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Agenda
1. Value Contracting and Quantifying the Value to Potential 

Partners
2. FFS Billing Considerations/Enhancements
3. Risk Adjustment: Hierarchical Condition Category (HCC) 

Coding
4. APM Framework & Value Contracts
5. Key Takeaways



Value Contracting and 
Quantifying the Value to Potential Partners
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Why Diversify?

Risk Mitigation
Payor concentration creates 
risk because it positions the 
agency to lose a significant 
revenue source if that payor 

is lost

Competitive Advantage
The more payors an agency 
can accept creates market 

opportunities otherwise 
unavailable

Higher Profitability
Optimizing higher margin 
payors and clients creates 
higher profits so long as 

support costs are understood 
and managed

Caregiver Retention
Caregiver satisfaction & 

retention are critical in our 
industry. An agency’s ability to 

offer higher pay rates and 
varying opportunities supports 

retention.

Increased Referrals
The more payor sources an 
agency accepts, allows for a 
more diverse array of referral 

sources.

Business Stability
As payor sources shift and 

government rules change, a 
broader mix of payors 
minimizes disruption

Increased Access to Care
Increasing referral sources 

and accepted payors expands 
client reach and increased 

access to care.
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Payer Contracting & Engagement

• Understand your value
• Conduct contract and financial 

analysis
• Benchmark against market data
• Define a negotiation strategy
• Build relationships
• Use data to support negotiations
• Consider outside expertise

• Reimbursement Rates
• Covered Services
• Prior Authorization
• Claims Processing
• Utilization Management
• Quality Reporting

Contracting Strategy Key Aspects of Contract
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Clinical Model is the Foundation
• Before you do anything else: is your clinical model ready?
• What are your strengths and weaknesses?
• Who do you need on-board before you’re ready?

Signing a risk contract today and expecting 
a different outcome tomorrow = ?!
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The Devil is in the Details

Questions to ask:
• What is your value proposition?

• What can you prove? What are your strengths and weaknesses? 

• BE HONEST WITH YOURSELF!

• How to think about your area within the larger healthcare system?
• How do you leverage that and with whom?

• Who is willing to PARTNER with you?

• What data will you get from your partner?
• What do you formalize around your partner relationship?
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Building the Relationship
Building a relationship with payers and other 

potential partners takes time

You must:
 Have a persuasive champion on your team to lead the discussions on your behalf
 Understand what the potential partner values

• What are their goals? Is it less days in hospital beds? If so, come prepared to demonstrate how you will impact that 
particular metric!

 Be able to speak directly to the particular gap or need you would be filling for them

Consider creating a scorecard for your practice
• Utilize connections to ensure you get in front of the right people to tell your story!
• Track the key metrics that make your team valuable to payers

• Consider tracking your sickest patients. How many times were they in the hospital prior to becoming your patient, and 
how many times have they been admitted in the year post acceptance to your practice. Keep this information by payer 
 



FFS Billing Considerations/Enhancements





Risk Adjustment: Hierarchical Condition 
Category (HCC) Coding
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Overview of Risk Adjustment

• Risk adjustment allows CMS to pay plans for the risk of the beneficiaries they enroll, instead of an 
average amount for Medicare beneficiaries.  By risk adjustment plan payments, CMS is able to make 
appropriate and accurate payments for enrollees with differences in expected costs. Medicare 
Managed Care Manual, Chapter 7.

• CMS maintains the following risk adjustment models:  CMS-HCC ESRD, CMS-HCC and RxHCC

• The CMS-HCC model is used to adjust payments for Part C (Medicare Advantage) benefits. It includes 
both diseases and demographic factors to determine potential patient-level risks.

• Medicare Part B beneficiaries may enroll in any Medicare Advantage plan offered in their counties. 
Medicare Advantage plans present an outline of their benefits, provider networks and premiums to 
CMS annually. Plans must accept all enrollees.
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Medicare Hierarchal Condition Categories
CMS HCC V28

Used by CMS for Medicare Advantage plans.  Started in 2004 with full utilization for reimbursement in 2007.

ICD-10 codes are grouped into Condition Categories.  Hierarchies of these conditions are given a numeric code which is 
used to generate a RAF value.  Each of the dx code in that HCC model carries value through a RAF coefficient like RVUs.

Not all ICD-10 codes carry a value or “risk-adjust”.
Each year, CMS publishes the list of dx codes that risk
adjust and the HCC that is adjusts to in the model. 

In 2013, version 22 (v22) was published and was used
for payment year (PY) 2014.

In 2020, v24 was released. This included the Alternative Payment Condition Count (APCC) which accounted for the needs 
of patients with multiple chronic diseases by adding a RAF value when four to ten HCCs were reported.
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Medicare Hierarchal Condition Categories
CMS HCC V28

In 2023, CMS HCCs created v28 which restructured categories and reduced the number of ICD-10 that risk adjust.
• For v24, 9,797 ICD-10s risk adjusted to 86 HCCs 
• For v28, 7,770 ICD-10s risk adjust to 115 HCCs.  Increased the multiple HCC payment from 4 to 5 HCCs.

