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ccountable care organizations (ACOs) in the Medicare

Shared Savings Program (MSSP) have made significant

investments in primary care, practice-based care manage-
ment infrastructure,' enhanced care transitions, and post-acute
care management.? However, relatively few have undertaken
comprehensive initiatives to improve the cost and quality of
specialty care. For example, one early study of ACOs found little
attention devoted to surgeons or surgical care.?

As ACOs mature, they are paying more attention to managing
specialist services. Specialists account for approximately 70% of
spending for outpatient office visits in the US,* and they frequently
prescribe expensive diagnostic services, procedures, and drug
regimens. Specialty care utilization has grown rapidly, with
physician referral rates doubling between 1999 and 2009° and the
mean number of specialist visits in Medicare growing 28% from
2009 to 2019.°

Outcomes for complex patients can be improved when primary
care physicians (PCPs) and specialists collaborate. For example,
several studies have shown that comanagement of Medicare surgical
patients with multidisciplinary teams that include internists or
geriatricians reduced length of stay and mortality.”® However,
comanagement is not the norm in many organizations, and the
levels of communication and coordination between PCPs and
specialists when patients are referred are frequently inadequate.®"

ACOs should theoretically be able to improve coordination between
PCPs and specialist physicians. However, 2024 MSSP ACOs have a
mean of 33 participating physician groups,” often with different
information systems and diverse professional cultures. Results of
a recent survey found that three-fourths of ACOs have 6 or more
electronic health record (EHR) systems.” On average, ACOs have
twice as many specialists as PCPs. Despite this, most specialty care
that ACO beneficiaries receive is provided by clinicians who are
not part of their ACO."

In November 2022, the Center for Medicare and Medicaid
Innovation (CMMI) announced a strategy for value-based specialty
care that includes sharing specialty care performance data with
ACOs, expanding bundled payment models, and developing new
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OBJECTIVES: To assess initiatives to manage the cost and
outcomes of specialty care in organizations that participate
in Medicare accountable care organizations (ACOs).

STUDY DESIGN: Cross-sectional analysis of 2023 ACO
survey data.
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participating in the Medicare Shared Savings Program or the
Realizing Equity, Access, and Community Health ACO model
in 2023.

RESULTS: Improving specialist alignment was a high priority
for 62% of the 101 respondents and a medium priority for
34%. Only 11% reported that employed specialists were
highly aligned and 7% reported that contracted specialists
were highly aligned. A subset of ACOs reported major efforts
to engage specialists in quality improvement projects (38%)
and to convene specialists to develop evidence-based care
pathways (30%). They also reported supporting primary care
physicians through providing specialist directories (44%),
specialist e-consults (23%), and sharing specialist cost data
(20%). The most common challenges reported were the
influence of fee-for-service payment on specialist behavior
(58%), lack of data to evaluate specialist performance (53%),
and insufficient bandwidth or ACO resources to address
specialist alignment (49%).

CONCLUSIONS: Engaging specialists in accountable
care is an emerging area for ACOs but one with numerous
challenges. Making better data on specialist costs and
outcomes available to Medicare ACOs is essential for
accelerating progress.
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models with incentives to improve coordination
between PCPs and specialists at the point of
referral.” Both ACOs and policy makers want
better integration of specialty care in ACO
models. However, there is little published
literature describing ACO specialist alignment

Specialty Care Alignment in ACOs

TAKEAWAY POINTS

Policy makers and accountable care organizations (ACOs) want better integration of specialty care
in ACOs. Little is known about ACO activities to improve specialty care costs and outcomes. We
surveyed Medicare ACOs to better understand current activities to improve specialty alignment.

» Although improving specialist alignment is a priority for many respondents, few currently

report high levels of alignment.

strategies. This article provides a snapshot of

ACOs are trying multiple strategies to engage specialty physicians and improve referrals

Challenges to specialist alignment include the fee-for-service orientation of most spe-

cialist physicians, lack of good data to evaluate specialist performance, and insufficient

>
current ACO activities to influence specialty from primary care.
care from a 2023 survey. 4
organizational bandwidth.
>

METHODS

We conducted a survey of Medicare ACO
executives to assess the current state of their
initiatives to manage specialty care spending and improve outcomes.
The survey targeted ACOs participating in the MSSP or the Realizing
Equity, Access, and Community Health (REACH) Model as of January 1,
2023 (N=588). A 12-question web-based survey was sent to ACO
executives in March 2023. Periodic email reminders were sent to
nonrespondents over the next 2 months. Survey results were merged
with publicly available information on Medicare ACOs to compare
the characteristics of respondent and nonrespondent ACOs.

