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INTRODUCTION
Health care payers, providers, and policymakers are increasingly pursuing value-based payment (VBP) models as a 
strategy to improve the quality of care and population health while controlling rising health care costs.1 VBP models are 
provider payment methods that move away from fee-for-service (FFS), which pays providers based on the volume of 
services they provide, to incentivize value and high-quality care.2 As VBP becomes more widely adopted in Medicaid,3 
there is a growing need for states to evaluate how children’s health can be supported by these models. With 38 percent 
of children in the United States covered by Medicaid, including up to 45 percent of children 0–5 years old,4 there is a 
particular opportunity for states to leverage VBP programs to support pediatric care transformation.5 However, while 
Medicaid VBP programs often serve both children and adults, such models typically do not fully account for children’s 
distinct health needs. For example, pediatric populations are generally healthier and lower-cost than adult populations. 
Childhood is a period of rapid development, with childhood health impacting health and social outcomes later in life. 
Additionally, as children’s health is inextricably linked to the well-being of caregivers, improving children’s health also 
requires a focus on family units, not just caring for individuals.6

These aspects of children’s health should be considered in VBP design.7,8,9 Because children are not just little adults and 
have distinct health needs, payment models designed primarily for adult populations may not effectively incentivize 
quality improvement in pediatric care. Of particular concern, cost-saving incentives built into many VBP programs 
may drive care delivery reforms for adults with complex health and social needs and not adequately incentivize health 
systems to focus on pediatric populations that tend to be healthier and have lower health care costs. Additionally, 
VBP strategies that focus on short-term health system costs may not be effective for pediatric patients, as the return 
on investment for children’s health is often realized long term and may accrue in sectors outside the health system, 
such as education or child welfare. VBP models serving pediatric populations may need to focus more on quality and 
improving long-term health and social outcomes than on achieving short-term health savings.10,11,12

In Massachusetts, VBP is a central strategy for MassHealth, which administers Medicaid and the Children’s Health Insur-
ance Program. In 2018, the state implemented the MassHealth Accountable Care Organization Program (ACO Program) 
to support the state’s commitment to improving the quality and member experience of care and integrating and coor-
dinating the full spectrum of health services, including behavioral health services. MassHealth defines accountable care 
organizations (ACOs) as “networks of physicians, hospitals, and other community-based health care providers” that are 
financially accountable for the cost and quality of care for MassHealth members.13 The ACO Program was implemented 
under Massachusetts’ Delivery System Reform Incentive Payment (DSRIP) program, a five-year, $1.8 billion federal in-
vestment program aimed at improving the health system for Medicaid members. Alongside investment in ACOs, DSRIP 
funds also support initiatives such as the Community Partners (CPs) program, which supports care management for 
individuals with behavioral health and long-term services and supports needs; the Flexible Services Program, which allows 
ACOs to pay for health-related nutrition and housing supports for certain members; and statewide investments in areas 
such as the primary care and behavioral health workforce and capacity-building for ACOs and CPs.14,15,16

As with many VBP programs across the country, the MassHealth ACO Program is designed to serve both children and 
adults. As of April 2019, approximately half of MassHealth members eligible for ACO enrollment were children.17 
Many Medicaid ACOs in the state provide care to both children and adults, and one ACO, Boston Children’s Account-
able Care Organization, serves only children. As MassHealth and other stakeholders begin to assess the early impacts of 
ACOs and plan for the evolution of the ACO Program, there may be ways to adapt the ACO model to better recognize 
the distinct health and social needs of the pediatric population. MassHealth has identified investing in pediatric care as 
an explicit goal in planning for the future of the ACO Program and is engaging stakeholders, including the Child and 
Adolescent Health Initiative (CAHI), a multi-sector workgroup supported by the Massachusetts Chapter of the Ameri-
can Academy of Pediatrics and aimed at identifying opportunities to better serve children in Medicaid. CAHI recently 
released a report outlining recommendations to strengthen the support for pediatric care in MassHealth.18,19
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This report seeks to inform the work of Massachusetts policymakers and stakeholders to better incorporate children’s 
health needs and experiences within the payment models in the MassHealth ACO Program by examining lessons 
from states and providers throughout the country. This report does not recommend a specific pediatric-focused 
payment model for Massachusetts but rather shares examples of models and considerations to support stakeholders in 
determining the best path forward. The report is organized into the following sections:

 • Methodology describes the methods and goals of the environmental scan.

 • Overview of Medicaid VBP Models Serving Children provides a summary of VBP models focused on children, 
gives examples, and discusses the evidence regarding the impact of these VBP models.

 • Key Themes from Subject Matter Expert Interviews and Literature Review draws from the interviews, literature 
review, and analysis of existing models to describe future opportunities for and challenges to designing VBP models 
serving children.

 • Policy and Program Considerations for Massachusetts outlines considerations for Massachusetts stakeholders as 
they work to adapt the MassHealth ACO Program to better meet children’s needs and position the state as a leader in 
advancing children’s health through VBP.

Overall, while there is limited literature on the effectiveness of pediatric VBP models, a number of states and provider 
organizations across the country have implemented or are considering VBP models focused on children. Our research 
suggests there is great opportunity for Massachusetts to serve as a leader in this field, learning from the limited 
experience to date while testing new approaches that consider the health and social needs of children and their families. 
Achieving this goal will likely require a focus on quality improvement for children’s health services as opposed to short-
term cost savings, and supporting investments in care models that address the needs of family units and upstream social 
and environmental influences on children’s well-being.

METHODOLOGY
This report is based on an environmental scan including (1) peer-reviewed and gray literature on VBP models to 
support pediatric populations; and (2) interviews with 18 subject matter experts (see Appendix A for the list of experts 
interviewed and the criteria used to select interviewees). For the purposes of this report, “VBP” is defined according to 
the Alternative Payment Model Framework provided by the Health Care Payment Learning and Action Network (LAN 
APM Framework)20 (within this paper, the terms VBP and APM are used interchangeably).21 Under the LAN APM 
Framework, payment models that directly link payment to quality of performance are considered VBP (see “Key Value-
Based Payment Definitions” on page 3 for more information).

The literature review and interviews sought to understand the range of VBP options to support pediatric populations, 
while going most in depth on models relevant to the Massachusetts policy context. For example, the scan focused 
more heavily on VBP models implemented in the context of provider-based ACO programs—programs similar to the 
Massachusetts ACO model—than on other models. At the same time, the environmental scan sought to understand 
potential lessons from VBP models implemented in different contexts or with a narrower care delivery focus.

The environmental scan identified VBP models serving children that support a variety of delivery system focus areas, 
including (1) ACOs covering a broad range of medical services; (2) primary-care–focused models; and (3) episode-
based models focusing on specific conditions or procedures. The review also explored state and provider plans for the 
federally funded Integrated Care for Kids (InCK) Model, which is a key enabler of innovation in VBP models focused 
on children. This report is not a comprehensive review of existing VBP models focused on children but rather highlights 
examples of VBP options that could help advance child health goals in Massachusetts.
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OVERVIEW OF MEDICAID VALUE-BASED PAYMENT MODELS 
SERVING CHILDREN
While VBP is becoming increasingly widespread, including among pediatricians,22 few existing models are specifically 
designed to serve pediatric populations. Within Medicaid, many state-designed VBP arrangements include both 
children and adults. Many of the existing pediatric-specific models are individually negotiated arrangements between 
pediatric providers and payers, as opposed to models implemented by states. States, the federal government, and other 
stakeholders are increasingly focusing on how to design VBP models to meet children’s needs, though most of these 
efforts are in early stages.

KEY VALUE-BASED PAYMENT DEFINITIONS23

Value-based payment (VBP) Payment models that link payment to performance on quality metrics or cost.

Fee-for-service (FFS) Payments made for units of service such as tests, visits, procedures, etc. 

Pay-for-performance VBP models in which the base payment is FFS and providers may receive incentives or 
penalties for performance on quality or efficiency measures. 

Shared savings models  
(upside-only shared 
savings)

VBP models under which the base payment is FFS and providers may earn a portion of 
savings if their costs are below a defined benchmark. Shared savings models can vary in 
scope and be applied to a narrow range of services (e.g., as in “episode of care models”) or 
the majority of health services (e.g., as in “total cost of care” models). Providers must meet 
quality metrics to earn shared savings payments. 

