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The goal of Accountable Care Organizations should be to reduce, or at least control the growth of, healthcare costs 
while maintaining or improving the quality of care patients receive (in terms of both clinical quality and patient ex-
perience and satisfaction).  There are many opportunities that exist for improving quality and reducing healthcare 
costs without the need to ration care.  These include improved prevention and early diagnosis, reductions in unnec-
essary testing and referrals, reductions in preventable emergency room visits and hospitalizations, reductions in in-
fections and adverse events in hospitals, reductions in preventable readmissions, and use of lower-cost treatments, 
settings, and providers. (See pages 3-5 for more detail.)  

Although Accountable Care Organizations should accept greater accountability for reducing costs, they should not be 
expected to take on insurance risk, i.e., the risk associated with whether the patients who come to them are sick or 
well (unless they choose to do so).  Insurance plans should continue to manage insurance risk, and Accountable Care 
Organizations should manage performance risk, i.e., the ability to successfully treat an illness in a cost-effective way.  
(See page 5 for more detail.) 

Accountable Care Organizations should not be expected to take responsibility immediately for all possible opportuni-
ties for cost reduction.  They can be accountable for total costs and make significant impacts on those costs just by 
pursuing a subset of the many opportunities for cost reduction.  (See page 6 for more detail.) 

To the maximum extent possible, an organizationôs ability to serve as an Accountable Care Organization should be 
determined by its success in improving outcomes ï controlling costs, improving quality, and providing a good ex-
perience for patients ï not on its organizational structure or even the specific care processes it uses.  In the short run, 
since outcomes can only be known after the fact, some structural and process criteria are needed to define which or-
ganizations have the greatest probability of success.  (See page 7 for more detail.) 

The core of an Accountable Care Organization is effective primary care.  Although the majority of healthcare expendi-
tures and increases in expenditures are associated with specialty and hospital care, some of the most important 
mechanisms for reducing and slowing the growth in specialty and hospital expenditures are prevention, early diag-
nosis, chronic disease management, and other tools which are delivered through primary care practices.   
(See pages 7-8 for more detail.)  

In order for primary care practices to become an Accountable Care Organization, they will need to have at least eight 
things:  

1) Complete and timely information about patients and the services they are receiving; 

2) Technology and skills for population management and coordination of care;  

3) Adequate resources for patient education and self-management support; 

4) A culture of teamwork among the staff of the practice; 

5) Coordinated relationships with specialists and other providers;  

6) The ability to measure and report on the quality of care; 

7) Infrastructure and skills for management of financial risk;  

8) A commitment by the organizationôs leadership to improving value as a top priority, and a system of operational ac-
countability to drive improved performance.  

(See pages 8-10 for more detail.) 

Efforts to help primary care practices become more effective, such as the tools of Patient-Centered Medical Homes, 
the Chronic Care Model, etc., are helpful, but not sufficient.  In order to create a successful Accountable Care Organi-
zation, primary care practices must add the capability to manage both cost and quality outcomes.  Moreover, not all 
of the standards in current Medical Home accreditation programs may be necessary to success as an Accountable 
Care Organization.  (See page 10 for more detail.) 



Small primary care practices that work together through organizational mechanisms such as an Independent Prac-
tice Association (IPA) have a better ability to form an Accountable Care Organization if the number of participating 
physicians and their organizational structure gives them:  

1) The ability to manage and coordinate patient care; 

2) The ability to manage financial risk associated with the costs of patient care; and 

3) The ability to measure cost and quality in a statistically valid way. 

(See pages 10-12 for more detail.) 

It is undesirable to require or encourage all physicians in a geographic area to form a single Accountable Care Or-
ganization.  Participation should be voluntary ï based on a commitment to success.  There are advantages to having 
multiple Accountable Care Organizations in a region, but also some additional challenges, and the best approach will 
vary from region to region.  (See pages 12 and 17 for more detail.) 

Specialists will continue to play an important role in patient care, but their roles relative to primary care will need to 
be rationalized and better coordinated, and the volume of referrals to specialists will need to decrease in most re-
gions.  Although an Accountable Care Organization will need to have effective working relationships with specialists, 
specialists do not necessarily need to be part of the Accountable Care Organization itself.  (See pages 13-14 for more 
detail.)  

It can be very advantageous to have a hospital included in an Accountable Care Organization if the hospital is com-
mitted to the goals of reducing total costs and improving quality.  However, Accountable Care Organizations should 
not be required  to include a hospital, since the interests of hospitals and physicians may be in conflict in the early 
stages of development of Accountable Care Organizations.  (See pages 14-16 for more detail.) 

Integrated Delivery Systems could serve as an ideal model for Accountable Care Organizations if they have true clini-
cal integration and a commitment by their leadership to fulfill the vision of an Accountable Care Organization.  (See 
page 16 for more detail.) 

Since providers in different parts of the country differ dramatically in terms of size, clinical and corporate integra-
tion, and skills in managing costs, there is no single definition of ñAccountable Care Organizationò that will work eve-
rywhere.  Four different levels of Accountable Care Organizations (ACOs) should be considered: 

Level 1 ACO: Primary care practices functioning together through an IPA or other organizational mechanism and focusing on 
prevention and improvement of care for ambulatory care -sensitive conditions. 

Level 2 ACO: Primary care practices and frequently-used specialties, working together through an IPA or multi -specialty 
group practice, and focusing on prevention and improvement of care for ambulatory care-sensitive conditions 
and common specialty procedures. 

Level 3 ACO: Primary care practices, specialists, and hospitals, working together through an integrated delivery system or 
other organizational mechanism, and focusing on all or most opportunities for cost reduction and quality im-
provement. 

Level 4 ACO: Healthcare providers, public health agencies, and social service organizations working jointly to improve out-
comes for a very broad patient population, including homeless individuals and the uninsured.  

(See pages 18-19 for more detail.) 

Payment systems need to be changed significantly to support Accountable Care Organizations (ACOs).  Payment re-
forms should achieve five goals: 

1) Provide the ACO with the flexibility to deliver the right services to patients in the right way at the right time;  

2) Enable the ACO to remain profitable if it keeps people healthier or reduces unnecessary services; 

3) Pay the ACO more for high-quality care than for low -quality care, and encourage patients to use higher-quality ACOs;  

4) Pay the ACO adequately, but not excessively, to cover the costs of the services it provides for all of its patients; and 

5) Avoid penalizing the ACO for caring for sicker patients (unless the sickness was caused by the ACO itself). 

(See pages 20-21 for more detail.) 

Offering arbitrarily defined ñshared savingsò to an ACO is not sufficient to encourage the formation of ACOs and to 
enable ACOs to truly transform the way they deliver care.  To be effective, shared savings would need to be based on 
net savings (including unreimbursed costs of changes in care delivery) and combined with other payment changes.  
(See pages 22-23 for more detail.)  



A properly -structured Comprehensive Care Payment (or global payment) system can achieve all of the goals of pay-
ment reform, as long as it is structured so as to avoid the problems of traditional capitation payment systems.  (See 
pages 24-25 for more detail.)  

Episode-of-Care Payment can serve as both a transitional payment reform and as an important long-run component 
of an overall payment system.  (See pages 26-27 for more detail.)  

Hybrid payment models (e.g., partial comprehensive care payments with bonuses and penalties based on savings 
and quality) can also be used as a transitional payment reform.  (See page 27 for more detail.) 

