
(fee-for-service) Medicare payments to quality or value
through alternative payment models, such as Accountable
Care Organizations (ACOs) or bundled payment arrange-
ments, by the end of 2016 and tying 50% of payments to these
models by the end of 2018. (The current level is ;20%).
Burwell noted that “In alternative payment models, providers
are accountable for the quality and cost of care for the people
and populations they serve, moving away from the old way
of doing things, which amounted to ‘the more you do, the
more you get paid’.”

A second goal is to tie 85% of all traditional Medicare
payments to quality or value by 2016 and 90% by 2018
through programs such as the Hospital Value Based Purchas-
ing and the Hospital Readmissions Reduction Programs.
“Most providers will be tying at least some of their payments
to quality and value—even those who are not yet ready to
fully transition,” said Burwell. This is the first time in the
history of the Medicare program that HHS has set explicit
goals for alternative payment models and value-based
payments.

To make these goals “scalable beyond Medicare,” Sec-
retary Burwell also announced the creation of a Health Care
Payment Learning and Action Network. Through this net-
work, HHS will work with private payers, employers, con-
sumers, providers, states and state Medicaid programs, and
other partners to expand alternative payment models into
their programs. HHS also stated an intention to intensify its
work with states and private payers to support adoption of
alternative payments models through their own aligned
work, sometimes even exceeding the goals set for Medi-
care. The new network will hold its first meeting this
month, when more details and next steps will be an-
nounced.

“Whether you are a patient, a provider, a business,
a health plan, or a taxpayer, it is in our common interest to
build a health care system that delivers better care, spends
health care dollars more wisely, and results in healthier peo-
ple,” said Burwell. “Today’s announcement is about improv-
ing the quality of care we receive when we are sick, while at
the same time spending our health care dollars more wisely.
We believe these goals can drive transformative change, help
us manage and track progress, and create accountability for
measurable improvement.”

The Centers for Medicare & Medicaid Services released
on the same day a fact sheet on the new HHS goals and
supporting activities, with the subtitle “Paying Providers for
Value, Not Volume.” The fact sheet, available at http://www.
cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/
2015-Fact-sheets-items/2015-01-26-2.html, outlines the
current status of quality assessment/payment models and
anticipated changes. Included in the fact sheet is a tabular
taxonomy of current payment architectures linking quality
with reimbursement. The document expands on the planned
activities of the new Health Care Payment Learning and
Action Network, which, in addition to working with stake-
holders in advancing the HHS goals, is designed to: serve as
a convening body to facilitate joint implementation and ex-
pansion of new models of payment and care delivery; iden-
tify areas of agreement around movement toward alternative
payment models and define how best to report on these new
models; collaborate to generate evidence, share approaches,
and remove barriers; develop common approaches to core
issues such as beneficiary attribution, financial models,
benchmarking, and risk adjustment; and create implemen-
tation guides for payers and purchasers.

The Affordable Care Act created a number of new
payment models that facilitate a greater focus on quality as
a metric for reimbursement. These models include ACOs,
primary care medical homes, and new models of bundling
payments for episodes of care. HHS indicated that the new
goals and foci would “continue the shift toward paying
providers for what works—whether it is something as
complex as preventing or treating disease, or something
as straightforward as making sure a patient has time to
ask questions.”
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