Shared savings/risk models  
(shared savings with 
downside risk)

Payment models under which providers may earn a portion of savings if their costs are 
below a defined benchmark and are accountable for downside risk, meaning that they pay a 
portion of the costs above the benchmark should that benchmark be exceeded. 

Prospective payment 
models

Predictable upfront payments that are not dependent on specific services rendered. This 
model typically includes monthly payments made for each patient attributed to a provider. 
Prospective payments may cover a broad array of health services (as in capitation models) 
or be smaller payments to supplement FFS payments (as in monthly payments to support 
patient-centered medical home capabilities).24 

Capitation A type of prospective payment that covers a broad array of health care services (e.g., all 
primary care services or all physical health services). Capitation is considered a “full risk” 
model as providers can keep the savings below the capitated rate but also bear the risk for 
costs above the payment. For capitation to be considered VBP, a portion of the capitated 
payment must be directly linked to quality performance. 

ACO Models and Pediatric Populations

ACO programs are an approach to delivery system reform aimed at improving care coordination and holding providers 
accountable for the quality and cost of care for their patient populations.25 Most commonly, ACO programs include an 
upside-only shared savings or shared savings/risk payment model based on total cost of care (TCOC) and tied to quality 
performance. TCOC typically includes physical health services and may also include other service categories such as 
behavioral health, pharmacy, and/or long-term services and supports. Some ACO programs employ other payment 
models such as capitated payment tied to quality performance and/or narrower per member per month (PMPM) 
payments to support new provider capabilities such as care management.26

Many state-led Medicaid ACO models include both adult and pediatric populations—including ACO programs 
in Delaware,27 Maine,28 Minnesota,29 Rhode Island,30 and Vermont,31 as well as Massachusetts.32 Additionally, some 
Medicaid ACO programs, such as those in Delaware,33 Massachusetts,34 and Minnesota35 include pediatric-specific 
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ACOs (e.g., ACOs composed of a children’s hospital and pediatric provider network) as program participants. In such 
cases, pediatric-specific ACOs are generally expected to participate in the same payment arrangement as organizations 
serving adults, though some minor modifications may be made. In Minnesota, for example, the ACO quality measures 
for pediatric-only ACOs are adapted from the standard set to accommodate the pediatric population.

In addition to state-led Medicaid ACO programs, VBP literature also describes examples of pediatric providers forming 
Medicaid ACO arrangements absent broader state programs. ACOs mentioned in the literature generally adopted 
one or a combination of the following models: (1) FFS with an additional PMPM payment for care management/
wrap-around services; (2) upside-only shared savings models; (3) shared savings/risk models; and (4) full capitation 
models.36,37 Partners for Kids (PFK), an ACO serving Medicaid-enrolled children in a 34-county region in Ohio, 
provides one example of a Medicaid ACO formed by a pediatric provider absent any broader state program. Despite 
the aforementioned challenges in containing costs in pediatric populations, PFK has seen success in containing costs as 
compared with Ohio FFS Medicaid. The PFK payment model is described in Exhibit 1 on page 6.

Primary Care Models

As with ACO models, Medicaid primary care–focused VBP models can include a wide variety of payment types. These 
models differ from ACOs in that they tend to allow participation by smaller primary care practices and have more 
narrowly focused, primary care–specific care delivery requirements.

Examples of existing primary care payment models customized for children can be found in Ohio and Rhode Island. 
The Ohio Comprehensive Primary Care (CPC) model serves both adults and children; it offers a PMPM payment to 
primary care providers to support care coordination activities and also a shared savings payment based on TCOC, in 
addition to existing payment arrangements. Ohio recently launched a CPC for Kids subcomponent to better meet the 
health needs of children and incentivize pediatric provider participation. The pediatric-focused subcomponent makes 
additional performance-based payment streams available to pediatric providers, as described in Exhibit 2 on page 6. 
In Rhode Island, following implementation of an adult patient-centered medical home (PCMH) program, the state 
implemented the PCMH-Kids initiative. The program offers PMPM care coordination payments from commercial and 
Medicaid managed care plans to support PCMH transformation and activities, tied to quality performance.38,39 Other 
states are also exploring opportunities to better support pediatric primary care through VBP in the future. For example, 
a state-sponsored subcommittee in New York has proposed a capitated primary care payment model for children in the 
bottom 90th percentile of cost/utilization (see Exhibit 3 on page 7).

Episode of Care Programs

Episode of care arrangements incentivize providers to improve quality and reduce costs for specific conditions or proce-
dures over a defined time period. Payment models for episode of care programs can include: (1) FFS base payment with 
upside or downside shared savings arrangements based on benchmark costs for the defined condition; or (2) an upfront 
PMPM payment to cover costs for the defined condition. Some states, such as Ohio and Tennessee, have episode of 
care programs that include episodes for conditions/procedures specific to or common among children. Tennessee has 
episodes for attention deficit hyperactivity disorder,40 bronchiolitis,41 oppositional defiant disorder,42 otitis media,43 pedi-
atric pneumonia,44 and tonsillectomy.45 Under Tennessee’s episode of care models, providers are paid based on a FFS 
model. They are eligible to earn a share of savings if they meet quality benchmarks and if the episode spend is below a 
“commendable” threshold, and they owe a risk-sharing payment if episode spend exceeds an “acceptable” threshold.46 
The episodes included in state models vary, but Ohio’s payment model operates similarly.47 Arkansas too had an episode 
of care program including pediatric-focused episodes with a VBP incentive but ended it in July 2020.48 Tennessee, 
Ohio, and Arkansas have also implemented maternity care episodes with similar payment mechanisms, and other states 
including New Jersey and Washington are developing maternity care episodes.49,50 Maternity care VBP models offer the 
potential to improve children’s health because of the impact of maternal health on neonatal and pediatric outcomes.



[   5   ]

Integrated Care for Kids Model

The Integrated Care for Kids (InCK) model, which the Center for Medicare and Medicaid Innovation (CMMI) 
launched in early 2020, is a key driver and enabler of innovative pediatric VBP models. InCK awardees include 
Medicaid agencies and organizations in seven states: Connecticut, Illinois, New Jersey, New York, North Carolina, 
Ohio, and Oregon. The model supports states and local providers in improving child health, reducing avoidable 
inpatient stays and out-of-home placement, and creating pediatric VBP models. Through the initiative, Medicaid 
agencies, provider organizations, and community stakeholders will pilot state-specific delivery system and payment 
models to improve early identification and treatment of health needs and better integrate care across sectors including 
physical health, behavioral health, and other local services. InCK is currently in the pre-implementation period, during 
which the Centers for Medicare & Medicaid Services (CMS) and awardees are refining models and developing the 
infrastructure needed for implementation.51 Examples of early plans for InCK VBP models in select states are given in 
Exhibit 4 on page 7.

Evidence of Impact of VBP on Children’s Health

The evidence about cost and quality outcomes for pediatric populations under VBP programs, as well as Medicaid 
VBP program performance in general, is limited. Peer-reviewed literature has only a few studies related to the impact 
of VBP on pediatric populations specifically. A study on the Partners for Kids (PFK) ACO in Ohio (see Exhibit 1 on 
page 6) showed the ACO had lower cost growth from 2008 to 2013 than did Ohio FFS Medicaid. PFK PMPM 
costs during this time period grew by $2.40 per year, while Ohio Medicaid FFS costs increased $16.15 per year. PFK 
PMPM cost growth was also lower than that of Ohio Medicaid managed care ($6.47 per year), though this result 
was not statistically significant.52 Outside of Medicaid, Blue Cross Blue Shield of Massachusetts’ Alternative Quality 
Contract demonstrated positive quality results, though no spending impacts, for children in the first two years of a 
commercial ACO arrangement (global payment with quality bonuses) serving both children and adults. The study 
showed improvement on a composite of pay-for-performance measures including those related to chlamydia screening, 
pharyngitis testing, upper respiratory infection treatment, and wellness visits.53 Collectively, these studies suggest 
potential benefits of VBP for pediatric populations but are not enough on which to base broad conclusions. Availability 
of state reporting and evaluations related to pediatric quality and cost performance in VBP models is also limited. 
Overall, more research is needed to determine the extent to which VBP can result in quality improvement and cost 
savings for children and what type of VBP models are most effective for pediatric populations.
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EXHIBIT 1. PARTNERS FOR KIDS ACO