In addition to implementing new payment methods, effective mechanisms for setting appropriate payment levels 
will also be needed.  The appropriate mechanisms will vary from region to region and provider to provider, depend-
ing on the structure of local healthcare markets.  (See page 28 for more detail.) 

Comparable changes in payment systems should be made by all payers, but as a minimum, changes need to be made 
by the payers that provide health insurance coverage for a majority of an Accountable Care Organizationôs patients 
so that the ACO has the resources and ability to change the way it cares for all patients.  Medicare needs to have the 
flexibility to change its payment systems to match the changes local payers make.  (See pages 29-30 for more detail.)  

The outcomes and measures of success for Accountable Care Organizations should be defined by the community 
they serve, rather than by individual payers.  States, Regional Health Improvement Collaboratives, large payers, and 
consortiums of payers can play a key role in building consensus among payers and providers on what the standards 
for success should be and on the appropriate transitional paths.  (See pages 30-31 for more detail.) 

It is critical to build support among consumers and patients for changes in care delivery and payment, and to have 
consumers actively engaged in achieving the desired outcomes, rather than trying to hold Accountable Care Organi-
zations solely accountable for improving quality and reducing costs without adequate patient support and involve-
ment.  (See pages 31-32 for more detail.)  

Other changes in laws and policy would be helpful in encouraging and supporting Accountable Care Organizations, 
such as malpractice reform, changes in accreditation processes, and modifications to anti-trust laws and gain-
sharing laws.  (See pages 32-33 for more detail.)  

It is unreasonable to expect healthcare providers in most parts of the country to successfully accept full accountabil-
ity for costs and quality quickly or in a single step.  Transitional approaches will be needed.  (See page 34 for more 
detail.)  

Support should be made available to willing providers to help them get started, including coaching and technical 
assistance, information on their current costs and quality, shared services for improved care management, financial 
resources to support changes in care, and financial modeling to help in taking on financial risk.  (See pages 34-35 for 
more detail.)  

A multi -year process for transitioning to full accountability should be used, such as focusing initially on subgroups of 
patients and subsets of costs.  Measures of success should be based on absolute standards of performance, relative 
performance compared to other providers, and improvement relative to a providerôs own baseline.  (See pages 35-36 
for more detail.)  

Special attention should be given to underserved communities and consumers to ensure they participate in and 
benefit from improved care delivery.  (See page 37 for more detail.) 

Payment changes should also transition over time in ways that support the transitional changes in care processes.  
Since initial payments will be based on the fee-for-service system, reforms to the current fee-for-service system, par-
ticularly its support for primary care, should be a high priority.  (See pages 38-40 for more detail.)  

Medicare should encourage and participate in regionally defined Accountable Care Organization initiatives by waiv-
ing Medicare requirements and changing payment rules to match what other major payers in the region, including 
commercial payers and Medicaid, are doing.  (See pages 38-39 for more detail).  





Over the past decade, there has been a growing focus on holding healthcare providers more accountable for the qual-

ity of the healthcare they deliver.  Studies showing high rates of medical errors and hospital-acquired infections, and low 

rates of delivering immunizations, screenings, and other important services have led to a wide range of quality measure-

ment and reporting programs and pay for performance programs designed to ensure that healthcare providers deliver a 

minimum level of quality and to raise the standard for quality over time.  

In contrast, however, healthcare providers are typically not  held accountable today for the aggregate costs of the 

healthcare services delivered to any patient or group of patients.  Under the Medicare fee-for-service program, if a service 

is covered by Medicare, a healthcare provider can deliver that service to a Medicare beneficiary and be paid for it, even if 

a cheaper service, or no service at all, would have achieved a similar or better outcome.  Under most commercial insur-

ance plans and Medicare Advantage plans that pay providers on a fee-for-service basis, steps may be taken to discourage 

the use of services viewed as unnecessary or unnecessarily expensive, but these steps are taken by the health plan, not by 

the provider, and both patients and providers often resist efforts by health plans to manage costs in this way. 

In light of the high and rapidly growing cost of healthcare in the U.S., there has been growing interest both in the 

federal government and in states and regions across the country in finding ways to encourage health care providers , 

rather than health insurance plans , to take greater accountability for the overall cost as well as the quality of healthcare 

delivered to patients.  An entity that would accept this greater accountability has been variously called: 

an ñaccountable care organizationò or ACO.  MedPAC defines an ACO as ña set of providers [which are held] respon-
sible for the health care of a population of Medicare beneficiaries.ò1  In their papers on the concept, Elliott Fisher and 
colleagues do not directly define an ACO, but use the term to describe a provider or group of providers which would 
receive new forms of payment designed to encourage accountability for costs.2 

an ñAccountable Care Systemò or ACS.  Stephen Shortell and Lawrence Casalino define an ACS as ñan entity that can 
implement organized processes for improving the quality and controlling the costs of care and be held accountable 
for the results.ò3  They say that an ACS ñmay be made up of several or many accountable care organizations covering 
the continuum of care (i.e., outpatient, in -patient, home health, rehabilitation, long -term, and palliative care),ò 
which implies that Accountable Care Systems involve more types of providers than ACOs.  On the other hand, Elliott 
Fisher and colleagues state that their concept of an ACO would satisfy the Shortell/Casalino definition of an ACS, and 
that ñany of the specific organizational models [Shortell and Casalino] describe could clearly become ACOséò4 

an ñAccountable Care Networkò or ACN.  The Pittsburgh Regional Health Initiative and Jewish Healthcare Founda-
tion have proposed an ACN as a transitional stage for small hospitals and physician practices as they work toward 
becoming an ACO.5 

a ñBonus-Eligible Organizationò or BEO.  The Congressional Budget Office defined a BEO as ña group of providersé
able to work together to manage and coordinate care for patients.ò  It noted ñthe concept of BEOs is similar to the 
accountable care organization models proposed by some researchers.ò6 

an ñOrganized System of Care.ò  Blue Cross Blue Shield of Michigan is working to create Organized Systems of Care 
through its Physician Group Incentive Program. 7 

In this report, the term ñAccountable Care Organizationò or ñACOò will be used to describe a healthcare provider or 

group of providers that accepts accountability for the total cost of care received by a population, since the term 

ñorganizationò seems the most generic and could be applicable to the broadest array of structures.  (In contrast, the term 

ñbonus-eligibleò is narrowly focused on a particular payment model, rather than an organizational structure or method of 

delivering healthcare.  Although in many ways, the term ñsystemò better describes the fact that accountability will actu-

ally be achieved by having providers managing care more systematically, the term ñsystemò connotes for many people a 

large, horizontally -integrated set of hospitals or other facilities, and as noted above, in proposing the term ñAccountable 

Care System,ò Shortell and Casalino explicitly indicate that Accountable Care Organizations  may be building blocks for 

Accountable Care Systems.8) 

Although there has been growing support for creating such Accountable Care Organizations, there has been relatively 
little exploration of how an ACO would actually achieve the goals envisioned for it, what it would look like organization-



ally, or how it would come into existence.  This report attempts to fill that gap.  

Section II explores what an Accountable Care Organization should be accountable for, and the likely strategies it 

would use in order to be successful. 

Section III discusses the types of healthcare providers that can and should be included in an Accountable Care Or-

ganization, which organizational structures would support success in managing the desired accountability, and which 

organizational characteristics might present barriers to success. 

Section IV discusses the changes in healthcare payment systems which would need to be made in order to encourage 

and support the creation and operation of Accountable Care Organizations. 

