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What is an ACO?

A network of providers (doctors, hospitals, 
specialists, CHCs)…

...whichshares financial and medical responsibility 
for providing coordinated care to patients…

…with the goals of improving health, increasing 
quality, and reducing cost.

Three key elements: 
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What is MassHealth?

ÅCombined Medicaid and Childrenôs 

Health Insurance Program

ÅSafety Net for nearly 1.9 million people 

in MA

ÅState spending on MassHealth 

comprises 24% of the state budget

Å40% including federal spending

Source: Massachusetts Medicaid Policy Institute, MassHealth: The Basics, 2017.

https://bluecrossmafoundation.org/publication/updated-masshealth-basics-september-2017
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MassHealth Waiver Basics 

Åñ1115 Waiverò ï5-year agreement (2018-2022) with 

federal Centers for Medicare and Medicaid 

Services (CMS) on how to restructure MassHealth

ÅAuthorizes > $52 billion in spending over 5 years 

ÅNew upfront funds to build infrastructure - $1.8B

ÅBudget neutral over 5 years for federal government

ÅFocus on moving members into ACOs ï~850,000 

people have been enrolled

Å17 MassHealth ACOs began operating 3/1/18
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Health impact pyramid
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ACOs and public health?

Å Incentives to focus on preventive care.

Å Greater focus on chronic disease prevention and 

management.

Å Opportunity to understand needs and outcomes by 

race/ethnicity, income, etc.

Å Opportunity to screen for health-related social 

needs.

Å Opportunity to engage community-based services 

and providers to address health-related social needs. 

Å Opportunities to engage/collaborate with public health 

+ community leaders to change underlying social 

determinants of health.
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Features of MassHealth ACO Program to Watch

1. Risk Adjustment

2. Community Partner program

3. Health-Related Social

Needs Screening

4. Flexible Services Program

5. Support for Community Health 

Workers

6. System Capacity Building/TA
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1. Risk Adjustment

ÅAdjustment in payment amount, recognizing 

that social determinants impact health status 

and cost of care

ÅAge, disability, behavioral health

ÅHousing issues (3 or more addresses in a 

calendar year or ICD code for homelessness)

ÅNeighborhood Stress Score (NSS7), 

measure of ñeconomic stressò summarizing 7 

census variables
Source: Arlene Ash, UMass Medical School, Using SDOH Data In Rate Setting: MassHealthRisk 

Adjustment Model, December 2016.
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Behavioral Health Community Partner 

Responsible for care management and coordination for 

populations with significant BH needs (18 contracts)

Long Term Services and Supports (LTSS) 

Community Partner

Provide LTSS care coordination and navigation to 

populations with complex LTSS needs (8 contracts)

Began operating July 1, 2018

Source: MassHealth, MassHealthPayment and Care Delivery Innovation - Meeting with ACOs and MCOs 

on Community Partners program and Flexible Services, September 12, 2017.

2. Community Partner Program
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4 required domains:

•Housing

•Food

•Transportation

•Utilities

At least 1 additional domain from:

•Employment, education, or training

•Experience of violence

•Social Support

Domains and questions not standardized

3. Social Needs Screening
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1. What is your housing situation today? 

o I do not have housing 

o I am staying with others, in a hotel, in a shelter, living outside 

on the street, on a beach, in a car, abandoned building, bus or 

train station, or in a park

o I have housing today, but I am worried about losing 

housing in the future.

o I have housing 

Source: Billioux, et al. 2017. Standardized screening for health-related social needs in 

clinical settings: The accountable health communities screening tool. Discussion Paper, 

National Academy of Medicine, https://nam.edu/wp-

content/uploads/2017/05/Standardized-Screening-for-Health-Related-Social-Needs-in-

Clinical-Settings.pdf.

3. Social Needs Screening (conôt)
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1. Within the past 12 months, you worried that your food 

would run out before you got money to buy more.

ÅǏOften true   ǏSometimes true   ǏNever true

2. Within the past 12 months, the food you bought just 

didnôt last and you didnôt have money to get more.

ÅǏOften true     

ÅǏSometimes true   

ÅǏNever true
Source: Billioux, et al. 2017. Standardized screening for health-related social needs in clinical settings: 

The accountable health communities screening tool. Discussion Paper, National Academy of Medicine, 

https://nam.edu/wp-content/uploads/2017/05/Standardized-Screening-for-Health-Related-Social-

Needs-in-Clinical-Settings.pdf.