Background: Nationwide Children’s Hospital (NCH), located in Columbus, Ohio, is one of the largest pediatric hospitals 
in the country. Partners for Kids (PFK) is an ACO that brings together NCH and community pediatricians to serve 
approximately 325,000 children annually in southeastern and south-central Ohio. PFK holds VBP contracts with all five 
Ohio Medicaid managed care plans.54,55,56

Payment Model: PFK receives capitated payments from Medicaid managed care organizations (MCOs), in the form of 
age- and gender-adjusted PMPM payments and is responsible for managing and reimbursing providers for physical 
and behavioral health services. PFK is allowed to keep generated savings if costs are below the PMPM amount and is 
responsible for losses if spending is more than the PMPM.57,58,59

PFK also receives financial incentives for performance on a subset of MCO quality measures.60 In addition, at the physician 
level PFK has implemented a pay-for-performance program for a subset of in-network physicians.61

Performance Results: A study examining changes from 2008 to 2013 showed that PFK significantly reduced growth in 
PMPM costs as compared with Ohio FFS Medicaid and maintained quality. PFK’s growth rate was not significantly lower 
than the growth rate of Ohio Medicaid managed care costs.62 

EXHIBIT 2. OHIO COMPREHENSIVE PRIMARY CARE FOR KIDS

Background: Implemented in 2017, Ohio Comprehensive Primary Care (Ohio CPC) is a PCMH program that is voluntary for 
providers and includes a VBP arrangement. In 2020, Ohio introduced CPC for Kids as a subcomponent of its broader CPC 
program.

Payment Model:

• General Ohio CPC model. Under Ohio CPC, primary care practices meeting care delivery requirements and 
performance standards are eligible for two payment streams in addition to existing payment arrangements with MCOs: 
(1) a risk-adjusted PMPM to support care coordination activities; and (2) a shared savings payment based on TCOC 
(large practices only).63,64

• CPC for Kids component. In addition to the general Ohio CPC program payments as described above, CPC for Kids 
includes additional pediatric quality metrics and introduces two new payment streams: (1) an enhanced PMPM; and (2) 
an annual bonus payment to the highest-performing practices.

 –Additional quality metrics. In addition to existing Ohio CPC child health metrics for well visits and weight 
assessment/counseling, CPC for Kids has additional pediatric-focused metrics related to lead screening, 
immunizations, tobacco cessation, and oral health. 

 –Enhanced PMPM. Practices meeting state-defined care delivery standards65 and quality and efficiency 
performance requirements are eligible to receive an additional $1.00 PMPM for attributed pediatric members on 
top of the preexisting risk-adjusted PMPM payment for each CPC member.

 –Annual bonus payment. The bonus payment is contingent upon meeting quality standards and achieving 
shared savings (if applicable). A $2 million bonus pool is divided among the 13 highest-performing practices 
participating in CPC for Kids. The awards are based on scores on the CPC for Kids bonus payment scorecard, 
which evaluates practice capabilities in areas such as supports for children in foster care, behavioral health 
linkages, and school linkages.66,67
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EXHIBIT 3. NEW YORK CHILDREN’S HEALTH SUBCOMMITTEE’S PROPOSED PRIMARY CARE MODEL

Background: In New York, a state-sponsored Children’s Health Subcommittee was launched in 2016 and convened a group 
of experts from fields such as pediatrics, behavioral health, managed care, child welfare, and child advocacy. The group’s 
aim was to assess the fit of existing VBP models for pediatric populations and recommend improvements. 68,69

Proposed Payment Model: The group ultimately recommended that the state pilot a primary care VBP model for children 
with the following features:

• A focus on the majority of children in Medicaid, defined as Medicaid managed care members in the bottom 90th 
percentile of cost/utilization for children. The group made an explicit choice not to make VBP recommendations for the 
10 percent of child enrollees with complex physical or behavioral healthcare needs, as the unpredictability of diverse 
conditions affecting this population and the small numbers of these individuals treated by any individual health system 
make development of VBP models particularly challenging.

• A capitated payment arrangement for pediatric primary care that is:

 –Risk-adjusted;

 –Higher than the baseline pediatric primary care payment; and

 –Adjusted based on quality performance.70

Although the model has not yet been implemented, New York has taken steps toward adapting its VBP approach to better 
meet child health needs. For example, per subcommittee recommendations, the state developed a children’s quality 
measure set to encourage use of pediatric measures in VBP arrangements that include children. 

EXHIBIT 4. EXAMPLES OF PLANNED INTEGRATED CARE FOR KIDS MODELS

State Connecticut.71 Project to be implemented by 
Clifford W. Beers Guidance Clinic (awardee and 
lead organization72)73 and Connecticut Department 
of Social Services, HUSKY Health (Connecticut’s 
Medicaid and Children’s Health Insurance Program).

Oregon.74 Project to be implemented by Oregon 
Health Authority (awardee) and Oregon Pediatric 
Improvement Partnership (lead organization).75 

Overview The model will identify high-risk children and 
pregnant women, conduct comprehensive screening, 
provide culturally and linguistically competent care 
coordination support, increase shared decision-
making, support access to mobile crisis response 
services, and enable information sharing across 
provider and community partners.

The model will leverage the existing roles of 
Coordinated Care Organizations,76 Patient-Centered 
Primary Care Homes (PCPCH), and specialty 
providers to develop regional and population-based 
health improvement efforts in collaboration with local 
child services providers. Planned activities include 
training and supports related to access, prevention 
and screening, population-level risk stratification, and 
region-specific Service Integration Coordinators. 

Planned 
Payment 
Model

The model will include a risk-adjusted PMPM payment 
to support integrated care coordinators. PMPM 
payments will also be adjusted for outcomes on key 
quality performance measures.

The model will have three components:

1. PMPM payments to support PCPCHs in 
screening and care coordination.

2. A combination of FFS, care management 
PMPM payments, and retrospective shared 
savings based on TCOC for children with 
medical complexity.

3. Case rates for parent/caregiver-child dyadic 
therapy and supports.
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KEY THEMES FROM SUBJECT MATTER EXPERT INTERVIEWS AND 
LITERATURE REVIEW
Seven key themes emerged from our subject matter expert interviews and literature review and are described below:

1. There are limited opportunities for short-term, direct health care cost savings among pediatric populations 
compared to adult populations.

2. Investment in child well-being may support lifelong wellness and result in a long-term return on 
investment (ROI) for society.

3. To promote long-term health and health equity, the health system needs to focus more on upstream 
prevention.

4. VBP models that emphasize investment in children’s health and prospective payment offer the potential to 
better support child wellness.

5. Challenges in developing VBP models serving children may differ between pediatric-only providers and 
providers serving both children and adults.

6. There is an opportunity to develop more meaningful and outcomes-based quality measures for children.

7. VBP alone is not enough to address funding and data-sharing barriers to upstream interventions.

1. There are limited opportunities for short-term, direct health care cost savings 
among pediatric populations compared to adult populations.

The pediatric population is generally healthy77,78 and, on average, health care spending is lower for pediatric populations 
than adult ones. Pediatric care is largely focused on development and preventive care,79 and children have fewer chronic 
conditions than adults.80,81,82 In addition, personal health care spending in the United States increases with age, and 
per capita health care spending is less for children than for other age groups.83 While interviewees and the literature 
reported that some pediatric providers have achieved cost savings, they also suggested that the factors just described 
result in limited overall opportunities for short-term health care cost savings.84,85,86,87 To the extent that opportunity for 
savings in pediatric care does exist, such savings would likely be smaller than the cost savings for the adult population, 
and the savings may accrue to systems beyond health care such as social supports or education.

Many VBP models, such as shared-savings models, benefit provider practices that can reduce costs in a relatively short 
time frame, typically one year. Such arrangements provide significant opportunities for provider organizations that can 
better manage costly chronic illnesses common in adult populations but may be less financially beneficial for providers 
serving pediatric populations where there is a thinner margin for potential savings on medical care.88 In some areas 
of care, such as primary care and behavioral health, increased investment may actually be needed to expand access to 
preventive care or treatment that may have long-term ROI but limited near-term cost savings.89 Interviewees cited lack 
of short-term savings opportunities in health care as a barrier to garnering both payer and provider interest in VBP 
models focused on pediatric populations. They noted that provider organizations participating in shared savings models 
serving both adults and children often focus their care transformation efforts on the adult population.