Section V examines what governments and communities can and should do beyond payment reforms to create an 

environment that encourages the formation and successful operation of Accountable Care Organizations. 

Section VI describes transitional approaches that can help healthcare providers begin accepting greater accountabil-

ity on a path toward becoming Accountable Care Organizations. 

 



The primary goal of creating Accountable Care Organizations is to enable and encourage healthcare providers to take 

greater responsibility for reducing, or at least controlling the growth of, healthcare costs for a given population of pa-

tients, while maintaining or improving the quality of care those patients receive from both a clinical perspective and in 

terms of patient experience and satisfaction. 

For many people, ñreducing healthcare costsò implies rationing of healthcare services, i.e. denying care or delaying 

people from getting care they think they need.9  This, in turn, creates tremendous public fear and resistance to reforms 

designed to reduce or control healthcare costs.  However, there are tremendous opportunities to reduce healthcare costs 

without even coming close to ñrationingò of services.  Understanding these opportunities is important for building public 

support for the creation and use of Accountable Care Organizations, as well as for helping providers understand what 

would be involved in creating a successful ACO. 

The specific mechanisms that Accountable Care Organizations will use to reduce healthcare costs will also be impor-
tant for defining what kinds of organizations can serve as ACOs and what kinds of support, such as payment changes, 
they will need to succeed.  Some of these mechanisms can be pursued primarily through the actions of primary care prac-
tices; some can be achieved primarily through the actions of hospitals and specialists; and some will require efforts by a 
broad range of providers in the community acting in concert.  Consequently, ACOs involving different combinations of 
these providers will be able to achieve different types and magnitudes of cost reductions.  The common element of all the 
changes is finding better ways to deliver and coordinate services so as to ensure all patients get the right care, at the right 
time, at the right place, from the right provider.  

There is growing recognition and evidence of the potential role that a strengthened primary care system can play in 

reducing healthcare costs.10  Some examples of the opportunities for reducing costs solely or primarily through the efforts 

of primary care practices include: 

Improved Access to Care.   Use of physician extenders, email and phone calls, same-day scheduling, group visits, 
school clinics, urgent care centers, and other techniques can reduce costs and improve patientsô access to effective 
primary care.11 

Improved Prevention and Early Diagnosis.   Many illnesses can be prevented through interventions such as 
immunizations, weight management, and improved diet, and the severity of other illnesses can be reduced through 
regular screenings (e.g., for cancer or heart disease) that lead to early diagnosis and prompt treatment. 

Reductions in Unnecessary Testing, Referrals, and Medications.   Use of evidence-based treatment guide-
lines and shared decision-making tools can enable reductions in unnecessary or even potentially harmful tests, inter-
ventions, and medications.12 

Use of Lower Cost Treatment Options.  For example, use of generic drugs or lower-cost alternatives where 
available and appropriate can reduce expenditures on pharmaceuticals and increase patient adherence to treatment 
regimens that prevent the need for more expensive services.13 

Reductions in Preventable Emergency Room Visits and Hospitalizations.   Studies have shown that rates 
of emergency room visits and hospitalizations for many patients with chronic disease and other ambulatory -sensitive 
conditions can be reduced by 20-40% or more through improved patient education, self -management support, and 
access to primary care.14 



Hospitals represent 40% of healthcare costs, and studies continue to show significant inefficiencies and quality prob-

lems in hospitals.  Some examples of the opportunities for reducing costs and improving quality solely through the ef-

forts of hospitals and specialists include: 

Improved Efficiency of Patient Care.   Hospitals that have utilized industrial techniques have been able to sig-
nificantly reduce waste and improve efficiency.15 Gain-sharing and bundled payment demonstrations have found 
that the costs of surgeries can be reduced by 10-40% through improved cooperation between hospitals and surgeons 
to achieve greater overall efficiency, through means such as more efficient scheduling and more efficient purchasing 
of medical devices.16 

Use of Lower -Cost Treatment Options.   For example, reductions in pre-term elective inductions and reductions 
in the use of Cesarean sections for normal deliveries can reduce labor and delivery costs as well as improving out-
comes for both mothers and babies.17 

Reduction in Adverse Events.   A significant number of patients still experience preventable healthcare -acquired 
infections and other adverse events.  Work pioneered by the Pittsburgh Regional Health Initiative and replicated in 
other parts of the country proves that such events can be dramatically reduced or even eliminated through low-cost 
techniques.18 

Reduction in Preventable Readmissions.   Some hospital-acquired infections and adverse events manifest 
themselves after discharge and result in preventable readmissions to the hospital; these can be reduced through the 
same techniques described above.  In addition, several studies have shown that readmission rates can be reduced for 
a broad range of patients by improving the patientôs transition to home or another setting following discharge, 
through a combination of improved preparation for discharge and improved support services following discharge. 19 

Some opportunities for cost reduction require coordinated involvement of primary care practices, hospitals, special-

ists, and patients; some require the presence or development of new methods or settings for care; and some require coor-

dination between healthcare and non-healthcare services.  For example: 

Improved Management of Complex Patients.   Patients with multiple diseases, individuals with rare condi-
tions, drug abusers, the chronically mentally ill, etc. require multiple, often expensive services from multiple physi-
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cians and/or facilities.  Lack of coordination among these various providers can lead to overuse of testing, overmedi-
cation and potential adverse reactions to medications, or even misdiagnosis and inappropriate treatment.  Managing 
these patients cost-effectively requires a coordinated effort among multiple physicians, facilities, and services.20 

Use of Lower -Cost, More Accessible Settings and Methods for Delivery of Care.   In a number of situa-
tions, alternative approaches to treatment and different settings for care can significantly reduce the costs of care 
while maintaining or improving quality.  For example, an uncomplicated labor & delivery in a birth center costs only 
one-fourth as much on average as a comparable delivery in a hospital.21  Improving prenatal care outreach to low -
income expectant mothers can improve birth outcomes and reduce costs.22  However, these alternative settings and 
care approaches need to exist in each community, and the patientôs insurance or some other funding source is 
needed to cover the costs. 

Use of Lower -Cost, High Quality Providers.   For many kinds of treatment in many communities, there are 
multiple high -quality providers of the treatment, and costs may differ significantly between the providers.  Spending 
on those treatments could be reduced if more patients would use the lower-cost, higher-value providers; however, 
this would require those providers to have a clear ñpriceò for these services, the patient would need coverage and a 
financial incentive to use the lower-cost providers, and for hospital care, the patientôs physician would need to have 
admitting privileges. 23 

Coordinated Health and Social Services Support.   Many individualsô health problems are caused or exacer-
bated by non-medical challenges they are facing, such as homelessness or poverty.  Effective solutions to their health 
needs will likely require access to social service supports as well as health care services. 

It is important to recognize that all of the above opportunities can not only reduce costs, but also improve outcomes 

for patients.  Preventing illnesses benefits patients in addition to reducing costs (assuming, of course, that the prevention 

program is cost-effective).  Helping chronic disease patients stay out of the hospital and preventing hospital-acquired 

infections benefits the patients as well as reducing costs. 