3. Social Needs Screening (conôt)
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Quality Measure #16

ÅMust be present in the memberôs health record and 

readily accessible to the primary care provider.

ÅConducted annually at a minimum

Referral, Navigation Assistance, and Service Provision

ÅñIf health-related social needs are identified, 

ACOs/MCOs are also required to refer members to 

and provide information and navigation supports for 

services to address such needs.ò

ÅNo reporting requirements/accountability. 

3. Social Needs Screening (conôt)
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ÅHousing + nutrition supports 

Å$149 million over 5 years

ÅBeginning in January 2020

ÅACOs will contract with service providers or 

deliver services directly

4. Flexible Services Program
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ÅNot an entitlement ïnot all eligible members will receive 

services. Each ACO will develop their own program within 

MassHealth guidelines:

ühousing support services for homeless members who are in have 

been hospitalized for mental illness

üweekly bag of vegetables and cooking classes for people with 

diabetes  

ühousing support services for high risk pregnant women facing 

eviction.

ÅConcerns

üPrograms likely narrowly tailored; limited prevention focus?

üLimited number of people served?

üBuild in house vs. support community capacity?

4. Flexible Services Program (conôt)
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Housing Support Services 
examples:

Å Helping to find and complete 
housing applications

Å Onetime household set up costs 
including first/last monthôs rent

Å Help communicating with 
landlords

Å Help building skills to live 
independently in the community

Å Transportation to get to housing 
support services

Å Health and safety modifications 
like installation of grab bars and 
hand showers, doorway 
modifications, or air conditioners 
for asthma

Nutrition Support Services 
examples:

Å Home-delivered meals 

Å Help to find and complete 
nutritional benefits applications 
such as SNAP and WIC

Å Transportation to access food 
assistance

4. Flexible Services Program (conôt)
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Anticipated Need
Å ACOs will hire > 90 CHWs

Å Community Partners will hire > 1,100 Care Coordinators

Current Scenario
Å > 100 people on waitlists at existing 

training programs

Å Underutilization of hired CHWs while 
waiting for training

Å Low pay and burnout among CHWs

New Funded Initiatives
Å CHW + Peer Specialist Training Capacity 

Expansion Grant

Å CHW + Peer Specialist Learning Communities

Å CHW Supervisor + Recovery Coach Supervisor 
Training Grant Program 

5. Support for CHWs
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ÅTA ñMarketplaceò for ACOs and CPs

ÅAdministered by Abt Associates with 47 
vendors: https://www.ma-dsrip-ta.com/

ÅDedicated DSRIP funds allocated to each 
ACO + CP 

Å9 Domains: Community-Based Care and 
SDOH │ Consumer Engagement │ Flexible 
Services │ Health Information Technology/ 
Exchange │ Population Health Management 
│Workforce

6. Systems Capacity Building/TA

https://www.ma-dsrip-ta.com/
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ACOs - Good or Bad?

ÅñChanges underway in the financing 

and delivery system are not inherently 

good or bad for consumers in general, 

or for vulnerable populations in 

particular. 

ÅñWhether they have a positive or 

negative impact will depend on how 

they are implemented. It will be 

largely up to consumers and their 

advocates to ensure the impact is 

positive.ò
Source: Community Catalyst, The Path to a People-Centered Health System

http://www.communitycatalyst.org/resources/publications/body/Next-Generation-HST-Report.pdf
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Bridge to Nowhere?

-With limited exceptions, 
ACOs will not pay for 
community-based social 
services. Attention needed for 
members/services beyond 
Flex Services.

-Need to ensure proper 
capacity and distribution of 
social services. Function of 
MassHealth within ecosystem 
of services.

-Lack of data infrastructure.

Structural Barriers to Health 

-Health-Related Social Needs 
≠ Social Determinants of 
Health 

-ACOs = more housing search 
specialists 

-ACOs ≠ greater availability of 
affordable homes

Opportunity to Change the 
Conversation to go Upstream

-New opportunities for 
advocacy partnerships with 
health care

-Use HRSN screening data in 
CHNA/CHIP process + 
community benefits/DON 
investments

-Support anchor mission 
strategies (hiring, purchasing, 
investments)

Emerging Challenges + Opportunities
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Resources