To the extent there are opportunities for short-term savings within pediatrics, such savings are most likely found 
in the relatively low percentage of children with medical complexity who particularly benefit from improved care 
management.90,91,92 Some care coordination programs for children with complex needs have resulted in program cost 
savings, suggesting such interventions may be promising under VBP models that emphasize short-term savings.93,94,95 
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That said, there is no consensus on the extent to which there may be shared savings opportunities for children with 
complex needs, and in some cases, high utilization and costs may be unavoidable.96,97 Additionally, while there may be 
some short-term savings opportunities among pediatric populations with complex needs, this potential savings is still 
likely small in comparison to adult populations with a higher prevalence of chronic conditions.98

2. Investment in child well-being may support lifelong wellness and result in a 
long-term return on investment (ROI) for society.

Maternal and child health and experiences throughout childhood build the foundation for lifelong health. Early 
childhood is a time of rapid development and an important period in influencing long-term physical, social, and 
emotional health.99,100 For example, toxic stress related to adverse childhood experiences and unmet social needs during 
childhood can do harm to the nervous, endocrine, and immune systems.101,102,103 Evidence increasingly suggests that 
many common and costly adult chronic conditions such as cardiovascular conditions, diabetes, and depression are more 
common among individuals who experienced childhood adversity.104 Beyond health outcomes, children exposed to 
toxic stress may be at greater risk for negative social outcomes throughout their lives, such as becoming involved in the 
criminal justice system or experiencing barriers to learning and educational achievement, to healthy relationships, and 
to stable employment.105

While opportunities for short-term financial savings may be limited, investment in child health, education, and well-
being likely provide a large ROI in the long term, not just within health care but for society as a whole. Studies suggest 
early investment in maternal and child health and education impact adult well-being. For example, for children from 
families with low incomes, eligibility for Medicaid in childhood is associated with better health in adulthood as well as 
positive social impacts such as better educational and economic outcomes.106 Home visitation as well as early childhood 
education programs have long-term positive health and social impacts related to societal ROI.107,108,109,110,111 VBP models 
serving pediatric populations may need to refocus their goals on quality and improving long-term health and social 
outcomes rather than on achieving short-term health savings.112,113,114

Despite these opportunities, incentivizing investment in child health and well-being in VBP is challenging. In addition 
to inherent challenges with building the case for investing in longer-term versus shorter-term ROI, child health 
investments also face the “wrong pockets problem”115—meaning that the entities that invest in near-term child health 
are not likely to be the same entities that will reap the long-term financial ROI. Specifically, health care investments 
may result in future benefits and savings in sectors such as education, criminal justice, child welfare systems (and vice 
versa—investment in education may result in health benefits, etc.). The wrong pockets problem can also arise within the 
health system itself. Health plans or ACOs that invest in children are unlikely to reap the rewards of long-term health 
improvements due to patient churn between health plans and providers over time.116

3. To promote long-term health and health equity, the health system needs to 
focus more on upstream prevention.

The literature and interviewees described a variety of health care domains, such as primary and behavioral health care, 
care management for children with complex needs, and maternity care, in which VBP could support better care for 
children. However, regardless of population or condition of focus, a common thread is the need for VBP to support 
the adoption of delivery system and care models that further prioritize upstream prevention and that promote health 
equity.117,118,119 Investing in care models that promote safe, healthy environments, support caregiver relationships, 
address health-related social needs (HRSN), and make health equity an explicit goal not only are necessary to address 
the immediate heath of children but can improve health over the life course and possibly yield a long-term ROI.

Multigenerational Approaches to Care: One aspect of an upstream focus is implementing multigenerational 
approaches to care that recognize the impact of caregivers’ health on children’s well-being and address the needs of 
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the whole family.120,121 The health and well-being of children is intrinsically tied to the health and well-being of adult 
caregivers. Food and housing insecurity, physical and sexual abuse, and an unstable family environment—all things a 
family experiences together—can negatively impact a child’s health and well-being.122 Safe environments and stable and 
responsive relationships with adults help prevent adverse physiological disruptions and support healthy development of 
brain architecture.123 Multigenerational approaches to care that intentionally address adults’ and children’s health and 
social needs have the potential to mitigate intergenerational patterns of illness and create the environment to develop a 
healthier society. Interviewees and the literature suggested that supporting families should be a central consideration in 
defining value and developing VBP models for pediatric populations.124,125,126

Many aspects of the health system create barriers to multigenerational care.127 For example, family members may be 
enrolled in different health plans or receive care from different provider organizations, and care coordination between 
pediatric and adult providers is often limited. Additionally, FFS payment typically does not allow pediatric providers 
to provide services for parents. There has been some progress in this area, since Early Periodic Screening, Diagnosis 
and Treatment allows for maternal-depression screening during a well-child visit, but providing services to address a 
positive screen is often still challenging. For example, there may be opportunities to better finance and expand access to 
services such as dyadic therapy, a psychotherapeutic treatment method for families that have children with symptoms of 
emotional disorders. It involves offering joint therapy to the parent and child, as well as one-on-one sessions with just 
the parent to help address traumatic experiences in the parent’s life that may be impacting the parent-child relationship.

Neither the interviews nor the literature review provided definitive recommendations for how best to pay for or 
incentivize multigenerational care. Ideally, the payment mechanism would align with the specific delivery system model 
that stakeholders seek to adopt. Some potential options for incentivizing multigenerational care may include bundled 
payments/case rates for defined interventions (e.g., dyadic therapy), calculating ROI or sharing savings based on cost 
benchmarks for families,128 or providing payment and other supports (e.g., IT supports or technical assistance) to enable 
care coordination among adult and pediatric providers. For example, New York–based AsOne Healthcare Independent 
Practice Association is developing a care model aimed at improving outcomes for entire families that could potentially 
be supported through VBP. The model, which has not yet been implemented, aims to overcome the common challenge 
of limited opportunity for short-term ROI in children by engaging families whose high-risk adult members are more 
likely to generate cost savings. This could enable the practice association to offset costs of preventive services for children 
(see Exhibit 5 on page 15).

Coordination with Sectors Outside Health Care: In addition to supporting multigenerational care, pediatric VBP 
models can promote child health and well-being by improving the coordination and integration of health care with 
social services outside the health system.129,130,131 While addressing HRSN is critical for improving the health of both 
children and adults, meeting the social needs of children may be particularly impactful in improving long-term 
health outcomes. Additionally, addressing HRSN for children often requires coordination with different social service 
providers or systems, such as child care, education, and child welfare systems, than for adults.

VBP can potentially support more upstream-focused delivery system models through various approaches, including 
more flexible payment streams not tied to specific service codes (e.g., PMPMs), increased total payment for pediatric 
services, and quality measures that incentivize HRSN interventions. Interviewees described a variety of existing or 
planned interventions aimed at addressing HRSN for children and families under VBP models, including efforts to 
expand screening for HRSN, support connections to social services, and develop partnerships with community-based 
organizations. Interviewees particularly emphasized the need to go outside the walls of the health system to provide 
services in community-based settings, such as homes and schools, to be most accessible and culturally responsive. 
For example, interviewees described the use of community health workers to meet families in their homes and 
neighborhoods or embedding mental health services in schools to address mental health needs, including trauma.

A number of interviewees also described the potential of delivery system and/or payment models that address and take 
accountability for the health needs of a specific geographic region. Such models may be well positioned for addressing 
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community-level physical and social environments that impact family well-being and child development,132 as well as 
for supporting community or regional-level goal-setting and coordination of services across a wide range of sectors.  
For example, as detailed in Exhibit 6 on page 15, some states have implemented Accountable Communities for 
Health (ACH) models that focus on building infrastructure for multi-sector collaboration. While these models are 
rarely tied to VBP, such models provide examples of elements that could be integrated into, or implemented alongside, 
VBP programs.