It is important to distinguish between giving healthcare providers greater accountability for the cost of the care their 

patients receive and transferring insurance risk to them.  A major reason for the consumer and provider backlash against 

managed care in the 1990s was that many health insurance plans transferred all  risk to the provider (through mecha-

nisms such as traditional non-risk-adjusted capitation), including some or all of the ñinsurance riskò (e.g., whether an 

individual gets ill), rather than just the ñperformance riskò (i.e., the ability to successfully treat the illness in a cost-

effective way).24  This creates a strong and undesirable incentive for providers to avoid patients who have multiple or ex-

pensive-to-treat conditions, and makes providers financially vulnerable if they have an unusually high -cost patient or an 

unusually high number of patients with multiple or severe conditions. 25 

It seems clear that a health care provider should be not be required to accept insurance risk (i.e., be at risk for how 

sick or well their patients are, except for conditions the providers cause themselves, such as nosocomial infections) in 

order to be considered as an Accountable Care Organization.  An ACO might choose to accept all or most of the insurance 

risk, but this would be voluntary, rather than an expectation by payers or others. 26 

This means that the cost the ACO is accountable for (and the payment mechanisms used to operationalize that ac-

countability, as described in Section IV) should be risk/severity -adjusted.  In other words, if an ACO is caring for a popu-

lation of patients and the costs of that care goes up, the cost increase would need to be divided into the estimated share 

due to an increase in risk factors (e.g., the population simply got older) versus the estimated share due to an increase in 

the cost of treating individuals with the same level of disease severity (e.g., a higher proportion of people with mild coro-

nary artery blockage received cardiac bypass surgery).  The ACO would be accountable for the latter share of the cost in-

crease, but not the former. 

It is important to recognize that there is no absolute dividing line between insurance risk and performance risk.  A 

variety of mechanisms ï risk/severity -adjustment systems, stop-loss provisions, reinsurance, etc. ï can help to keep in-

surance risk with payers and away from providers, but random and unmeasurable differences among patients may result 

in a particular provider experiencing unusually high or low costs.  It will be important to design and monitor the pay-

ment methods used to support ACOs to ensure they do not inappropriately transfer insurance risk. 



Ideally, an Accountable Care Organization would take responsibility for pursuing all possible opportunities for re-

ducing or controlling costs while maintaining or improving the quality of care for the population of patients they are car-

ing for.  For example, pursuing the full range of examples listed in Section II -A would provide the maximum impact on 

total costs as well as improving quality. 

Although some provider organizations could accept this maximum level of accountability almost immediately, such 

as integrated delivery systems and physician groups with experience operating under full-risk capitation payment sys-

tems, it is probably unrealistic to expect that the majority of providers across the country will be able to do so in the near 

future.  It will be particularly difficult for most providers to pursue cost reduction opportunities that require intensive 

coordination among multiple practitioners or the development of new modes or sites of treatment.  Fee -for-service pay-

ment systems have rewarded volume, not quality, efficiency, or coordination of care, so it is likely that skills in designing  

and managing care processes to improve quality and control costs and the organizational mechanisms to coordinate care 

among multiple providers will be in short supply until the incentives change. 27 

This is a case where health policy should not let the perfect be the enemy of the good, i.e., a provider organization 

should not be precluded from functioning as an Accountable Care Organization simply because it cannot expect to im-

pact all  costs for a given population of patients, particularly in the short run.  An ACO can be accountable for total costs 

without needing to directly control  every element of those costs.  Significant impacts on total costs could be achieved by 

successfully pursuing subsets of the examples cited earlier, and this should be encouraged and facilitated in as many 

parts of the country as possible.  This is discussed in more detail in the following sections. 



Section II outlined the types of cost reduction opportunities that Accountable Care Organizations would likely pursue 

in order to achieve improvements in cost and quality.  The next logical question is: which types of providers have the ca-

pability to successfully pursue these opportunities? 

Despite growing interest in the concept of Accountable Care Organizations, there is little agreement on which types 

of providers could play this role or the organizational structure under which they should operate.  For example:  

MedPAC proposed that an ACO ñwould consist of primary care physicians, specialists, and at least one hospital,ò and 
suggested that it could be formed from an integrated delivery system, a physician-hospital organization, or an aca-
demic medical center.28 

Stephen Shortell and Lawrence Casalino suggested five different models of an Accountable Care System: a Multispe-
cialty Group Practice; a Hospital Medical Staff Organization; a Physician-Hospital Organization; an Interdependent 
Practice Organization; and a Health Plan-Provider Organization or Network. 29 

Elliott Fisher and colleagues proposed designating all of the physicians in a geographic area whose patients are ad-
mitted to a particular hospital (the ñextended hospital medical staffò) as an Accountable Care Organization.30 

The Congressional Budget Office suggested that Bonus-Eligible Organizations could consist of ñphysicians practicing 
in groups, networks of discrete physician practices, partnerships or joint ventures between hospitals and physicians, 
hospitals employing physicians, integrated delivery systems, or community -based coalitions of providers.ò31 

None of these proposals is based on much, if any, analysis or evidence indicating that a particular option or options is 

better than others, since there is very little evidence to prove that any particular type of provider or organizational struc-

ture cannot  successfully manage total costs and quality for a defined population.  If anything, this wide range of alterna-

tive models emphasizes that the heart of the concept of an Accountable Care Organization is not a structure, or even a 

process, but an outcome ï reducing or controlling the costs of health care for a population of individuals while maintain-

ing, or preferably improving, the quality of that care.  

Indeed, ideally, designation as an Accountable Care Organization (and corresponding changes in payment methods) 

would be based solely or primarily on whether the provider organization actually achieves better cost and quality out-

comes, not on the structure of the organization or even the processes it uses to improve outcomes.  In the longer-run, this 

pure outcomes-based approach may be possible, but because outcomes can only be known after the fact, and because 

there are risks to patients, payers, and providers if organizations are designated as ACOs and paid differently without the 

ability to succeed, there is a need to define which organizational structures and care processes offer the greatest probabil-

ity of success in the near term.  Over time, as evidence emerges as to the relative ability of different organizational struc-

tures to achieve the goals of an ACO, the definitions can be modified accordingly, until ultimately, organizations would 

only be supported as ACOs if their outcomes justified it. 

The discussion in Section II makes it clear that many of the most important opportunities for controlling costs can 

and should be addressed through effective primary care.  Although the majority of healthcare expenditures and increases 

in expenditures are associated with specialty and hospital care, some of the most important mechanisms for reducing 

and slowing the growth in those expenditures are prevention, early diagnosis, chronic disease management, and other 

tools ï tools which are delivered primarily through primary care. 32 

Although some patients with chronic diseases or complex conditions will receive their ñprimary careò through a spe-

cialist, the majority of individuals who are well or have mild to moderate chronic diseases will receive most or all of their  

care through a primary care practice.  Moreover, in many parts of the country, particularly rural areas, primary care phy-

sicians manage not only ambulatory care, but also hospital care for a number of patients, such as patients admitted to the 

hospital for exacerbations of a chronic disease, women delivering babies, etc.  In these areas, some of the cost reduction 



opportunities associated with hospitals may also be driven by primary care physicians. 

Consequently, it seems clear that, in order to be accountable for the health and healthcare of a broad population of 

patients, an Accountable Care Organization must have one or more primary care practices playing a central role.33  How-

ever, these primary care practices will have to function very differently from the way most primary care practices func-

tion today. 34 

At the simplest level, in order to achieve the outcomes expected of an Accountable Care Organization, a primary care 

practice will have to focus resources and attention on the types of opportunities identified in Section II -A1 that can re-

duce costs while actually improving outcomes for patients.  What does a primary care practice need in order to do that? 

