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This session will highlight how CMS has partnered with Health Information Exchanges to deliver meaningful, 

actionable data insights to practices to drive primary care transformation. Explore CMS’ future vision for data 

aggregation and partnerships with HIEs to advance quality and cost outcomes.
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The Challenge

To optimize value-based care, providers need 

to track more and more population and 

patient-level metrics. 

These data live across numerous portals, 

platforms, and reports and often lack 

actionable, comprehensive insights.

Providers need consistent, consolidated, and 

understandable data to track performance, 

improve population health, and transition to 

value-based payment.
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Data Aggregation Overview

D a t a  A g gr e g a t i on

Partnering with aggregators (e.g. Health Information Exchanges) 

to provide aggregated, multi-source data insights to support 

practices in improving quality and reducing cost of care.

Unified reports and data products from across care settings… 

Reduce practice burden 

Support practice goal setting, root-cause 

analyses, and planning efforts to support 

organization level changes

Improve care coordination, reduce unnecessary 

services, and improve the quality and value of 

care provided to patients



Data Aggregation – CPC+ & PCF

CMS leveraged HIE partnerships to support practices in 

improving quality and cost outcomes through its 

Comprehensive Primary Care Plus (CPC+) and Primary 

Care First (PCF) Models

✓ Partnered with 16 

aggregators

✓ Delivered aggregated 

insights to 1,930 + 
practices 

✓ Covering 1.8M + patients

✓ Across 44 payer partners 

Current & Past DA Use Cases

Encounter Notification 

Services (ENS)

Focused Clinical Reports – 

HbA1c Reporting

Medication Management 

Improvement Reports

Gaps in Care Reporting Multi-payer Utilization & 

Expenditure Reports
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Data Aggregation & HEALTHeLINK

Multi-payer reports with aligned measures provide 

practices with population insights to enhance data-

driven care transformation

• Payers have different value-based care models with their own 

sets of performance metrics. 

• CMMI’s partnership with HEALTHeLINK in the CPC+ Model 

provided practices with aggregated multi-payer claims reports, to 

improve utilization, expenditures, and gaps in care

A 2022 study by the Milbank 

Memorial Fund found that 
practices who participated in 
CPC+ and received multi-payer 

DA reports outperformed peers 
who did not receive the reports.

✓ Overall, practices saw a 24.1% 

reduction in hospital admission 

rates and a 30.4% reduction in 

readmission rates
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Data Aggregation & SHARE – Encounter Notification Services

Payer-derived attribution for ENS provides real-time alerts to providers on their accountable patient population to 

improve care coordination and reduce avoidable utilization

Through SHARE’s payer partnerships, practices receive ENS on ALL of their 

patients covered by Medicare FFS or other PCF payers.

Hospital, Specialty 
Clinic, Lab, etc.

Health Information 
Exchange

Providers Health 
Plans

Payer Rosters Coordination 

with Inpatient 

Providers

Post Discharge 

Follow-Up
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Data Aggregation & SHARE – HbA1c Reporting

Focused clinical reports enable targeted care management outreach based on a comprehensive view of 

patient lab results across care settings

Ongoing monitoring of 

regional trends, revealed a 

positive association 

between HbA1c (Poor 

Control) and increased 

acute inpatient discharges.

CMMI partnered with SHARE to deliver HbA1c reports to PCF practices 
to support more targeted and timely care management and improve 

HbA1c control and reduce avoidable utilization.

85% of responding practices indicated the reports showed patients with 
high HbA1c results they were not aware of.

 

“Patients receive better care 
with fewer gaps in diabetes 
care management.” 

- PCF Practice
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Future of Data Aggregation

✓ CMS is expanding Data Aggregation to further 

enhance data exchange and support value-
based care transformation

✓ Continued partnerships with aggregators will 

enable CMS to provide a suite of Data Aggregation 
use cases and solutions to support model 

participants and CMS model teams in 
monitoring and improving care

✓ With a cross-model approach, CMS aims to 

demonstrate the art of the possible with data 
exchange and uncover innovative approaches 

to maximize the impact of data aggregation

Future of Data Aggregation Additional models 

& model types 

Expanded DA services & 

monitoring capabilities

Increased payer 

participation & alignment
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Panel Discussion
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