Promoting Health Equity: An essential goal of any VBP model for children as well as upstream care delivery 
interventions is to reduce longstanding health inequities that impact lifelong health. For example, health inequities 
across race, ethnicity, and income are demonstrated by different rates of low birth weight, childhood chronic diseases, 
and behavioral health conditions.133 Such inequities are also seen in broader measures of child well-being such as early 
life adversity and school readiness.134

Many interviewees described achieving health equity as a goal of pediatric VBP models and quality improvement 
efforts. For example, one interviewee reported that quality measurement approaches implemented through VBP model 
participation helped draw attention to such inequities and spur efforts to address them. Another described plans to 
implement quality measures that would tie payment to reducing health inequities. Additionally, interviewees and the 
literature describe addressing HRSN and implementing intergenerational approaches to care as necessary steps to 
support health equity, along with strategies such as measuring and tracking inequities, developing approaches to provide 
culturally competent care, and addressing racial biases within the health system. The Minnesota Integrated Health 
Partnerships (IHP) model, a state ACO program that includes both children and adults, provides one example of a VBP 
model with explicit requirements related to equity. IHPs are required to implement a quality improvement intervention 
related to addressing health equity and must select and report on equity-related measures.135

Despite the potential for VBP models to incentivize health equity, few pediatric or adult VBP models have quality 
metrics explicitly measuring and incentivizing it. Implementing such an approach may require advancing provider 
capabilities to capture race, ethnicity, and language data.

4. VBP models that emphasize investment in children’s health and prospective 
payment offer the potential to better support child wellness.

As described above, few VBP models have been designed specifically for children, and evidence on the impact of VBP 
on pediatric populations is limited. The environmental scan did not find consensus on what VBP models are most 
appropriate for children. However, models with a prospective payment mechanism may be particularly beneficial. 
Prospective payments, such as care management PMPM fees or full or partial capitation, can potentially provide 
increased flexibility for pediatric providers to implement care models not traditionally reimbursed by FFS, including 
HRSN interventions to support prevention and long-term health improvement. Under shared savings models, providers 
typically do not get additional funds to invest in population health programs unless savings are achieved first. Models 
that include prospective payments could provide additional flexibility and/or funds to providers to improve quality 
before savings are achieved. The Partners for Kids model (Exhibit 1 on page 6) and the model proposed by New 
York Children’s Health Subcommittee (Exhibit 3 on page 7) both include this feature.

Interviewees reported that additional investment in children’s health may be needed to support care models that can 
achieve positive long-term health outcomes and ROI. This could be done by increasing overall payment for child 
health services or developing new payment streams. One example of a model that combines these strategies is the 
Ohio CPC for Kids model, which provides resources to pediatric providers through two mechanisms: (1) an enhanced 
PMPM payment to support activities that are undercompensated or uncompensated; and (2) the potential to earn an 
additional lump-sum performance-based bonus payment (see Exhibit 2 on page 6). Some literature has proposed 
more innovative models of VBP design to support increased investment, such as including net present value (NPV) 



[   12   ]

calculations in VBP. An NPV approach would estimate future cost savings from health system interventions to share 
projected future-year savings with providers.136 Stakeholders could explore such an approach as a means of explicitly 
paying for and incentivizing long-term investments. While an NPV approach has not been implemented in provider 
payment models to date, CMS approved a similar mechanism in Maryland’s Medicare TCOC model, which sets a per 
capita limit on Medicare TCOC in Maryland. Under this framework, if Maryland performs well on CMS-approved 
population health targets that are expected to generate long-term savings, CMS discounts the actual TCOC used to 
calculate Maryland’s performance against short-term savings targets.137,138,139

An important caveat when considering payment models for the pediatric population is that payment models for the 
general, relatively healthy pediatric population may need to differ from those for children with complex needs. For 
example, more intensive care management services may be a core component of models for children with complex 
needs. Connecticut’s plan for the InCK model, for instance, includes a care coordination PMPM payment specifically 
for children with complex conditions. Additionally, as described above, there may be greater opportunity for cost 
savings among children with complex needs who particularly benefit from improved care management, suggesting 
that shared savings models might be more appropriate for this population than for children who are generally healthy. 
As a result, careful analysis of health status and usage patterns for children with complex needs is necessary to assess 
appropriateness of VBP models.

5. Challenges in developing VBP models serving children may differ between 
pediatric-only providers and providers serving both children and adults.

As stated previously, provider organizations that serve both adult and pediatric populations and participate in VBP 
arrangements may have an incentive to focus on adults over children. In such cases, there may be an opportunity to 
adapt or add incentives for implementation of care delivery models aimed at improving comprehensiveness of pediatric 
clinical care, better coordinating care for children, and ensuring that children’s HRSN are addressed. Interviewees 
suggested that strategies such as increased use of pediatric-only quality measures or additional VBP contract 
requirements focusing on children could help drive attention to pediatric needs under models serving a broad Medicaid 
population. Balancing the need for a robust set of pediatric and adult-oriented measures while also limiting the total 
number of VBP measures to reduce administrative burden is a key challenge for those designing VBP programs serving 
both adults and children. Beyond quality measures, another potential option to focus VBP programs on children is 
contractual incentives or requirements for providers to implement pediatric-specific quality improvement initiatives.

State-designed VBP models for a broad Medicaid population may also need to be adapted for pediatric-only 
participants, but in different ways. For example, pediatric-only organizations likely require a different set of quality 
measures, which could be customized to cover a broader range of child health needs than is possible for VBP programs 
that serve both children and adults. Risk-adjustment methodologies may also need to be adapted for pediatric-only 
populations. In VBP models, risk adjustment is used to reflect patient complexity and avoid penalizing provider 
organizations that serve populations with complex medical and social needs. For example, if underlying data used to 
build a risk-adjustment model has a high proportion of adult data, the model may be optimized to reflect characteristics 
impacting adults and be less applicable to majority-pediatric populations.140

An additional aspect that may be potentially challenging for pediatric-only providers is implementation of 
multigenerational models of care. Organizations that serve only children may have a harder time coordinating care 
among family members and serving families as a unit given that adults are served by other providers. While health 
care providers serving a broad population would need to overcome internal barriers to care coordination for families, 
coordinating primarily with external providers may introduce the need to build and manage new relationships, as well 
as extra layers of data and workflow challenges.
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6. There is an opportunity to develop more meaningful and outcomes-based 
quality measures for children.

An important part of developing a VBP model that emphasizes quality and long-term outcomes is developing and 
implementing more meaningful quality measures that drive delivery system innovation. In a recent State Medicaid 
Director letter on VBP opportunities in Medicaid, CMS provided guidance that VBP models should prioritize 
established metrics to reduce provider burden.141 However, the research conducted for the current report suggests 
the need to balance reduced provider burden with filling existing measurement gaps for the pediatric population. 
Interviewees and the literature suggest the pediatric quality metrics most commonly tied to payment in VBP programs 
include Healthcare Effectiveness Data and Information Set (HEDIS) process and utilization metrics such as childhood 
immunization status and well-child visits.142,143 While existing measures are important for quality improvement and 
guarding against underutilization, such measures do not necessarily capture the full range of pediatric care needs. 
The literature and interviewees cited as a challenge the lack of standardized outcomes metrics related to topics such 
as behavioral health, chronic conditions, integrating care for children with complex needs, and patient- and family-
centered care.144,145,146 Work to develop such metrics, such as efforts by the Child and Adolescent Health Measurement 
Initiative (CAHMI), could focus on creating measures that better align with VBP, including quality measures that 
support a child and family well-being perspective.147 For example, CAHMI has developed tools to measure and enable 
patient and family engagement and communication during visits, and there may be opportunities to leverage this data 
to support and incentivize holistic family care within VBP models.

Interviewees and the literature also described the need for the development and use of quality metrics that focus on 
social needs and longer-term outcomes to spur care transformation.148,149,150,151 As an example, Nationwide Children’s 
Hospital in Franklin County, Ohio, is working with community stakeholders to identify and track meaningful metrics 
and long-term goals for children (see Exhibit 7 on page 16). While not directly tied to VBP, this approach is an 
example of long-term goal setting that could potentially inform greater delivery system transformation for the pediatric 
population centered on improving long-term health and life outcomes.

A key challenge in developing HRSN or longer-term metrics is determining the extent to which it is reasonable to hold 
health care providers accountable for long-term and non-health outcomes. To overcome this, it may be necessary to 
develop bridge measures that show progress toward long-term outcomes but that are within providers’ control or on 
a shorter timeline in alignment with existing VBP models. One example is Oregon’s work toward developing Health 
Aspects of Kindergarten Readiness measures as part of the Coordinated Care Organization Quality Incentive Program 
(see Exhibit 8 on page 16). This project is an effort to identify and define health care’s role in contributing to 
outcomes outside the health care sphere.