Although there is not enough experience to definitively say which factors are essential to success, self-reports and 

observations from providers that are viewed as models for quality and efficiency suggest that at least the following eight 

elements are key to primary care that is effective in ensuring patients receive high-quality care at the lowest cost possible: 

a. Complete and Timely Information About Patients and the Services They Are Receiving.   As the saying 
goes, ñyou canôt manage what you canôt measure.ò  Most primary care practices do not know how much is currently 
being spent for healthcare on their patients, so they canôt manage total costs even if they want to.  This problem is not 
limited to primary care practices ï the fragmentation of health care means that most providers, even large integrated 
systems, do not have a complete picture of the services received by the patients they treat or the costs of those ser-
vices.  Filling this information gap is not easy; even health plans struggle to develop comprehensive, accurate meas-
ures of the costs associated with the patients of individual physicians and physician groups.  Merely having an Elec-
tronic Health Record system in a primary care practice is inadequate, since it only tells the practice about the ser-
vices it has or has not delivered to the patient, not about the services other  providers have delivered.  Most Account-
able Care Organizations will likely need significant assistance from payers or Health Information Exchanges in order 
to obtain the information about their patients that is needed in order to successfully accept accountability for total 
costs as well as to improve the quality of care delivered.   
 
Timeliness of data is critical ï if data on costs are only available many months or years after the costs are incurred, it 
does little to help providers identify and intervene early in areas where costs are increasing or to identify and capital-
ize on opportunities for savings.  For example, the providers participating in the Medicare Physician Group Practice 
Demonstration (which gives them incentives to function like ACOs) have to wait 18-24 months to receive data on the 
costs of services for the patients they are responsible for35, which is much too slow to allow continuous improvement.  

b.  Technology and Skills for Population Management and Coordination of Care.   Health professionals are 
trained and experienced in caring for patients one by one, and this should continue.  However, accepting account-
ability for the total costs and quality of care associated with a group of patients requires an additional set of skills and 
the technology to support it.  For example, successful practices find that using clinical guidelines and monitoring 
compliance with those guidelines (while allowing for exceptions when appropriate) improves overall outcomes for 
patients,36 and that analyzing data on resource use can help reduce overuse and unnecessary spending.37  Similarly, 
having a Patient Registry enables the practice to ensure that patients are receiving recommended care and to identify 
potential ways to improve outcomes, but the practice needs to redesign its internal processes so that it can use the 
information in the registry to change the way it delivers care. 38 (Having an EHR system does not automatically mean 
that a practice will have patient registry capabilities or know how to use them, and a practice can successfully main-
tain a Patient Registry without an Electronic Health Record (EHR) system. 39)  For more complex patients, successful 
coordination of care requires information systems that easily enable access at the point of care to complete informa-
tion about the services delivered by different providers.  

c. Adequate Resources for Patient Education and Self -Management Support.   As noted earlier, there is a 
growing body of evidence indicating that relatively low -cost enhancements in patient education, goal-setting, and self
-management support can significantly reduce hospital admissions, readmissions, and emergency room visits among 
many types of patients with chronic disease.  However, even large primary care practices do not typically provide 
these services because the services are not paid for under most fee-for-service systems.  (Changes in payment sys-
tems to address this are discussed in Section IV.)  Consequently, primary care practices will need to develop ways of 
delivering these services efficiently and effectively in order to succeed as Accountable Care Organizations.40  In addi-
tion, primary care practices will need better ways of ensuring that patients can obtain the medications and other ser-
vices they need; for example, high co-pays and ñdoughnut holesò41 in pharmacy benefits can make it impossible for 
patients to adhere to the treatment plans that will keep them out of the hospital. 42 



d.  A Culture of Teamwork Among the Staff of the Practice.   Both greater efficiency of operations and greater 
effectiveness in addressing the needs of patients can result from a coordinated, team effort by physicians, nurses, and 
other practice staff.  An ACO will need policies and processes which support the ability of frontline caregivers to work 
together in teams both across disciplines and across the continuum of care. 

e. Coordinated Relationships with Specialists and Other Providers.   In order to provide comprehensive but 
efficient care for its patients, a primary care practice will need to have good working relationships with specialists, 
hospitals, and other providers in order to avoid overlaps and gaps in treatment and testing and to achieve the best 
outcomes for its patients.  When referrals are made to specialists for treatment, each specialist will only be providing 
a portion of the care that patients need, so the primary care practice must serve as a coordinator if coordination is to 
occur.  Moreover, although many patients can be managed appropriately by primary care practices without direct 
treatment by a specialist, primary care practices can often benefit from help from specialists in developing appropri-
ate guidelines for managing patients with chronic diseases and in customizing treatment in order to effectively man-
age the care of certain patients with advanced stage chronic diseases or multiple chronic diseases.  When hospitaliza-
tions occur, the 
primary care prac-
tice may need to 
work with a hospi-
talist and/or other 
specialists to coor-
dinate the hospital 
treatment with the 
patientôs overall 
plan of care and to 
ensure that appro-
priate follow -up 
care is delivered 
after discharge. 
 
Being a coordina-
tor  does not mean 
being a 
ñgatekeeper,ò 
which was the 
criticism made of 
how primary care 
practices were 
forced to function 
under many man-
aged care pro-
grams.43  If the pri-
mary care practice has the time to adequately coordinate care and explain choices to patients, it is 
likely that many patients will voluntarily follow the practiceôs advice about how to best manage 
their care and avoid unnecessary treatment and duplicative testing. 

f.  The Ability to Measure and Report on the Quality of Care.   The goal of creating Accountable Care Organiza-
tions is not just to reduce costs, but to do so while maintaining or improving the quality of care, i.e., to actually im-
prove value.  Moreover, a concern that consumers and patients will naturally have about ACOs is whether the ACO is 
reducing costs at the expense of the quality of care for patients.  Addressing this concern, and ensuring that ACOs are 
truly achieving the best possible results, requires the ACO to be able to measure its quality and report those quality 
measures publicly in comparison to other providers.  
 
A variety of programs have been developed to measure and report on the quality of provider services.  The most suc-
cessful systems for primary care have been developed by Regional Health Improvement Collaboratives which actively 
engage physicians in the development of the measures and in checking the validity of the data before the data are 
used (particularly when the measures are based on claims data which were designed for payment purposes rather 
than quality measurement). 44  A neutral source such as a Regional Health Improvement Collaborative, which in-
volves physicians as well as other stakeholders, is more likely to generate measures that are viewed as credible by all 
parties and which result in appropriate actions.  Many of these Collaboratives also work with the physicians to ensure 
that the measures are actionable (or can be disaggregated into actionable measures) and to provide assistance to 
physicians in redesigning care delivery processes in order to maximize the likelihood that the measures will actually 
result in improved performance.  
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g. Infrastructure and Skills for Management of Financial Risk.   In order to survive, primary care practices 
have had to organize themselves in ways that are designed to maximize revenue under the fee-for -service system.  
Many of their processes will need to be significantly redesigned in order to accept responsibility for managing costs 
of care, and most practices will require new skills and new infrastructure to do so, such as financial modeling capa-
bilities.  As noted in Section II -B, physicians in an ACO should be protected from insurance  risk, but they should be 
responsible for performance  risk (i.e., controlling the costs of care for individuals with a particular set of health con-
ditions, while maintaining or improving outcomes), and this will create new financial risks that most practices are 
not accustomed to dealing with. 

h.  A Commitment by the Organizationôs Leadership to Improving Value as a Top Priority, and A System 
of Operational Accountability to Drive Improved Performance.   Although the types of tools and resources 
defined above are likely necessary for success, they are not sufficient; the primary care practice needs to be commit-
ted to applying the tools and resources in a continuous improvement process focused on improving outcomes. 

