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Dear Accountable Care Organizations (ACOs),

The purpose of this guidance document is to clarify questions pertaining to the PY 2026 model changes for the ACO REACH
Model. Slides from the webinar hosted on May 29, 2025, may be accessed via the link below.

Link: ACO REACH PY 2026 Model Changes Webinar

Please submit any additional questions regarding the content in this communication to the ACO REACH Model Help Desk at
ACOREACH@cms.hhs.gov.

Thank you,

The ACO REACH Model Team


https://cms.zoomgov.com/rec/share/nLyfJXZqiHLiTF23jWkskBASWbO9jF2zlar2WwH8prpsx22MlNpDWH_c4DYkP7Ks.NVujE4KHiUdVNTLN
mailto:ACOREACH@cms.hhs.gov
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Preliminary PY 2023 Preview Evaluation Report

Q1: What is the future of this model, given significant increases in net spending?

Al: After reviewing the preview of PY 2023 evaluation results, CMS made changes to the financial
methodology design of the model to ensure savings to the Medicare Trust Fund in the last performance
year (PY 2026). These changes aim to balance CMS’ statutory obligations while maintaining beneficiary
and provider access to the increased flexibilities and incentives under the model that promote
preventive care, chronic condition management, and high-quality person-centered care.

Q2: Why is CMS continuing the model if it is not showing savings to Medicare?

A2: CMS decided not to terminate the model and instead to make changes for several reasons. Although
PY 2023 evaluation findings continue to show net losses to the Medicare program, there have been
statistically significant improvements in quality and an improvement in gross savings, but not enough to
offset payments.

Q3: Why are results different for the ACO REACH Model relative to prior results in the GPDC
Model?

A3: The PY 2023 Evaluation Report for ACO REACH now includes the new cohort of participants who
entered the model in PY 2023 when the model transitioned to ACO REACH. ACO REACH had 48 new
ACOs join the model in PY 2023, effectively doubling the model’s size. See the ACO REACH Performance
Year 2023 Preview Evaluation Report.

Q4: What is the difference between evaluation spending results and model participant financial
results, i.e., why do financial gross shared savings amounts not match the evaluation results?
A4: Evaluation spending results and model participant financial results serve distinct purposes and are
calculated at different times using different methods. Financial results reflect comparison of
expenditures to benchmarks established according to the model methodology. The evaluation results
are based on analysis that looks at model participant performance against a counterfactual comparison
group. For more details, please refer to this key concept overview.

Q5: Was spending associated with significant, anomalous, and highly suspect billing factored into
the evaluation methodology for PY 20237

A5: Yes, spending-associated HCPCS codes (A4352 and A4353) for intermittent urinary catheter supplies
was excluded from PY 2023 expenditures in the PY 2023 evaluation and in calculating shared savings and
losses. However, these codes contributed to the calculation of Historical Base Year Expenditures used to
construct the financial benchmark for PY 2023 (claims incurred during 2017-2019). For PY 2024—PY
2026, CMS will exclude these codes from contributing to the calculation of the financial benchmark
when 2023 is used as a reference year.

Q6: When will the final PY 2023 Annual Evaluation Report become available?

A6: The full PY 2023 Evaluation Report, which will include results from interviews with ACO leaders and
providers, survey responses from ACOs, and additional findings related to the model, is expected to be
publicly released later in 2025.


https://www.cms.gov/priorities/innovation/data-and-reports/2025/aco-reach-preview-py2023-evaluation
https://www.cms.gov/priorities/innovation/data-and-reports/2025/aco-reach-preview-py2023-evaluation
https://www.cms.gov/priorities/innovation/key-concepts/evaluations
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Changes to Risk Adjustment Methodology

Q7: What are the risk score constraints used by ACO REACH?

A7: CMS uses risk score constraint mechanisms to control for increases in coding intensity and risk score
growth. There are three constraints applied to an ACO’s normalized risk score. Specific details of each
constraint vary depending on ACO type:

1. An ACO-specific 2022-2026 symmetric risk score growth cap. An ACO’s normalized PY risk score
is constrained to be no more than a given percent different (in the positive or negative
direction) from the ACO’s 2022 risk score. The magnitude of the cap varies depending on ACO
type.