7. VBP alone is not enough to address funding and data-sharing barriers to 
upstream interventions.

Overall, interviewees were enthusiastic about opportunities for VBP to promote children’s health and suggested that 
design elements such as adapting payment models and new quality measures can support upstream interventions. At 
the same time, they emphasized that VBP alone cannot overcome some of the entrenched barriers to multigenerational 
care models and addressing HRSN. Such barriers include lack of funding to support these models and data-sharing 
challenges, such as confidentiality. Over the past decade, state and federal policy changes, as well as VBP model 
incentives, have provided some new flexibilities and funding streams for health systems to address social needs.152 
While these changes have allowed for an expanded focus on HRSN, interviewees did not view these VBP incentives 
as sufficient for addressing social needs. Restrictions on the use of Medicaid dollars for non-medical purposes limit 
the extent to which these funds can support HRSN interventions, and the additional funding received through VBP 
is often not enough on its own to sustain extensive upstream interventions.153 Many of the programs that interviewees 
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consider exemplary are supported by a complex web of time-limited funding across multiple organizations and sectors. 
Additionally, funding streams for care coordination and social supports often have restrictions that serve as barriers to 
meeting children’s needs. For example, in some cases, Medicaid services such as family therapy and dyadic treatment are 
only billable for patients with a prior behavioral health diagnosis, a restriction that can be a barrier to preventive care for 
children who are exhibiting symptoms of behavioral health needs but who do not yet meet the criteria for a diagnosis. 
Additional and more flexible funding for upstream interventions, including those outside the health care sector, may be 
needed to truly transform care.

Additionally, upstream interventions require increased data sharing across different sectors and provider entities to 
coordinate care and align services. However, there is often a lack of infrastructure or data-sharing agreements to support 
sharing of data between different state and local agencies, providers, and community-based organizations (CBOs). 
CBOs not involved in health care also have different data collection and sharing infrastructures than health care 
organizations. Data challenges within health care organizations also exist, such as the difficulty of linking children and 
caregiver data. Finally, varying federal data-sharing regulations and concerns about protecting privacy can hinder data 
sharing within the health system and outside traditional service silos. For example, different sets of federal regulations, 
such as the Health Insurance Portability and Accountability Act and the Family Educational Rights and Privacy Act, 
govern health and education information.154 Interviewees explained that there is often uncertainty and confusion related 
to what types of data can and cannot be shared among various stakeholders.

Cross-agency collaboration at the state level could help overcome many of these longstanding challenges. For example, 
multiple agencies could collaborate to develop programs and funding streams that better address holistic needs of 
children and that are more sustainable long-term. Some interviewees observed that different state agencies may each 
have their own programs, such as pediatric care management programs, which are duplicative or work at cross-purposes. 
Greater coordination across agencies could streamline these offerings in a more family- or child-centered way and could 
also make better use of limited public resources. In addition, the use of innovative funding mechanisms that support 
cross-sector initiatives could address the “wrong pockets” problem—that health care payers investing in children’s long-
term outcomes may not reap the savings associated with those investments because the savings accrue to other entities 
or sectors. “Braided” and “blended” funding mechanisms, for example, were commonly cited as a possible strategy for 
supporting cross-sector programs.155,156 Braided funding combines funding streams from different sources (e.g., different 
government agencies or a combination of public and private funds) to achieve common goals but continues to track 
and distribute each funding stream separately. Blended funding is more flexible, combining funding streams from 
different sources into a single funding pool without tracking funding streams individually.157 Finally, states also have an 
important role to play in supporting cross-sector data exchange and coordination. Increased data sharing across state 
agencies can support identification of cross-sector goals for payment and delivery system reform efforts, including those 
related to addressing social needs and advancing health equity, and can inform program design as well. States may also 
need to play a role in providing infrastructure, funding, and guidance for data sharing among health and social service 
organizations.
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EXHIBIT 5. ASONE HEALTHCARE INDEPENDENT PRACTICE ASSOCIATION’S PLAN FOR A MULTIGENERATIONAL CARE MODEL 

Background: AsOne is a New York City–based independent practice association (IPA) with a range of organization types 
in its network, including providers of primary care, behavioral health care, care management, and social services. The IPA’s 
network organizations serve both children and adults.158

Care Model: AsOne has developed a high-touch family-centered model, which has not yet been put into practice. The 
model features the following components:

• A care team, including a licensed clinical social worker, nurse, and care manager, would provide a six-month 
intervention including such activities as developing family and individual care plans, care management, individual care 
plans, referrals, and home-based family therapy.

• The model would enroll families by first identifying an “index patient.” The index patient would identify individuals they 
consider part of their family for inclusion in the intervention.

• The target population for index patients consists of Medicaid members between 13 and 50 years old with high 
utilization and at least one behavioral health condition plus comorbidities. This age range for index patients would likely 
bring into the intervention many families with children who could benefit from improved care for the index patient.

• Tracked quality measures would include all-cause hospital admissions and emergency department visits for the index 
patient. AsOne is also exploring how to evaluate outcomes for other members of the family.

• For enrolled families, the proposed financial model would enhance the rate on the Medicaid billing code for family 
therapy to support non-billable services as well as time and effort to implement the model.159 Future iterations with 
increased risk could look more like a bundled payment.

Business Case:
• Many family-based programs begin with the child as a starting point. This introduces financing challenges, as the 
short-term savings opportunities for children are limited and payers may not reap benefits of adult health care savings.

• Starting with a high-cost adult and engaging the family offers the potential to leverage short-term savings from adults 
to offset costs of preventive services for children, benefiting both adult and child family members in the long term.

EXHIBIT 6. ACCOUNTABLE COMMUNITIES FOR HEALTH MODELS

Accountable Communities for Health (ACH) models160 may provide lessons for how VBP models can be adapted or can 
build infrastructure to address HRSN. ACHs are coalitions of “partners from health, social service, and other sectors 
working together to improve population health and clinical-community linkages within a geographic area.”161 The term 
ACH encompasses a wide range of initiatives that seek to organize, finance, and develop infrastructure for cross-sector 
collaboration. ACH models differ from ACOs in that ACOs tend to focus primarily on improving clinical services, while ACHs 
focus on clinical-community linkages and community-wide prevention efforts, which can improve health outcomes.162 
While not typically VBP models themselves, ACHs are frequently implemented alongside VBP efforts to build cross-sector 
partnerships, coordinate cross-sector programs, and address HRSN. Key elements of ACH models include:

• Governance and leadership structures that emphasize multi-sector representation and community engagement. 
While specific structure and requirements vary by state, ACHs often include centralized infrastructure to work across 
sectors such as health care, public health, education, social services, criminal justice, and transportation. ACHs 
commonly have a “backbone organization,” such a community-based organization, health care provider, or health 
department, responsible for convening ACH participants and coordinating ACH activities.163

• A defined mission and priority focus areas to develop and align cross-sector initiatives. Although most ACHs do 
not focus exclusively on children, many include focus areas related to children’s health, such as adverse childhood 
experiences, violence and trauma, asthma, and maternal health.

• Efforts to share local data and measure regional impact. A key aspect of many ACH initiatives is building data 
infrastructure to identify community needs, inform programs, measure intersectional impact, and assess short- and 
long-term impact.164

• Financing to support cross-sector, community-based work. Financing models vary by ACH. Many ACH initiatives 
were initially funded through the federal State Innovation Model initiative (an initiative by the Centers for Medicare & 
Medicaid Services in partnership with states to advance multipayer health care payment and delivery system reform 
models). Ongoing sustainability mechanisms may include a mix of federal, state, and local dollars, private grants, and 
health system funding.165,166 Some ACH initiatives leverage innovative cross-sector financing mechanisms to support 
their initiatives.167

These elements could be implemented as part of or alongside VBP programs to address upstream HRSN that impact 
children’s health.168,169
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EXHIBIT 7. NATIONWIDE CHILDREN’S HOSPITAL AND FRANKLIN COUNTY, OHIO, PEDIATRIC VITAL SIGNS PROJECT

Based on the National Academy of Medicine’s Vital Signs for Healthcare framework, Nationwide Children’s Hospital (NCH) 
is collaborating with stakeholders in Franklin County, Ohio, to identify and track pediatric quality measures that support 
long-term population health improvement for all children in the county. The wide range of stakeholders participating in the 
project include NCH, local health departments, social service agencies, the county’s school system, and community health 
care providers. Early efforts have focused on working collaboratively to assess children’s baseline health status, setting 10-
year health goals, and identifying data sources. Stakeholders set goals for vital signs related to:170,171