Many of the items defined in the previous sub-section are similar to the kinds of improvements in primary care that 

are being pursued through initiatives to create ñpatient-centered medical homes.ò45  If so, how does a Medical Home dif-

fer from an Accountable Care Organization? 

The most fundamental differences are the Accountable Care Organizationôs commitment to improve cost and quality 

outcomes and its ability to manage under a performance risk-based payment system.  Most initiatives today to help pri-

mary care practices become Medical Homes do not require that the primary care practice accept any accountability for 

the total costs of care for their patients or for population -level quality outcomes.  Even though many of the enhanced re-

sources and tools being developed and used by Medical Homes, such as electronic health records, patient registries, pa-

tient education on chronic disease management, and more responsive scheduling, could help improve quality and reduce 

total costs, there is no guarantee that they will do so unless the primary care practice actually focuses on improving those 

outcomes as an explicit goal and uses the medical home tools to achieve the goal.  Indeed, the Congressional Budget Of-

fice, in evaluating various health delivery reform options, estimated that paying for Medical Homes for chronically ill 

beneficiaries in Medicare would increase spending by $5.6 billion, rather than reduce costs.46 

This implies that while becoming a Medical Home could help a primary care practice become an Accountable Care 

Organization, it is not sufficient.  Conversely, in order to function effectively as an Accountable Care Organization, it may 

not be necessary for a primary care practice to meet all of the detailed standards that organizations such as the National 

Committee for Quality Assurance (NCQA) require of primary care practices in order to be formally designated as a 

ñPatient-Centered Medical Home.ò47  Indeed, detailed accreditation standards are being used in medical home programs 

partly because payers are concerned about whether making higher payments to primary care practices to enable them to 

serve as medical homes will actually result in improved outcomes for patients and lower costs for payers.  Since there is 

not strong evidence that all of the structural and process standards established for medical homes are necessary for im-

proved patient outcomes and some may be difficult or expensive for practices to achieve,48 and because some practices 

that would not meet these standards have been successful in proactively managing and coordinating their patientsô care, 

a primary care practice should not be precluded from serving as an Accountable Care Organization simply because it has 

not met accreditation standards as a Medical Home. 

In most regions of the U.S., a majority of primary care physicians practice alone or in very small groups, typically five 

or fewer doctors.  Consequently, it will be difficult to create Accountable Care Organizations in most parts of the country 

unless there is a way for small primary care practices to successfully evolve into an ACO.  Is it feasible for small primary 

care practices to successfully become an Accountable Care Organization? 

The first test is whether a small primary care practice can implement the eight key elements described above or have 

equivalent capabilities needed to be accountable for total costs.  Some solo and very small physician practices have been 



able to create a delivery model that impacts population health, experience of care, and reduced total cost of care.49  How-

ever, most will likely have great difficulty implementing all of these elements by themselves, since it is difficult for a sm all 

practice to afford, develop, and effectively utilize the kinds of care management services, after-hours accessibility, deci-

sion support systems, etc. needed to coordinate all of the types of care that complex patients need and to change the way 

that care is delivered to those patients in order to reduce costs and maintain or improve outcomes.50  Moreover, if physi-

cians and other primary care practitioners do not have the opportunity to discuss different approaches to care with other 

physicians/practitioners and compare the results of these approaches, it is difficult for them to identify opportunities for 

improvement.  

Although very small practices may not be able to do these things on their own (or do so efficiently), they can work 

together to do so.  Many small physician practices already collaborate with each other to provide backup coverage, and a 

growing number are working together more formally to provide or jointly purchase patient supports such as care man-

agement, after-hours response to patient calls, etc. that have traditionally been associated only with large practices.  Al-

though these small practices may be unable individually  to serve as an Accountable Care Organization, they could join 

with other small practices to form an organizational structure such as an Independent Practice Association (IPA) or a 

Physician Organization (PO) to enable them to efficiently provide the services needed to serve as an ACO.  This organiza-

tional structure could efficiently provide shared services that each of the practices need, but are individually too small to  

provide on their own, such as patient education, after-hours response, quality measurement, quality improvement, etc.51 

The second test is whether a small practice can financially manage the performance risk associated with a population 

of patients.  As noted above, even if there are systems designed to protect the practice from insurance risk, there will still 

be financial risk associated with the practiceôs performance in managing the costs and quality of care for a population 

with a given set of health conditions.  In addition, however, the smaller the number of patients, the more likely it is that 

costs will vary significantly from year to year due to one or two unusually expensive patients.  Although severity (case 

mix) adjustment systems and risk corridors can compensate for this somewhat, they cannot do so completely, and it be-

comes increasingly difficult to adequately risk -adjust payment to avoid insurance risk if a practice has only a small num-

ber of patients. 

Here again, although very small practices cannot easily do this separately, they can work together to do so.  There are 

several examples around the country of Independent Practice Associations (IPAs) contracting with health plans on a full-

risk or almost -full -risk basis to manage the care of their patients from both a cost and quality perspective.52  Although 

each of the members of the IPA is a very small practice, collectively they have enough volume of patients to be able to 

manage financial risk.  In effect, these IPAs are already serving as Accountable Care Organizations under these contracts, 

and could do so for other payers, too. 

Finally, as noted earlier, it will be important to both payers and patients to assure that an Accountable Care Organi-

zation is not reducing costs at the expense of care quality, and so quality measurement and reporting will be critical.  

Moreover, payers will want to be assured that the ACO is actually controlling or reducing costs, and that changes in costs 

are not due to either random fluctuations in patient characteristics or a systematic effort by the ACO to avoid high -cost 

patients.  However, it is impossible to generate statistically meaningful measures of the cost and quality of care delivered 

to the small number of patients managed by most individual doctors or small practices.  In other words, when a practice 

is small, it is difficult for both the practice itself and any payer (which will only be concerned about its own subset of th e 

practiceôs patients) to accurately determine whether the practice is improving cost and quality outcomes.  Moreover, 

small practices may not have either the information systems or staff with the time and expertise to analyze data in a 

meaningful way. 

Analyses by Elliott Fisher and colleagues at the Dartmouth Center for Health Policy Research have been used to rec-

ommend that if ACOs are to be supported through Medicare, they would need to serve a minimum of 5,000 Medicare 

patients in order for Medicare to measure their performance on cost with sufficient accuracy to support a payment sys-

tem based on shared savings.53 

Since a typical primary care physician cares for 1,500 ï 2,000 patients and usually fewer than half are Medicare pa-

tients, this implies that at least 10 primary care physicians would need to be in an Accountable Care Organization in or-



der to meet this standard.  For payers with a smaller proportion of patients and for patients with less intensive needs, an 

even larger number of patients and physicians would be needed to meet these statistical tests. 

However, even a practice with 10 primary care physicians would be larger than the majority of physician groups in 

the country today.  Here again, though, even a small Physician Organization, Independent Practice Association, or other 

virtual organization of small primary care practices could potentially meet this threshold in order to serve as an ACO.  It 

is also important to recognize that the 5,000 Medicare patient threshold was calculated in conjunction with a specific 

payment model ï namely a plan to share savings if costs were reduced by at least 2% over projected levels.  Outcomes 

(both quality and cost) can still be measured for fewer patients, but larger changes in outcomes would be needed to sta-

tistically ñproveò that those changes were not due to random variation. 