2. A model-wide Coding Intensity Factor (CIF). The CIF calculates the model-wide risk score growth
from 2019 to 2026, after application of the 2022—-2026 symmetric cap. Then, a uniform
adjustment is applied to all ACOs to set the model-wide 2026 risk score equal to the model-wide
2019 risk score. CMS also includes a ceiling on the application of the CIF to provide benchmark
certainty to ACOs. Separate CIFs are calculated for the Standard and New Entrant Aged and
Disabled (A&D) population, High Needs AD population, and End-stage Renal Disease (ESRD)
population.

3. New for PY 2026: An ACO-specific 2019-2026 3% asymmetric cap. After the 2022-2026
Symmetric Cap and CIF are applied, an ACO’s PY risk score is constrained to be no more than 3%
greater than the ACO’s 2019 risk score. The 2019-2026 asymmetric cap does not apply to the
High Needs AD population.

Q8: How does the PY 2026 change to the model’s risk score growth constraints intersect with the
existing risk score growth cap and the Coding Intensity Factor (CIF)? For example, is the
additional 3% cap from 2019 additive to the first cap, or is there effectively a hard 3% cap on risk
score growth from 20197 If the growth from 2022 to 2026 is lower than the growth from 2019 to
2026, would the constraint still be based on 2019 as a fixed baseline?

AS8: For Standard and New Entrant ACO types only, the additional asymmetric 3% ACO-specific cap only
occurs if there is excess risk score growth from 2019-2026 after applying both the 2022-2026
symmetric cap and the CIF.

Calendar 2019 2022 Uncappe Capped Risk Score Percent Maximum Final Risk
year d 2026 Risk Score After 3% change allowed Score

Risk After 3% Cap and from 2019 growth

Score 2022-2026 1.01 CIF (A to E) (G)

(©) Cap (E)

(Bto C)

Example 1 1.00 1.05 1.10 1.0815 1.0708 7.08% 3% 1.03
Example 2 1.00 0.95 1.10 0.9785 0.9688 -3.12% 3% 0.9688
Example 3 1.00 1.10 1.05 1.0670 1.0564 5.64% 3% 1.03

e Step 1: Application of symmetric risk score cap from 2022-2026 (B to C).

e Step 2: Application of the CIF from 2019 (capped at 1.01 for Standard and New Entrant ACOs)

(E).
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e Step 3: If ACO risk score growth from 2019-2026 still exceeds 3% after the application of the cap
and CIF policy (Step 1 and 2), then risk score growth from 2019 would be capped at 3% (H).

In Example 1 above, the ACO’s average risk scores steadily grows between 2019 to 2022 and continues
to grow through 2026. In this scenario, after Step 1 and Step 2 (E), the ACO still has an excess of 7.08%
(A to E) risk score growth from 2019-2026, so Step 3 will trigger and constrain the risk score to 3%

overall growth in the final risk score (H).

In Example 2 above, the ACO’s average risk score initially falls from 2019 to 2022 (B to C) and then grows
from 2022 to 2026. This ACO’s risk score will be constrained to 0.985 (3% growth from 2022) in Step 1
with the application of the 2022-2026 3% symmetric cap. After applying the 2022-2026 3% symmetric
cap and CIF, the ACQ’s new risk score is lower than its risk score in 2019 so Step 3, the second 2019-
2016 3% asymmetric cap, will not trigger for this ACO.

In Example 3 above, the ACO observes risk growth from 2019 to 2022 but then observes negative
growth from 2022 to 2026. In this scenario, Step 1 will constrain the ACO’s negative risk score growth
between 2022 to 2026. After Step 1 and Step 2 are applied, the ACO still observes 5.64% risk score
growth from 2019 to 2026 so Step 3 will trigger and constrain the overall risk score growth to 3% in the

final score (H).

Q9: Are there differences in risk score growth constraints for PY 2026 by organizational type, i.e.,
for Standard, New Entrant, and High Needs Population ACOs?
A9: Yes, the table below summarizes the risk score adjustment steps that will be applied to each ACO
type, and the order in which those steps will be applied. Final guidance regarding the additional 2019—-
2026 risk score growth cap will be provided in the forthcoming PY 2026 Risk Adjustment specification

paper.