• Infant mortality

• Kindergarten readiness

• High school graduation

• Teenage pregnancy

• Obesity

• Suicide

• Child mortality

• Preventive services delivery

EXHIBIT 8. OREGON’S HEALTH ASPECTS OF KINDERGARTEN READINESS STRATEGY

Oregon’s Health Aspects of Kindergarten Readiness Technical Workgroup was convened in 2018 to (1) identify one or 
more measures of the health sector’s role in kindergarten readiness to recommend for adoption as Care Coordination 
Organization (CCO) incentive measures; and (2) identify opportunities for future measure development, data sharing, or 
other measurement opportunities to drive cross-sector collective action toward kindergarten readiness.172

Workgroup members and contributors included CCO representatives, pediatric care providers, early learning hub and 
early learning program representatives, behavioral and oral health experts, health care quality measurement experts, and 
family focus groups. After a year-long process, the workgroup proposed a multiyear measurement strategy focused on 
four measures designed to encourage health system investments that contribute to improved kindergarten readiness and 
cross-sector collaboration:

1. Preventive dental visits for children ages 1–5;

2. Well-child visits for children ages 3–6;

3. A CCO-level metric focused on CCO policies, payments, and practices to support social emotional health; and

4. Follow-up to developmental screening.173,174

The recommendations were endorsed by Oregon’s Metrics and Scoring Committee, and the first two metric components 
above were included in the CCO incentive program beginning in 2020. Development of the CCO-level metric focused on 
social emotional health is currently underway.175,176
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POLICY AND PROGRAM CONSIDERATIONS FOR MASSACHUSETTS
MassHealth has identified further investment in pediatric care as an explicit goal for the next iteration of its ACO 
Program. The MassHealth ACO Program provides a strong foundation on which to build additional pediatric VBP 
incentives and programming that address children’s distinct health and social needs. For example, the MassHealth ACO 
Program currently has five pediatric-specific or maternal health–related quality measures tied to payment.177 The ACO 
Program’s emphasis on addressing social needs is also well aligned with the goals of addressing upstream determinants 
of children’s health. Our analysis found several opportunities for Massachusetts to lead the nation in serving children 
within and alongside the framework of the existing ACO Program. To that end, stakeholders may consider the 
following recommendations, which are discussed in greater detail below:

1. Define Massachusetts-specific pediatric care delivery priorities and accompanying quality measures, 
including those related to health equity.

2. Explore a payment model for pediatric populations that emphasizes quality improvement and long-term 
ROI.

3. Identify additional opportunities to incentivize, align, and sustain ACO approaches to integrating health 
and social services for pediatric populations.

4. Identify and support provider practice changes to implement a multigenerational approach to pediatric 
care.

1. Define Massachusetts-specific pediatric care delivery priorities and 
accompanying quality measures, including those related to health equity.

Defining care delivery priorities: To inform a pediatric-specific VBP Model, MassHealth and its stakeholders should 
define care delivery priorities. As demonstrated by existing pediatric VBP models and described by interviewees, VBP 
models can potentially support a wide variety of pediatric services and subpopulations. For example, VBP models may 
focus on a range of pediatric health goals such as improving behavioral health integration, better coordinating care for 
children with complex needs, and improving access to and comprehensiveness of pediatric primary care. In defining 
child health priorities, stakeholders may consider factors such as (1) subpopulations of interest; (2) overarching goals 
for each subpopulation; (3) key indicators of progress toward defined goals; and (4) opportunities for care delivery 
improvement or promising care models for reaching goals.178

Care delivery reform goals should drive decisions about specific elements of VBP models such as participating providers, 
included services, payment arrangements, and quality measures. Defining pediatric care delivery priorities may also be 
particularly important for prompting more attention to children’s health within the broad ACO framework. Building 
the case for pediatric care delivery reform requires clearly defining how prioritized care models and interventions 
contribute to long-term goals of improved ROI and health and social outcomes. In addition to helping define elements 
of VBP model design, the process of defining pediatric VBP goals could potentially be used to support the cross-sector 
collaboration needed to address children’s HRSN. A process for defining model goals should include perspectives from 
stakeholders outside the health system at both state agency and CBO levels, as well as families and patient-advocacy 
organizations. Defining cross-sector goals can be an important means of identifying opportunities to break down 
traditional service silos and gaining broad buy-in for more upstream-focused interventions.

Adopting longer-term outcomes-based quality measures: Stakeholders may also consider how to build on 
MassHealth’s current quality measures by adopting or developing ACO measures that incentivize long-term health and 
social outcomes. In implementing such measures, stakeholders should consider whether proposed measures should be 
directly tied to payment or tracked only for quality improvement purposes. Because of member churn between ACOs 
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and health plans over time and because health care is only one of many influences in determining social outcomes, it 
may not be reasonable to hold health care providers financially accountable for some HRSN-related measures. However, 
tracking such measures at the ACO level, or even the regional level, could potentially serve as a catalyst for care delivery 
improvement and help track ACO Program impact. Stakeholders may also consider a cross-agency approach to 
pediatric quality measurement in which MassHealth, among other agencies, tracks progress toward shared long-term 
metrics. Defining joint goals, whether related to health or broader social outcomes, can promote improved coordination 
of programs across agencies and serve as a first step to pooling funding to support cross-sector initiatives, potentially 
using a braided or blended funding approach.

Explicitly defining health equity goals and measurement strategies: Addressing pediatric health inequities, including 
racial and ethnic inequities, is essential to improving both short-term child health outcomes and providing the founda-
tion for lifelong health. MassHealth has already identified advancing health equity as an overarching goal in planning 
for the future of the ACO Program.179 MassHealth could help advance this goal by implementing quality measure-
ment approaches across all care delivery domains, including those identified as pediatric care delivery priorities, to track 
health inequities and incentivize providers to address identified inequities. As a first step in this direction, MassHealth 
may need to assess the extent to which there are existing barriers, such as gaps in demographic data collection and 
reporting, to stratifying quality measures (e.g., by race, ethnicity, or language). MassHealth could also consider holding 
providers accountable for reducing pediatric health inequities, such as by implementing quality improvement initiatives 
aimed at reducing inequities or tying measures of health inequities to payment. MassHealth has shown interest in this 
type of approach for the next iteration of the ACO Program. It is planning to offer incentives for ACOs and ACO- 
participating hospitals that address health inequities to report on stratified health and health care performance indica-
tors in order to identify disparities and meaningfully reduce them during the demonstration period.180

2. Explore a payment model for pediatric populations that emphasizes quality 
improvement and long-term ROI.

MassHealth and its stakeholders should consider how to adapt aspects of the MassHealth ACO payment model to 
ensure that children’s needs do not get overlooked given the existing financial incentives to focus on adult populations. 
MassHealth may specifically consider implementing policies within the ACO framework that (1) direct more resources 
toward pediatric providers in ACO models to encourage investment in interventions focused on prevention; and (2) 
provide increased flexibility for pediatric providers to implement innovative models. Increased investment in child health 
is inherently challenging given limited state and provider budgets, but such investment could provide an opportunity to 
improve both shorter-term pediatric health outcomes and address the root causes of many adult health conditions.

Achieving these aims could involve implementing a new payment model or funding streams for pediatric providers 
within the broader ACO model. While ACOs are paid on a capitated basis or through shared savings arrangements, 
providers within the ACO are often still paid FFS. MassHealth and ACOs could implement models for pediatric 
providers that offer increased flexibility and additional resources. For example, models such as fully or partly sub-
capitated arrangements for pediatric primary care or additional PMPM payments to support undercompensated 
services could be considered. This aligns with MassHealth’s initial thinking about the future of the ACO Program, since 
MassHealth is considering a primary care capitation model, which would pay primary care practices a lump sum each 
month to care for each ACO enrollee.181 This kind of upfront payment could give pediatric providers the flexibility to 
invest in quality improvement despite low expectations for short-term cost savings. Such models may require additional 
funding beyond current pediatric provider payment levels to support the delivery of a comprehensive pediatric care 
to achieve long-term ROI (e.g., through additional preventive services, care management, or integrated behavioral 
health services). In the long run, MassHealth may also consider exploring more innovative approaches to payment that 
explicitly reward long-term investments, such as incorporating NPV calculations into VBP models to allow providers to 
share in projected future-year savings.
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Additional Considerations for Boston Children’s Accountable Care Organization: Pediatric-only organizations 
may face different challenges in implementing VBP models than organizations serving both adults and children. As 
described above, specific elements of statewide VBP models such as quality measures or risk adjustment may need 
to be adapted to be appropriate for pediatric-only organizations. Additionally, while ACOs that serve children and 
adults could use cost savings from adult populations with high costs to subsidize pediatric investments, it may be more 
challenging for ACOs to achieve short-term savings with pediatric-only populations. In exploring options for new 
payment models to support children’s health needs, MassHealth should work with Boston Children’s ACO (the only 
pediatric-only ACO in the MassHealth ACO Program at this time) and other pediatric providers to assess whether 
aspects of the ACO model should be adapted for pediatric-only organizations. Such work may require additional data 
analysis and modeling to better understand the health status, care utilization patterns, and health care costs of pediatric 
populations served by such organizations and the implications for VBP model design.