Å Find enrollment assisters in your community: 

https://my.mahealthconnector.org/enrollment-assisters

Å Provider resources on MassHealth ACOs: 

https://www.mass.gov/lists/provider-pcdi-resources

Å MassHealth Plan information, resources and primary care provider search 

tool: www.masshealthchoices.com

Å Health Care For All HelpLine: 1-800-272-4232

Å https://www.mass.gov/files/documents/2018/
09/14/HPC-
Certified%20ACO%20Profiles%202017-
2019.pdf

Å https://www.mass.gov/files/documents/2018

/09/21/ACO%20brief%20%232.pdf

https://my.mahealthconnector.org/enrollment-assisters
https://www.mass.gov/lists/provider-pcdi-resources
http://www.masshealthchoices.com/
https://www.mass.gov/files/documents/2018/09/14/HPC-Certified ACO Profiles 2017-2019.pdf
https://www.mass.gov/files/documents/2018/09/21/ACO brief 2.pdf
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Maddie Ribble

Director of Public Policy & Campaign Strategy
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mribble@mapublichealth.org

617-697-210

www.MAPublicHealth.org

@MAPublicHealth

Questions?
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APPENDIX SLIDES
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Health-related social needs (HRSN)

ÅThe health-related impacts of the social and 

economic factors in patientsô lives

üincluding food insecurity, housing instability, and 

exposure to violence

ÅHealth care providers and social services 

providers seek to respond to these needs with 

individual- or family-based social services and 

supports

üsuch as housing search assistance, SNAP enrollment 

support, and safety assessment and planning
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Social Determinants of Health (SDOH)

ÅThe underlying social structures that impact the 
health of patients

üsuch as lack of access to healthy food in a 
neighborhood or insufficient affordable housing 
opportunities

ÅThese social structures contribute to health-related 
social needs but cannot be addressed with 
individual- or family-based services

ÅThey require systems and policy changes to 
address them, such as increasing the number of 
affordable housing units
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Source: Massachusetts Medicaid Policy Institute, MassHealth: The Basics, 2017.

https://bluecrossmafoundation.org/publication/updated-masshealth-basics-september-2017
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Source: MassHealth, February 5, 2019.
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Source: MassHealth, Delivery System and Payment Reform Implementation Council, Slides for Meeting #1, April 27, 2017.
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Source: MassHealth, Delivery System and Payment Reform Implementation Council, Slides for Meeting #1, April 27, 2017.
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Source: Arlene Ash, UMass Medical School, Using SDOH Data In Rate Setting: MassHealthRisk 

Adjustment Model, December 2016.

1. Risk Adjustment (conôt)

Neighborhood Stress Score (NSS7)

A measure of ñeconomic stressò summarizing 7 
census variable identified in a principal components 
analysis:

Å % of families with incomes < 100% FPL

Å % < 200% of FPL

Å % of adults who are unemployed

Å % of households receiving public assistance

Å % of households with no car

Å% of households with children and a single parent

Å% of people age 25 or older who have no HS degree
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CHW + Related Workforce Investments 

Community Health Worker Training Capacity Expansion Grants

Justice Resource Institute; Lowell Community Health Center/CHEC; Cambridge 

Health Alliance/Cambridge Public Health Commission; Boston Public Health 

Commission/CHEC; Holyoke Community College; Center for Health 

Impact/Central MA AHEC

CHW + Peer Specialist Learning Communities: MACHW

Peer Specialist Training Capacity Expansion Grants: Transformation Center

Community Health Worker Supervisor Training Grants: Center for Health 

Impact

Recovery Coach Supervisor Training Incentive Fund: ??

5. Support for CHWs (conôt)
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ÅCommunity-Based Care and Social 
Determinants of Health
üIdentifying and partnering with community-based 

organizations and social services agencies

üBest practices for recruiting and hiring from the 
community

üIntegrating social determinants of health 
screening into practice-level workflows

üDesigning programs grounded in community-level 
knowledge

6. Systems Capacity Building/TA (conôt)
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Å BCT Partners 

Å Health Leads 

ÅMLPB 

Å Leavitt Partners 

Å Technical Assistance 
Collaborative 

Å KPMG 

Å Healthcentric Advisors 

Å Health Management 
Associates 

Å Center for Social Innovation 

ÅMAeHC

Å NILP 

Å John Snow, Inc. 

Å Day Health Strategies 

Å Collaborative Healthcare 
Strategies 

Å SMC Partners 

Å Health Resources in Action 

Å Justice Resource Institute 

Å Advocates for Human 
Potential 

Å The Transformation Center 

Community-Based Care and SDOH Vendors

6. Systems Capacity Building/TA (conôt)