Survey questions were developed by the Institute for Accountable
Care in consultation with industry experts to establish face validity.
We pilot-tested the survey with 5 ACO executives responsible for their
organization’s specialty care strategy and asked for feedback on the
clarity and relevance of questions as well as missing concepts that
should be added to the survey. The survey questions were primarily
multiple choice or statements that respondents were asked to rate
on a 4-point Likert scale. There were no open-ended questions
except when respondents selected and completed “other” categories
that were offered as a choice. The survey defined “ACO contracts”
as those where an organization is rewarded on performance based
on a total cost of care (TCOC) budget target. “Specialist alignment”
was defined as having specialist physicians who collaborate with
the organization’s initiatives to control total spending and improve
clinical outcomes in TCOC contracts.

A subset of respondents represented multiple ACOs, including
convenor organizations that offer management services to multiple
provider groups in different ACOs.

RESULTS

We received 101 completed surveys from respondents representing
174 ACOs, which accounts for 30% of Medicare ACOs in 2023.
Respondent ACOs were larger and more likely to participate in
2-sided risk contracts than nonrespondents (eAppendix Table 1
[eAppendix available at ajmc.com]). Survey results are reported
based on the number of individual respondents.

Improving specialist alignment was a high priority for 62% of
the 101 respondents and a medium priority for 34%. ACOs were
most interested in improving alignment with cardiologists (83%),

Transparency of specialty costs and outcomes is essential to addressing these challenges.

orthopedists (57%), and oncologists (34%). Overall, respondents
reported limited specialist alignment, with only 11% indicating
that employed specialists were highly aligned and 7% indicating
that contracted specialists were highly aligned (Figure).

Approximately half of respondents reported offering financial
incentives for specialist performance or behavior. Thirty-six percent
reported incentives for clinical outcomes, 29% for cost outcomes,
and 21% for patient satisfaction (data not shown). Data on the
amount of the incentives paid were not collected.

We asked ACOs to report on their current initiatives to improve
specialistalignmentand whether they considered it a major or minor
activity (Table). The most common activities that respondents
indicated as major were engaging specialists in quality improvement
projects (38%) and convening specialists to develop evidence-based
care pathways (30%). Few reported sharing performance reports
(11%) or entering bundled payment contracts (14%).

ACOs are also trying to help PCPs make appropriate, cost-effective
specialist referrals. Nearly half reported providing PCPs with a
directory of specialists, but few (15%) reported providing PCPs with
a preferred list of specialists for most major specialties (Table).
Other activities to support PCP referrals were offering specialist
e-consults (23% reported this was a major activity), establishing
workflows that encourage referral to high-performing specialists
(22%), and sharing specialist cost data (20%).

We asked ACOs to identify their top 3 challenges to improving
specialty alignment (eAppendix Table 2) by choosing from a
prespecified list with a write-in option. The top challenges were
the influence of fee-for-service payment on specialist behavior
(58%), lack of data to evaluate specialist performance (53%), and
insufficient bandwidth or resources to address specialist alignment
(49%). Other challenges included lack of specialist interest in
collaborating with the ACO and lack of a local competitive market
for specialist services.

DISCUSSION

ACOs that have successfully slowed spending need to find additional
efficiencies to continue generating savings, and specialty care is a
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FIGURE. ACO Rating of Current Degree of Specialty Alignment With ACO Cost
and Quality Objectives
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ACO, accountable care organization; VBC, value-based care.

Source: Self-reported data from 101 ACO executives representing 174 Medicare Shared Savings Program
or Realizing Equity, Access, and Community Health ACOs in 2023. Likert scale in response to the question:
“How well are the specialist physicians in your ACO/VBC contracts aligned with your efforts to manage
costs and improve outcomes?”