3. Identify additional opportunities to incentivize, align, and sustain ACO 
approaches to integrating health and social services for pediatric populations.

The current MassHealth ACO model incentivizes and provides resources for addressing HRSN through means such as 
an HRSN screening quality measure and the Flexible Services Program. However, experiences from other states suggest 
that cost-saving incentives may lead ACOs to prioritize addressing adult needs over those of children. MassHealth 
could assess how ACOs are currently leveraging existing funding streams (e.g., DSRIP) and implementing initiatives 
aimed at improving health outcomes for pediatric populations, and this in turn could help identify opportunities to 
better support and guide ACOs to address the social needs of children specifically. Depending on need, MassHealth 
could consider developing guidelines or requirements for ACOs to implement pediatric quality improvement projects 
or adopt specific strategies for addressing children’s HRSN. This approach is consistent with the vision MassHealth 
recently laid out for the next iteration of the ACO Program, which suggests it plans to require ACOs to target a portion 
of Flexible Services programming to children and youth, and to leverage Flexible Services nutritional supports at a 
family, rather than member, level.182

There may also be opportunities for the state to further support cross-sector collaborations and HRSN interventions 
with the goals of improving long-term population health. While supporting cross-sector interventions is necessary 
for both adult and child populations, it is important to consider children’s distinct needs and include a focus on 
agencies and providers serving children when designing such interventions. Additional funding to support cross-sector 
collaborations and HRSN interventions, such as funding streams dedicated to supporting social needs beyond the 
current focus of the Flexible Services Program, could be beneficial. Developing robust, integrated health and social 
service models that go beyond the walls of health systems may also require coordinated funding approaches across 
different state agencies. Therefore, Massachusetts may consider identifying specific opportunities for enhanced cross-
agency collaboration, such as across the health, education, and child welfare sectors, to break down traditional service 
silos. Over the long term, the state could also explore developing and piloting braided or blended funding mechanisms 
to support innovative cross-sector care models aligned with ACO Program goals.

4. Identify and support provider practice changes to implement a 
multigenerational approach to pediatric care.

As part of defining pediatric delivery system priorities, MassHealth and its stakeholders should identify practice 
changes to enable care delivery through a multigenerational care model. Multigenerational or whole-family care does 
not exclusively mean providing direct care to all members of a family but also includes approaches that take into 
consideration how the health and needs of caregivers and other family members will impact the child. In the case of 
pediatrics, this may entail a shift in how pediatricians consider the needs of adult caregivers and coordinate as necessary 
with adult providers. For example, this model of care may include screening for family needs, family-centered care 
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planning, and coordinating or co-locating behavioral health and social services, including home visiting. This approach 
may also include partnerships with behavioral health or social service agencies that provide direct treatment and 
supports to an entire family. This shift in care delivery could be supported through the ACO Program or other funding 
strategies.183,184

MassHealth and its stakeholders should explore how to incentivize these promising family-centered practices through 
means such as care delivery requirements and quality measures tied to ACO payments. These incentives could include 
measures of care coordination, screenings related to the family unit, and family experience of care. MassHealth might 
also consider structuring payments in a way that enables core components of multigenerational care, such as allowing 
pediatric providers more time to talk with family members during child health visits to understand family needs and 
conduct coordination and resource referral activities. VBP arrangements for pediatric providers may require new 
payment streams or augmented rates to support elements such as additional preventive services, screenings, education, 
or care coordination services for children and parents. Such investments can support long-term population health 
improvement and ROI and even bring about short-term health care cost savings for adult caregivers as their social risks 
and needs are also addressed.

While VBP can help support and incentivize family-centered care, such arrangements are likely not enough on their 
own to promote the widespread adoption of such models. Infrastructure investments or technical assistance supports 
may be needed in areas such as provider education/training, workflow redesign, and data sharing capabilities. For 
example, technical assistance may be needed to help providers better understand resources in their community and 
develop working relationships with other providers or CBOs. Multigenerational care models may also require new 
processes for sharing information and coordinating care among family members with social service or behavioral health 
providers.

CONCLUSION
MassHealth continues to build upon and refine its ACO Program while working to ensure that children are adequately 
prioritized and that their distinct health and social needs are acknowledged in reform efforts. This report identifies 
opportunities for Massachusetts to serve as a national leader in this field, learning from the early experiences of 
stakeholders in other states and testing new approaches to meet the health and social needs of children and their 
families. Ultimately, adapting VBP for pediatric populations requires recognition that pediatric VBP models should 
not be focused on short-term savings but rather on improving the quality of care to support child health and long-
term population health outcomes. Developing VBP models with these elements in mind will require stakeholders 
to clearly define pediatric care priorities and goals, implement incentives and supports that enable pediatric delivery 
system improvement, commit to cross-sector collaboration to address HRSN, and begin clearing the path for a 
multigenerational approach to health care. While challenging, this work presents an important opportunity to help 
children lead healthier lives both in their early years and into adulthood.
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APPENDIX A: INTERVIEWEE LIST
The subject matter experts we interviewed include individuals with broad expertise of the pediatric VBP policy 
landscape and those with direct experience designing or implementing VBP models. Interviewees were also selected 
with the aim of including experts from a range of organization types (e.g., state government, provider organizations) 
and states. Interviewees were asked about topics such as overall goals of pediatric VBP models; payment model design; 
how models address HRSN or promote multigenerational care; and lessons learned from VBP work.

NAME ORGANIZATION

Mary Applegate Ohio Department of Medicaid

Pat Baker Associated with Connecticut Health Foundation when interviewed

Suzanne Brundage PM Pediatrics (associated with United Hospital Fund when interviewed)

Stuart Butler Brookings Institution

Doreen Carlin-Grande Neighborhood Health Plan of Rhode Island

Deena Chisolm Nationwide Children’s Hospital/Partners for Kids

Jamie Clarke Delta Dental Ins. (associated with Nemours Children’s Health System when interviewed) 

Donna Cohen Ross Independent consultant

Nathaniel Counts Mental Health America

Chris DeMars Oregon Health Authority

Tiffany Donelson Connecticut Health Foundation

Mylynda Drake Ohio Department of Medicaid

Alice Forrester Clifford W. Beers Guidance Clinic

Daniella Gratale Nemours Children’s Health System

Greg Hagan Cambridge Health Alliance

Caroline Heindrichs AsOne Healthcare IPA

Charlie Homer Economic Mobility Pathways

Lisa Honigfeld Child Health and Development Institute of Connecticut, Inc.

Stephanie Jarem Oregon Health Authority

Sara Kleinschmit Oregon Health Authority

Michael Lee Boston Children’s Hospital

Gilbert Liu Ohio Colleges of Medicine Government Resource Center (associated with Nationwide 
Children’s Hospital/Partners for Kids when interviewed)

Beth Marootian Neighborhood Health Plan of Rhode Island

Nikki Olson Oregon Health Authority

Christopher Ottiano Neighborhood Health Plan of Rhode Island

James Perrin MassGeneral Hospital for Children

Clare Pierce-Wrobel U.S. Department of Health and Human Services (associated with Health Care 
Transformation Task Force when interviewed)

Rachel Roiland Duke-Margolis Center for Health Policy

Robert Saunders Duke-Margolis Center for Health Policy

Chad Shearer United Hospital Fund

Elizabeth Singletary Associated with Duke-Margolis Center for Health Policy when interviewed

Laura Sisulak Oregon Health Authority

Mathew Spaan Minnesota Department of Human Services

Elizabeth Stuart Oregon Health Authority
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