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By creating new incentives and accountability for providers, many believe that Accountable
Care Organizations can help achieve the triple aim of better population health, better patient
experience, and lower costs.> Although private payers are supporting ACO formation, the
Centers for Medicare and Medicaid Services (CMS) ACO programs are the largest and most
prominent. In fact, Medicare’s Shared Savings Program (MSSP) — the largest of the federal
ACO models — has already grown to include 404 participants covering more than 7.3
million Medicare beneficiaries.? To date, initial evaluations of the MSSP model have
identified moderate success in reducing cost growth, while meeting quality and patient
experience benchmarks.3# In order to achieve these goals, the earliest MSSP ACOs have
focused on primary care, better care coordination, and reducing over-utilization of heath
care services.?

What remains unclear, however, is the degree to which surgeons and other specialists are
participating in MSSP programs, and whether such specialist integration influences ACO
performance. Specialty care—particularly surgery—is a major driver of health care costs in the
US, accounting for much of the observed spending differences with other countries.®
Nonetheless, specialists are not central to ACOs, and attribution of patients to ACOs is
based exclusively on primary care services. Also, while a wide variety of providers can
participate, specialists are not required for establishment of an MSSP ACO. In fact, the only
statutory requirement is participation by enough providers to cover the plurality of primary
care services for at least 5,000 fee-for-service Medicare beneficiaries.” Because cost savings
with ACOs may require lower utilization of acute and specialty care services, surgeons and
other specialists may also lack strong incentives to participate.

To explore the composition of physicians participation in MSSP ACOs, we used the recently
released ACO Public Use File (PUF) that includes information on the number of specialists
participating in each of the first 220 MSSP ACOs.8 Figure 1 presents the number of
specialists per 1,000 Medicare beneficiaries across these organizations. The wide variation
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in specialist participation underscores the heterogeneous clinical structure of early ACOs.
Namely, while some ACOs have formed around small, newly-created provider groups,
others have formed around mature integrated delivery systems or multispecialty physician
practices. For instance, included among the MSSP ACOs with the greatest number of
specialists per beneficiaries are widely recognized academic medical centers and integrated
delivery systems, including Mount Sinai, UCLA, Indiana University, and Billings Clinic.

These data indicate that surgeons and other specialists are not well-represented in many
early ACOs. This is consistent with other evidence: Dupree et al. found that 88% of CMS
ACOs did not know how much their ACO was spending on surgical care. Moreover, only
11% of respondents thought their ACO provided perfectly or well-integrated care between
surgeons and primary care physicians.® Until and unless general surgeons and other surgical
specialists become more integrated within the structure of ACOs, it may be difficult for
these programs to achieve meaningful improvements in expensive procedural-based care.

For surgeons that are not already part of an integrated delivery system or multispecialty
group that has initiated, or is considering, ACO participation, referral opportunities represent
one potential incentive to join such programs. Hospital referral regions with ACOs tend to
have more competition;? as such, a desire to maintain or increase a referral base may
motivate surgeon involvement.> However, many argue that there are equally strong barriers
to surgeon participation in ACOs. For individual surgeons, it is likely that any financial
benefits from MSSP ACO participation will be relatively small in comparison to income
received from current clinical volume. Accordingly, there may be limited enthusiasm among
surgeons to participate in organizations that aim to reduce spending through lower
utilization of surgical specialty services.>

In the absence of existing ties between surgical specialists and PCPs, one proposed model
for better integrating clinical care in ACOs is the “medical neighborhood”. This model is
based on explicit collaborative care agreements that outline expectations for interactions
between providers!® in hopes of increasing efficiency at multiple stages of patient care.
Benefits to specialists include coordinated workups and, potentially, a higher proportion of
appropriate referrals.10 Still, it is unclear how willing both primary care providers and
surgeons (or other specialists) would be to participate in these agreements, and how
effectively they would integrate care.

Beyond these considerations, surgeons could seek to deepen their involvement and
engagement with Medicare ACOs. This could include efforts to develop and validate of
additional measures of surgical quality and value. By ensuring the availability of such
metrics — applicable to a broad range of surgical subspecialties — surgeons will be poised to
lead any efforts by CMS to more directly measure surgical quality in the MSSP and other
ACO programs.

Another important - and related - step is to encourage broad representation of high quality
surgical specialists in Medicare ACOs. This will ensure that beneficiaries have preserved
access to the highest level of technical expertise for all surgical conditions. Moreover,
participation by all surgical specialties may facilitate trans-disciplinary collaborative
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learning and sharing of best practices as surgeons in ACOs inevitably encounter both formal
and informal pressures to emphasize “value over volume”, including new requirements to
measure patient outcomes and the costs of surgical care episodes.

At present, participation by surgeons and other specialists in Medicare ACO programs is
highly variable. Some ACOs include many specialists that are tightly integrated with PCPs,
while others are comprised solely of primary care providers. Future research will evaluate
the impact of surgeon participation in ACOs. These studies will help to determine whether
ACOs are the right model to improve surgical quality and value, or whether other policies
are needed.
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® Most Specialists/Beneficiaries

1 HHCACO Inc.

2 Mount Sinai Care, LLC

3 Regents of the University of California
4 Indiana University Health ACO, Inc.

| ® Least Specialists/Beneficiaries

1 Accountable Care Organization of the North Country, LLC .
2 Nature Coast ACO, LLC
3 Owenshoro ACO
4 Rio Grande Valley Health Alliance, LLC -
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