Adjustment
Steps
Risk score cap

Standard/New Entrant ACOs

Symmetric 2022-2026 3% cap
applied to claims-aligned and
continuously voluntarily
aligned population

High Needs Population ACOs

Symmetric 2022-2026 10% cap
applied to claims-aligned and
continuously voluntarily aligned
population

Asymmetric 8% cap for newly
voluntarily aligned beneficiaries
only, with no minimum
beneficiary threshold

All ACOs

ACOs with PY
beneficiary population
3x as large as their
Reference Year
population are no
longer exempt from
risk score caps

Retrospective
CIF

CIF ceiling of 1.01

CIF ceiling of 1.02

Calculated as the
model-wide mean of PY
2026 capped risk scores
divided by the model-
wide mean BY 2019
normalized risk score

Application of
additional risk
score cap

Asymmetric 2019-2026 +3%
cap applied to claims-aligned
and continuously voluntarily
aligned population

No additional 2019-2026 cap
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Q10: Is the additional 2019-2026 cap symmetric (has both ceiling and floor) or just a ceiling?
A10: The additional cap is not symmetric; risk score growth exceeding +3% from 2019 to 2026 is capped
at 3%. Please see A9 for additional details.

Changes to Benchmarking Methodology

Q11: Why is CMS decreasing the regional component of the benchmark?

Al11l: In PY 2025, the benchmark blend for Standard ACOs was 55% historical baseline expenditures and
45% regional expenditures. New Entrant and High Needs ACOs currently use a benchmark methodology
composed of a 50% Historical and 50% Regional expenditure blend.

Most ACOs have historical expenditures below their regional average. Shifting the blend to reduce the
regional component will mitigate model losses. The benchmark blend for all ACOs will be reduced with
the following percentage blends:

Historical/Regional Historical Expenditure Blend:

ACO Type PY 2024 PY 2025 PY 2026
Standard ACOs 55%/45% 55%/45% 60%/40%
New Entrant and High Needs ACOs - 50%/50% 55%/45%

Changes to Risk Corridor Methodology

Q12: What is the purpose of risk corridors in the ACO REACH model?

A12: Risk corridors are a risk mitigation measure used by CMS to constrain the aggregate amount of
savings earned by REACH ACOs or losses shared by REACH ACOs prior to CMS sharing in savings or
losses.

Q13: What change is CMS making to the risk corridors for Global Option ACOs and why?

A13: CMS is narrowing the first risk corridor to be up to 10% (instead of 25%) for ACOs in the Global Risk
option (100% risk), so that ACO savings above 10% are shared with CMS. This will create additional
savings for the Medicare Trust Fund and mitigate the effect of benchmark inaccuracy. Please refer to the
table below, which indicates these changes. The risk corridors applied to an ACO that has selected the
Professional Option will remain unchanged for PY 2026; for more information, please refer to the PY
2025 Financial Settlement Guide.



https://www.cms.gov/files/document/py25-reach-fin-settlement-guide.pdf
https://www.cms.gov/files/document/py25-reach-fin-settlement-guide.pdf
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Component Corridor 1 Corridor 2 \ Corridor 3 Corridor 4

Percent of Benchmark* | PY 2025: < 25% PY 2025: 25%—35 35%—-50% More than 50%
PY 2026: < 10% PY 2026: 10%—-35%

Savings/Losses Rate 100% 50% 25% 10%

* For all aligned beneficiaries after the application of the Discount, Quality Withhold and Quality Withhold earn
back, and Population Adjustment.

Changes to Quality Methodology

Q14: What is the purpose of the quality withhold, and how does the High Performers Pool bonus
work? Why is CMS changing the quality withhold and High Performers Pool bonus?

Al14: The quality withhold is a portion of the Performance Year Benchmark that is held at risk and
potentially earned back based on an ACO’s quality performance. ACOs qualify for a bonus from the High
Performers Pool (HPP) if they meet the continuous improvement/sustained exceptional performance
(CI/SEP) criteria and demonstrate a high level of performance on preset criteria. The HPP is funded
through quality withholds. CMS is changing the quality withhold from 2% to 5% to further incentivize
ACOs to engage in improving chronic disease management and reducing unnecessary hospitalizations.
The increased withhold will increase the High Performers Pool bonus.

Q15: Is CMS changing the existing Quality Measures that applied to PY 2025 for PY 20267

A15: No, CMS does not plan to change the claims-based measures that exist in the ACO REACH model
for PY 2026. Additional guidance that will be published in the forthcoming PY 2026 Quality
Measurement Methodology guidance.