Rather than establishing an absolute standard based on the number of patients, it may make sense to have a more 

flexible standard that jointly considers all of the elements described above.  For example, if a primary care practice or 

IPA has only 4,000 Medicare patients, but it demonstrates that it has all of the capabilities in place to effectively manage 

the care needed by those patients and the willingness and ability to accept financial risk, the practice could be designated 

as an Accountable Care Organization but with a more stringent standard for outcomes, i.e., it would need to achieve a 

bigger impact on outcomes (higher quality, lower cost, or both) than would a larger practice in order to prove that its im-

pact was not due to random variation.  This provides an incentive  to the smaller practice or IPA to join with other prac-

tices to form a larger Accountable Care Organization (thereby allowing it to receive ñcreditò for smaller outcome changes) 

without requiring  it to do so.  At the same time, it allows a high-performing small physician practice to remain small and 

still be rewarded for its high performance.  This could also facilitate the creation of Accountable Care Organizations in 

rural areas and even some inner-city areas where the minimum number of primary care providers does not exist at all.  

Conversely, simply because a primary care practice or group of practices has 5,000 Medicare patients does not mean it 

can successfully manage costs and quality for those patients, so the size threshold remains merely one criterion, not the 

principle criterion, for determining which providers have the ability to succeed as an ACO.  

As noted earlier, Elliott Fisher and colleagues have suggested that payers should create virtual Accountable Care Or-

ganizations by designating all physicians in a particular geographic area as an ACO (or alternatively, designating all phy-

sicians who admit patients to a particular hospital as an ACO) and paying those providers in ways that hold them collec-

tively accountable for the cost and quality of healthcare for the population in that region. 54 

The advantage of this approach is it avoids or minimizes the potential for a subset of physicians to form an ACO and 

then select the patients who are least likely to need large amounts of costly care.  However, requiring that all physicians 

in an area participate in an ACO is very problematic, because if any particular physician or small group is unwilling to 

change the way care is delivered, it can both impede the process of transforming care among the willing providers and/or 

weaken the overall outcomes the ACO can achieve.  Several of the key elements cited earlier ï a commitment by the or-

ganization to improving value, a culture of teamwork, and a system of operational accountability ï cannot be assured 

unless participation is voluntary.  Participating physicians have to want  the Accountable Care Organization to work in 

order for it to be successful (and also to be paid in ways that enable them to do so). 

In addition, creating any kind of organizational structure that requires all providers in a particular area to participate 

is, in perception or reality, creating a monopoly and the potential for price -fixing, and even if the providers are partici-

pating willingly, there will inherently be less pressure or incentive for them to improve their performance since there 

would be no other local providers to which the Accountable Care Organization could compare its performance, and no 

alternative provider for a payer or patient to choose if the performance of the Accountable Care Organization is unsatis-

factory. 

Finally, the reality is that, in most regions, there are natural communities of caregivers who already share some level 

of responsibility for a population of patients through arrangements such as cross-coverage, referral, and hospital staff 

membership, who feel some level of affinity with one another, who are inclined to cooperate with and trust one another, 

and who may already have a nascent organizational structure.  It makes more sense to use these relationships as the ba-

sis for creating an ACO, rather than to artificially combine providers using arbitrary rules.  



If an Accountable Care Organization is created by a large group of primary care physicians or an association of multi-

ple small primary care practices, that does not mean that only those primary care physicians will provide healthcare ser-

vices to the patients of the ACO.  For many kinds of conditions, ranging from chronic disease to major acute conditions, 

patients will still require specialists to provide all or part of the care they need.  For example, patients needing heart by-

pass surgery will need care from a cardiac surgeon, and patients with diabetes will need to see an ophthalmologist regu-

larly to ensure that retinal problems are diagnosed and treated early in order to prevent or minimize loss of vision.  

(Technically, many primary care physicians are also ñspecialists,ò specializing in family practice, internal medicine, or 

pediatrics.  For simplicity, however, the term ñspecialistò will be used here to refer to physicians and other practitioners 

who focus on particular conditions or body systems.) 

However, one of the problems with healthcare in the U.S. is that there is little or no coordination between primary 

care physicians and specialists, or between multiple specialists treating different conditions affecting the same patient.  

This can result in problems such as duplication of testing and conflicts between medications ordered by different physi-

cians that lead to higher costs and poorer outcomes.  Moreover, a recent study suggests that many of the visits made to 

specialists after initial referral are for routine or preventive care that could be more cost -effectively delivered through the 

patientôs primary care practitioner.55  In the United Kingdom, for example, primary care practices play a much more 

comprehensive role in managing care for patients, particularly those with chronic disease, than in the United States.  Al-

though specialists are used in the U.K., the rate of referral from primary care physicians is only one-third as high as in 

the U.S, even after controlling for level of illness.56 

This is likely in part a result of the dysfunctional fee -for -service system in the U.S., which pays each specialist inde-

pendently for whatever they choose to do, including ordering duplicative tests, but pays no one to provide coordination.  

In many cases, more coordinated care could be provided by having the specialist consult with the primary care physician 

about how the primary care prac-

tice can comprehensively manage 

the patientôs care, rather than hav-

ing the specialist separately man-

age a portion of the care.  Here 

again, the fee-for -service system is 

a barrier, since the specialists are 

paid for face-to-face visits with 

patients, but are typically not paid 

when they provide advice directly 

to the primary care physician.  

Clearly, one of the opportuni-

ties for improving the efficiency 

and effectiveness of healthcare in 

the U.S. is rationalizing the roles of 

primary care physicians and spe-

cialists.  As noted in Section III -A1, 

to be successful as an Accountable 

Care Organization, a primary care 

practice will need to have good 

working relationships with special-

ists in order to avoid overlaps and gaps in care and to achieve the best outcomes for their patients.  Al-

most by definition, each specialist will only be providing a portion of the care that patients need, so the 

primary care practice must serve as a coordinator if coordination is to occur.  Moreover, primary care practices will likely 

benefit from advice from specialists in order to effectively manage the care of patients with chronic diseases, particularly 

those with advanced stage chronic diseases or multiple chronic diseases.  For example, if primary care physicians work 

with cardiologists to implement information systems and standards of care which facilitate successful management of 

coronary artery disease and heart failure, they may be able to achieve better outcomes for their patients than if the pri-

Primary
Care

Practice

Primary
Care

Practice

Primary
Care

Practice

Primary
Care

Practice

Primary
Care

Practice

Primary
Care

Practice

Specialist
Hospital

Specialist

Specialist

Specialist

Specialist

Hospital

Accountable Care Requires 

Coordinated Relationships ,

Not Necessarily Corporate Integration

FIGURE 3  



mary care physicians attempt to manage the patients on their own, with referrals made to the cardiologists only when 

serious problems arise.  Similarly, if primary care practices work with psychiatrists, they can better manage the care of 

patients who also have depression.57 

Having good working relationships between the primary care physicians in an ACO and specialists does not neces-

sarily mean that the specialists must be part of the Accountable Care Organization itself, however.  In some cases, they 

may be; for example, an integrated delivery system or a large multi-specialty group might become an Accountable Care 

Organization and use its own specialists to provide specialty care when such care is needed.  But a primary care practice 

or an IPA could also function as an ACO by developing contractual arrangements or merely solid professional relation-

ships with independent specialists in the community in order to ensure efficient, effective, coordinated care for the ACOôs 

patients.  Many multi -specialty groups do not directly employ physicians from all specialties, requiring them to develop 

relationships with other specialists in order to manage the care of all of their patients.  

