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EXECUTIVE SUMMARY
One of the key factors in the current transformation of the U.S. healthcare system is the
development of accountable care organizations (ACOs). In their ideal form, ACOs serve to
shift the traditional, fragmented, fee-for-service model of care delivery to a new model
based on shared accountability for measurable quality and cost improvements. These
improvements are achieved through new and expanded collaboration between patients,
primary care physicians, physician specialists, hospitals and other care providers. ACOs
enable Medicare and private payers to align financial incentives with care quality and cost
savings to improving the health of communities. However, the results of these insurerdirected payment approaches to care delivery have been mixed.
Funded under a grant from the Robert Wood Johnson Foundation, the Premier Research
Institute, a non-profit affiliate of Premier Inc., in conjunction with Greenwald & Associates,
LLC, National Research, LLC, and KNG Health Consulting, LLC, developed the study,
“Performance Evaluation: What is Working in Accountable Care Organizations?” The
primary goal was to describe the current state of ACO development and implementation,
and to identify barriers and potential solutions. A secondary goal was to compare
differences in patient outcomes and care costs between fully-integrated ACO systems and
a matched sample of their non-ACO peers. This work was conducted in three segments:
1. An internet-based population health survey that assessed the range of population
and preventative health services offered.
2. Telephone interviews with ACO staff from hospital-based ACOs who were familiar
with the planning, implementation and daily operations of their ACO.
3. An analysis of population and preventative health-focused measures using
Medicare claims data to evaluate patient outcomes independent of facility financial
performance.
Study sites were recruited through a partnership with Premier, Greenwald & Associates
and National Research. Recruiting was carried out between September 2015 and April
2016. Data collection was ongoing throughout the recruiting period and resulted in 19
ACOs completing all data requirements. ACO participants were asked to identify a
designated staff person to fill out the population health survey and provide the names and
contact information for three ACO staff members familiar with the planning,
implementation, and daily operations of the ACO.
For consistency and completeness, all interviews followed a similar pattern. This involved
the use of a discussion guide with pre-determined probes. All interviews were conducted
by telephone and by trained interviewers with a maximum duration of 45 minutes.
Interviewees provided verbal consent to the recording of the interview and interviews were
transcribed following completion.
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Review of the population health summary findings and ACO interview transcripts yielded a
number of overarching themes that capture the opportunities, challenges, successes and
failures characterizing the current state of ACO development. The results of the Medicare
claims analysis will be reported separately.
First, there is strong interest and focus on expanding ACO capabilities to foster
coordination with social service agencies and other resources to improve population
health. ACOs identified this as an exciting opportunity and very different from the focus
and work that hospital-based organizations have traditionally considered.
Second, several ACO leaders identified a need for common direction among the three
audiences that have a role in improving population and community health: healthcare
providers; social service providers; and patients. For each of these groups, it is critical to
assess what is being accomplished, what needs to be accomplished, and what
realistically can be accomplished.
Separating ACO participants into early (i.e., 2010, 2011) versus later adopters (i.e.,
≥2013), revealed some interesting findings. First, there are different levels of maturity
among ACOs. Some ACOs are struggling with the financial pressures and payer
requirements related to the specific populations for which they are accountable. Other
ACOs are thinking more broadly about the need to harness non-healthcare services to
help them improve the health of their communities.
Second, what frequently gets lost in discussions of ACO operations is the impact of the
social determinants of health on how well healthcare organizations perform. Healthcare
providers are incentivized to take care of sick people, not to keep them well. Thus, ACOs
are not paid to provide transportation, offer health fairs, perform home modifications, etc.
However, despite the lack of funding and history of supporting this work, some ACOs are
stepping up and expanding their services beyond traditional clinical services and to more
than just their assigned beneficiaries. For example, where services are offered and care
coordination has been poor, some ACOs are moving to serve as the central hub to enable
community organizations to be more effective in meeting the needs of mentally ill and
chemically addicted residents. Additionally, some ACOs have teamed with employers and
local gyms to offer exercise and nutrition-based counseling to address preventative health
needs. Others are offering care for the caregiver services in tandem with community
organizations to assist families caring for terminally ill patients at home.
Third, one of the benefits of hospital-based ACOs (i.e., organizations traditionally
embedded in the community) is that they are interested in promoting a broader definition
of population health. However, the realization of this benefit is limited due to several
current impediments, including:
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Realities of inadequate funding for staffing and services.
Data system interoperability challenges.
Physicians continuing to practice/think in a fee-for-service culture and payment
model.
Payer pressures.
Lack of direct understanding or recognition of return on investment (ROI) for
population health services.