TABLE. ACO Activities to Improve Specialty Care Outcomes and Spending?®

Major Minor No

Initiatives to improve specialty physician alignment activity activity activity

Engage specialist physicians in quality improvement projects 38% 52% 10%

Convene specialist physicians to develop evidence-based
care pathways

30% 48% 22%

Enter bundled payment contracts for specialist services 14% 30% 56%
Provide “unblinded” performance reports to specialist physicians M% 40% 49%
Major Minor No
Initiatives to help PCPs make better specialist referrals activity activity activity
Create a directory of specialists for PCPs 4% 26% 29%
Offer specialist e-consult to PCPs 23% 36% 41%

Establish primary care workflows that encourage referral

. ) - 22% 30% 49%
to high-performing specialists

Share specialist cost data with PCPs 20% 38% 43%
Provide a preferred list of high-performing specialists for referrals 15% 22% 63%
Share specialist clinical outcome data with PCPs 13% 32% 55%
Internal review/authorization of selected specialist referrals 10% 26% 64%
Ask PCPs to qualitatively rate specialists 9% 18% 72%

ACO, accountable care organization; PCP, primary care physician.
2Percentages may not total 100 due to rounding.

Source: Self-reported data from 101 ACO executives representing 174 Medicare Shared Savings Pro-
gram or Realizing Equity, Access, and Community Health ACOs in 2023. Likert scale in response to the
listed activities.

logical place to look. However, it is challenging
to find efficiencies in a fragmented delivery
system where specialists are well compen-
sated by fee-for-service payment. Results of
this survey of organizations participating
in Medicare ACOs indicate that although
improving specialty care is a high priority,
most respondents currently believe their ACOs
have not achieved necessary alignment with
specialists. Furthermore, it shows that ACOs are
experimenting with many different strategies
to improve specialty care but that no particular
approach has been broadly adopted.

CMMI would like to encourage better
collaboration between PCPs and specialists. One
approach is making it easier through electronic
consultations. Nearly 25% of respondents
reported that offering specialist e-consults to
their PCPs was a major activity. Some organiza-
tions have successfully used e-consult and
e-referral systems to reduce unnecessary
specialty referrals, support virtual comanage-
ment of certain conditions, and reduce patient
wait times.'*” Medicare recently began paying
between $18 and $75 for interprofessional
consults depending on the time spent. CMMI'’s
new Making Care Primary model also includes
a $40 e-consult code for primary care providers
and a new $50 ambulatory care comanagement
code for specialists. How these new payments
will affect PCP-specialist collaboration is yet
to be determined.

Twenty-nine percent of the 101 ACO respon-
dentsin our survey reported financial incentives
for specialists’ contributions to cost efficiency.
However, some ACO executives expressed
concern that adding specialist incentive
payments could dilute future shared savings
distributions for PCPs. They also questioned
whether they could offer high enough incentive
payments to change behavior, given specialists’
current fee-for-service incomes. Results froma
prior study of 160 ACOs found that 26% offered
specialist incentives tied to cost savings, but
there were no differences in ACO savings per
beneficiary between those with and without
cost-related incentives."

Some ACOs are creating workflows that
encourage PCPs to refer to efficient specialists.
In contrast to Medicare Advantage, in which
beneficiaries are often financially obligated to
use in-network providers, ACO beneficiaries
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still have the freedom to see any certified Medicare provider without
a referral. In CMMI's ACO REACH model, ACOs can contract with
preferred specialists for discounted rates and reallocate a portion of
those discounts to reward high performance. Developing preferred
lists based on objective performance measures typically requires
the assistance of vendors because many ACOs simply do not have
enough patient volume to reliably evaluate the performance of
medical specialists. However, the costs can be prohibitive for all
except large ACOs. Therefore, the quality and comprehensiveness of
specialist performance data that CMMI shares with ACOs is important.

Limitations

This study has several limitations. The survey response from
101 individuals representing about 30% of Medicare ACOs is
limited and likely skewed toward organizations already engaged
in this work. Respondents’ organizations were larger and more
likely to participate in 2-sided risk contracts than ACOs generally.
Therefore, the study results are probably not generalizable to all
ACOs. Instead, they should be viewed as a snapshot of activities
undertaken by a large group of leading ACOs that have begun
developing approaches to address the cost and outcomes of
specialty care. Finally, we designed this survey for brevity and
convenience, which limited the amount of detail we collected.
Further research is needed to develop more precise indicators
of ACO specialty alignment efforts, including the size, intensity,
and impact of engagement efforts.

CONCLUSIONS

Engaging specialists in accountable care is an emerging area of
focus for ACOs but one with numerous challenges. Making better
data on specialist costs and outcomes available to Medicare ACOs
is essential for accelerating progress. ®
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