A hybrid of both v24 and v28 were used in calendar years 2023 to 2025 with projected 100% use of V28 in 2026.

• 2024 v24 was 67% and v28 was 33%
• 2025 v24 was 33% and V28 was 67%

RAF V24 
RAF

V28 
RAF

Total 2025 RAF Score 1.505 3.903
33% of 1.505       .496 67% of 3.903 2.615

Final RAF Score (.496 + 2.615) is 3.111
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Demographic
HCC

Diagnoses Interactions
Multiple HCC

Conditions
(5-10)

Individual RAF 
Score

• Yearly CMS publishes a "denominator" to convert risk scores into dollars 
• The 2024 Average Payment / Year denominator = $10,842.13
• RAF score X $10,842.13 = Estimated annual expenditure

70,000 ICD-10 Codes      9,797 V24 → 7,770 V28 HCC Codes      86 V24 → 115 V28 HCC Categories

+ + + =

WHY IS THIS IMPORTANT?
• Accurate coding shows disease burden for determining appropriate payments for care.
• Accurate HCC scores aid high-needs attribution: require > 3.0 or 2.0-3.0 with ≥ 2 unplanned hospitalizations in previous 12 

months, or documented mobility impairment code, or 45 days in SNF, or 90 days in home health past 12 months. 

Keys to VBC Success: Coding & Documentation
Hierarchical Condition Diagnoses & Categories



APM Framework & Value Contracts
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Types of Value Contracts

(PMPM)
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Payer Types: Medicare Advantage
• Medicare Advantage (MA) plans must cover everything traditional 
     Medicare covers.
• MA plans are paid by Medicare based on a county-level rate that uses 
     a “score,” including diagnosis codes.
• Advantage payers tend to be more open to negotiations; deductibles or copays may apply.
• MA payers have more flexibility than traditional Medicare to cover telehealth services.
• Growing emphasis on value-based care has led more MA plans to invest in or contract with 

home-based providers.
• This creates negotiation opportunities for home-based practices with MA payers.
• Dual-eligible patients (Medicare + Medicaid) may enroll in Dual Eligible Special Needs Plans 

(D-SNPs), which serve individuals entitled to both Medicare and state Medicaid assistance.
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Payer Types: Commercial Insurance
• Commercial insurance payers usually reimburse the highest amounts 
     for fee-for-service (FFS).
• Commercially insured patients typically make up a small portion of a 
     home-based practice’s panel.
• Homebound frail/disabled patients with commercial insurance often have it due to:

• Spousal coverage
• Federal employee plans
• Automobile accidents
• Workers’ compensation

• Commercial insurance often offers strong coverage but can be challenging for claims 
processing and credentialing because insurers may not understand home-based services.

• Some commercial insurers also offer Medicare Advantage plans and may provide stipends 
across various plans.

• Patient cost-sharing may include copays, coinsurance percentages, or deductibles.
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Payer Types: Medicare
• Original (traditional) Medicare operates on a fee-for-service model for 
     adults aged 65+ and qualifying individuals with disabilities.
• For home visits billed by physicians, NPs, or PAs, patients do not need 
    to be homebound (unlike skilled home health services).
• Providers no longer need to document a “why home instead of office” reason in progress 

notes; the decision is left to the provider and patient.
• Medical necessity remains the key criterion for payment, so documenting patient complexity 

is still essential.
• In contrast, Medicare-certified home health (e.g., nursing, therapy) requires patients to meet 

homebound criteria.
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Payer Types: ACOs
• Accountable Care Organizations (ACOs) are groups of healthcare providers 
     (doctors, hospitals, others) that voluntarily collaborate to deliver coordinated, 
     high-quality care to Medicare patients.
• ACOs focus on ensuring patients, especially those with chronic illnesses, 
     receive the right care at the right time while reducing unnecessary services 
     and preventing medical errors.
• When an ACO both improves quality and reduces Medicare spending, it shares in the savings it 

generates for the Medicare program.
• Practices that join an ACO can shift toward value-based payment, receiving compensation tied to 

quality and performance instead of volume.
• Participating practices may earn shared savings and gain access to ACO resources such as advanced 

analytics and reporting tools.
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Payer Types: Medicaid
• Medicaid coverage varies by state and may provide equal or less 
    coverage than Medicare.
• Working with Medicaid can be more challenging due to greater 
    bureaucracy and slower administrative processes, but relationships with 
   the payer are still manageable.
• Many Medicaid patients may have no other insurance because they fall below the poverty 

level.
• For dually eligible patients (Medicare + Medicaid), Medicaid typically functions as the 

secondary payer.
• At the start of each year, Medicaid usually pays the Medicare deductible, and dual-eligible 

patients often have no copay expectations.



Key Takeaways
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