	ACO REACH Model PY 2026 Model Changes Frequently Asked Questions
	Table of Contents
	Preliminary PY 2023 Preview Evaluation Report
	Q1: What is the future of this model, given significant increases in net spending?
	Q2: Why is CMS continuing the model if it is not showing savings to Medicare?
	Q3: Why are results different for the ACO REACH Model relative to prior results in the GPDC Model?
	Q4: What is the difference between evaluation spending results and model participant financial results, i.e., why do financial gross shared savings amounts not match the evaluation results?
	Q5: Was spending associated with significant, anomalous, and highly suspect billing factored into the evaluation methodology for PY 2023?
	Q6: When will the final PY 2023 Annual Evaluation Report become available?

	Changes to Risk Adjustment Methodology
	Q7: What are the risk score constraints used by ACO REACH?
	Q8: How does the PY 2026 change to the model’s risk score growth constraints intersect with the existing risk score growth cap and the Coding Intensity Factor (CIF)? For example, is the additional 3% cap from 2019 additive to the first cap, or is there effectively a hard 3% cap on risk score growth from 2019? If the growth from 2022 to 2026 is lower than the growth from 2019 to 2026, would the constraint still be based on 2019 as a fixed baseline?
	Q9: Are there differences in risk score growth constraints for PY 2026 by organizational type, i.e., for Standard, New Entrant, and High Needs Population ACOs?
	Q10: Is the additional 2019–2026 cap symmetric (has both ceiling and floor) or just a ceiling?

	Changes to Benchmarking Methodology
	Q11: Why is CMS decreasing the regional component of the benchmark?

	Changes to Risk Corridor Methodology
	Q12: What is the purpose of risk corridors in the ACO REACH model?
	Q13: What change is CMS making to the risk corridors for Global Option ACOs and why?

	Changes to Quality Methodology
	Q14: What is the purpose of the quality withhold, and how does the High Performers Pool bonus work? Why is CMS changing the quality withhold and High Performers Pool bonus?
	Q15: Is CMS changing the existing Quality Measures that applied to PY 2025 for PY 2026?



<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /AutoRotatePages /None

  /Binding /Left

  /CalGrayProfile (Dot Gain 20%)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Error

  /CompatibilityLevel 1.7

  /CompressObjects /Tags

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.0000

  /ColorConversionStrategy /CMYK

  /DoThumbnails true

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams false

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments true

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts true

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 300

  /ColorImageMinResolutionPolicy /OK

  /DownsampleColorImages true

  /ColorImageDownsampleType /Bicubic

  /ColorImageResolution 300

  /ColorImageDepth -1

  /ColorImageMinDownsampleDepth 1

  /ColorImageDownsampleThreshold 1.50000

  /EncodeColorImages true

  /ColorImageFilter /DCTEncode

  /AutoFilterColorImages true

  /ColorImageAutoFilterStrategy /JPEG

  /ColorACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /ColorImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 300

  /GrayImageMinResolutionPolicy /OK

  /DownsampleGrayImages true

  /GrayImageDownsampleType /Bicubic

  /GrayImageResolution 300

  /GrayImageDepth -1

  /GrayImageMinDownsampleDepth 2

  /GrayImageDownsampleThreshold 1.50000

  /EncodeGrayImages true

  /GrayImageFilter /DCTEncode

  /AutoFilterGrayImages true

  /GrayImageAutoFilterStrategy /JPEG

  /GrayACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /GrayImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /DownsampleMonoImages true

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 1200

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /None

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXTrimBoxToMediaBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXSetBleedBoxToMediaBox true

  /PDFXBleedBoxToTrimBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXOutputIntentProfile (None)

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<



    /BGR <>

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>

    /GRE <>



    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)

    /HUN <>

    /ITA <>

    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>

    /RUM <>

    /RUS <>

    /SKY <>

    /SLV <>

    /SUO <>

    /SVE <>

    /TUR <>

    /UKR <>

    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /ConvertColors /ConvertToCMYK

      /DestinationProfileName ()

      /DestinationProfileSelector /DocumentCMYK

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure false

      /IncludeBookmarks false

      /IncludeHyperlinks false

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles false

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /DocumentCMYK

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /UseDocumentProfile

      /UseDocumentBleed false

    >>

  ]

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [612.000 792.000]

>> setpagedevice