It is important to recognize that the goal of the Accountable Care Organization is to take responsibility for managing  

the costs and quality of healthcare for a population of patients, not necessarily to deliver  every healthcare service itself.  

When consumers buy a product from a manufacturer, they hold the manufacturer accountable for the quality of the 

product, but they donôt expect all of the productôs components to be produced by the manufacturerôs own facilities or 

staff.  Even in health care, health plans are, at least in principle, accountable for the cost and quality of care their mem-

bers receive, but other than health plans structured as staff model HMOs, the planôs members donôt expect that the 

health plan itself will actually deliver healthcare services.  Similarly, even though an ACO is designed to shift much or all 

of a health planôs accountability for population-level outcomes to healthcare providers, that does not necessarily mean 

that every provider that touches a patient will have to be part of the Accountable Care Organization. 

In fact, the willingness of specialty physicians to participate in the Accountable Care Organization, at least initially, 

will likely depend on the extent to which specialty care is being overused in a particular community and the way the spe-

cialists themselves are organized.  If there is a high rate of referrals to a particular specialty in the community, then a 

natural opportunity for the ACO to reduce or control total expenditures is to reduce unnecessary referrals, which in turn 

would reduce revenues to the specialists.  If those specialists have joined together in a single group, they may simply 

raise their fees for the patients in the ACO to offset the lower volume, thwarting the ACOôs efforts to reduce total costs.  

Research shows that a primary reason for the consolidation of specialty physicians into larger groups has been to negoti-

ate higher fees.58  On the other hand, if there are competing specialists in the community, the ACO has an opportunity to 

choose the specialists who will best support the goals of the ACO. 

Consequently, some ACOs may decide to have specialists as part of the organization itself, and other ACOs may not.  

Some ACOs may have a subset of specialists included in the organization, and have contractual or other relationships 

with the remaining specialists in the community.  The important factor will be the ACOôs ability to successfully work with 

a comprehensive set of specialists to achieve the most coordinated, efficient care of the patients for whom the ACO is ac-

countable. 

Obviously, some of an Accountable Care Organizationôs patients will need hospital care at some point.  Hospitals pro-

vide critical services for the sickest patients who require the most costly services.  As with specialists, however, this does 

not necessarily mean that a hospital must be part of the ACO itself. 

There are many potential advantages to having one or more hospitals as an integral part of an ACO.  In general, the 

hospitals in a community are larger organizations than any of the individual primary care practices, and they have more 

extensive administrative resources and skills, ranging from information technology to finance to quality improvement 

tools.  These kinds of capabilities could potentially be used to develop and implement the key functions of an ACO de-

scribed earlier. 

Moreover, in many communities, hospitals have acquired primary care practices and now employ many primary care 

physicians;59 in other communities, hospitals and primary care physicians work together through Physician -Hospital Or-

ganizations (PHOs).  In these situations, the hospital may be in a natural position to facilitate the steps needed to help 

primary care physicians make the transition to functioning as an ACO. 



However, a key issue will be whether the hospital embraces the goal of cost reduction and control underlying the for-

mation of Accountable Care Organizations and whether the hospital is prepared to take the steps needed to transform 

itself in order to achieve that goal.  Approximately 40% of the growth in total health care spending in recent years is due 

to growth in hospital spending, and hospital care has been the second fastest growing component of healthcare services.60  

A study by McKinsey & Company found that spending on hospitals was the biggest reason that healthcare costs in the 

U.S. are higher than in other countries.61  Consequently, reducing and controlling hospital spending will be essential if 

total healthcare costs are to be controlled. 

As noted in Section II, several of the most important ways to reduce spending on hospitals would be to prevent the 

need for hospitalizations, through more effective prevention programs, early detection, improved chronic disease man-

agement, etc.  These initiatives would be achieved primarily or exclusively through the actions of primary care practices, 

not by hospitals themselves.  Moreover, to the extent that these initiatives are successful, they will not only reduce the 

hospitalsô revenues, but they may well have a negative impact on the hospitalsô margins, particularly in the short run, if 

revenues decline more than costs can be reduced.62 

As a result, at least in the short run, the interests of primary care physicians and hospitals in many communities will 

not only be unaligned, but will be in opposition  to each other.  In any region where primary care physicians are actively 

working to reduce preventable admissions, the natural desire of any hospital which is not over-capacity will be to either 

(a) increase other services to offset the revenue loss (thereby offsetting the effect of the ACOôs efforts to reduce spend-

ing), or (b) increase its prices for services to offset the loss (again offsetting broader efforts to reduce spending).  

(Although the hospital cannot increase prices under the Medicare fee-for-service program, it may well be able to do so for 

patients covered by commercial insurance or Medicare Advantage plans.63)  Moreover, under a ñshared savingsò payment 

model (see Section IV), the hospital will likely want to capture most or all of the savings attributed to an Accountable 

Care Organization in order to offset the hospitalôs loss of revenue, whereas the primary care physicians will need to use 

some of the savings to pay for the more intensive care management services and information infrastructure they create to 

improve quality and reduce preventable admissions.  This may exacerbate tensions in those regions where hospitals and 

physicians have poor relationships.64 

Consequently, although coordinating outpatient and inpatient care is certainly desirable, and having a willing hospi-

tal as part of an Accountable Care Organization could have clear advantages, in many regions it would be inappropriate 

or infeasible to require  that a hospital be part of an Accountable Care Organization along with primary care physicians, 

particularly in the short run.  Where hospitals and primary care physicians are already working together effectively, such 

as in an integrated delivery system (IDS) or a physician-hospital organization (PHO), they could be encouraged to serve 

as an Accountable Care Organization, but where such working arrangements do not exist, a payment system based on 

total costs may not be the best context in which to forge such partnerships for the first time.  

In addition, in a community where there is only one hospital (or where one hospital is the exclusive provider of cer-

tain services), it may be undesirable to have that hospital exclusively join with a subset of physicians in the community to 

form an ACO, since that may preclude the ability of other physicians to develop an ACO, particularly if the hospital re-

fuses to accept the patients of the second ACO or will only accept them if they pay high charges.  (This is more of a prob-

lem for ACOs serving commercially-insured patients than for Medicare patients.)  

Consequently, particularly in the short run, the most appropriate approach in many regions may be a split path, i.e., 

for primary care physicians to form one or more Accountable Care Organizations without hospitals, and for hospitals to 

establish gain-sharing arrangements with their hospitalists and specialists (either directly or through bundled payment 

systems) so that they can find ways to cut costs, improve efficiencies, and otherwise adapt to lower rates of inpatient ad-

missions (whether that be through downsizing or specializing in treating more complex patients).  For example, hospitals 

and specialists could form ñCare Delivery Teamsò for specific types of care65 and accept bundled/episode payments as 

described in Section IV. 

After a period of right -sizing each component separately (i.e., more and better primary care, and smaller, more effi-

cient inpatient care), it may be more feasible to consider bringing the primary care physicians and one or more hospitals 

in a community together into a joint Accountable Care Organization in order to focus on additional opportunities to im-

prove quality and cost. 

Where this transitional split path is pursued, however, it will still be important for the primary care physicians to 

work as closely as possible with their hospitals to ensure the transition is successful.  An ACO cannot ensure that its pa-