Finally, to expand the work of ACOs in meeting the ongoing and future challenges of U.S.
population health, a number of areas were identified as potential targets for supporting a
broader interpretation of population health and analysis. These include:





Improved information and best practice sharing among ACOs (including ROI).
Developing a framework for implementing population health improvement activities
based on level of readiness (i.e., ACO maturity) and access to required community
resources.
Enhanced dialogue between providers, regulators and funders to set priorities for
services development and future research foci.
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INTRODUCTION
Over the past five years, the U.S. healthcare system has undergone substantial
transformation due to the desire to become a more efficient system that provides lower
cost, higher quality care.1 One of the key factors in this transformation is the development
of accountable care organizations (ACOs).2 A product of the Patient Protection and
Affordable Care Act (ACA), ACOs eschew the traditional fee-for-service paradigm that
encouraged overprovision of services and a lack of accountability for outcomes, in favor of
delivering “the right care at the right time, while avoiding unnecessary duplication of
services and preventing medical errors.”3 In their ideal form, ACOs serve to shift the care
delivery paradigm to a focus on lower cost, higher quality care based on shared
responsibility for patient outcomes.1
ACOs are defined as sets of healthcare providers, such as primary care physicians,
specialists and hospitals, working together collaboratively and accepting collective
accountability for the cost and quality of care delivered to a population of patients. As a
means of reforming the traditional Medicare fee-for-service system,4 the ACA includes a
provision allowing Medicare to reward healthcare organizations with a share of the
savings that would result from improving care quality and reducing the cost for their
eligible Medicare populations.5 Private commercial payers, such as Cigna, Anthem,
Humana, and Aetna also currently support ACO formation by aligning incentives with
more organized provider groups and health systems in their marketplaces.6 However, the
results of these insurer-directed payment approaches to care delivery have been mixed. 7
On January 30, 2014, the Centers for Medicare & Medicaid Services (CMS) announced
the Medicare Shared Savings Program (MSSP) interim financial reconciliation results for
the first performance year for ACOs. Of the 114 ACOs that started the program in April or
July 2012, 29 ACOs (25 percent) earned shared savings during their first 12 months of
program participation. These savings totaled over $126 million in reduced Medicare
payments. An additional 31 ACOs (22 percent) generated savings but these were not
sufficient to receive a shared savings payment. The remainder (52 percent), did not
achieve any savings.8
The causes for these performance gaps between providers are currently unclear. Some of
the differences in performance may be due to maturational effects, regional variation in
practice patterns, population health status and labor markets, lack of access to
comparative performance data, or other factors that have yet to be identified. 7 Several
critical questions remain: Do ACOs improve quality, increase patient satisfaction and slow
the growth in healthcare spending? If so, how? Is it analytics? Clinical integration? Patient
engagement? All of these and something more?

7

PERFORMANCE EVALUATION: WHAT IS WORKING IN ACCOUNTABLE CARE ORGANIZATIONS?

To begin to address many of these questions and concerns, the Premier Research
Institute, a non-profit affiliate of Premier Inc. (“Premier”), in conjunction with Greenwald &
Associates, LLC, National Research, LLC, and KNG Health Consulting, LLC, developed
the study, “Performance Evaluation: What is working in Accountable Care Organizations?”
Funded under a grant from the Robert Wood Johnson Foundation (“RWJF”), the primary
goal was to describe the current state of ACO development and implementation, to
identify implementation barriers and possible solutions, and to compare potential
differences in patient outcomes and care costs between fully-integrated ACO systems and
their matching non-ACO peers. This work was conducted in three segments:
1. An internet-based population health survey that assessed the range of population
and preventative health services offered.
2. Telephone interviews with ACO staff from hospital-based ACOs who were familiar
with the planning, implementation and daily operations of their ACO.
3. An analysis of population and preventative health-focused measures using
Medicare claims data to evaluate patient outcomes independent of facility financial
performance.
This report describes the results, potential implications, and methods of the population
health survey and ACO interviews. The Medicare claims analysis results will be reported
separately.
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POPULATION HEALTH SURVEY RESULTS
A total of 19 facilities completed the population health survey. The results are summarized
categorically following the questionnaire format. A sample questionnaire is attached at
Appendix A.
Approach to Population Health
Nearly all ACOs reported using two approaches to improve population health:
1. Improving care for all high risk patients in their attributable population.
2. Improving care to patients with a specific disease state to target in their
attributable population.
Other common approaches included: helping to ensure that primary care providers use a
Patient Centered Medical Home (PCMH) model; and improving health outcomes for the
entire geographic area that they serve.
Less than half of survey participants use two other approaches: improving the conditions
for health in their community; and helping providers become certified PCMHs (Table 1).
Table 1 – Approaches to Improve Population Health
Approach
Improving care for all high risk patients in their
attributable population
Improving care to patients with a specific
disease state to target in their attributable
population (examples: asthma, COPD, or
CHF)
Helping to ensure that primary care providers
use a Patient Centered Medical Home
(PCMH) model
Improving health outcomes (e.g. length or
quality of life) for the entire geographic area
that we serve (our community, including nonACO participants)
Improving the conditions for health (e.g.
community safety, access to healthy foods,
etc.) in their community
Helping providers become certified PCMHs

Percentage
95

Number of ACOs
18 of 19

84

16 of 19

58

11 of 19

58

11 of 19

37

7 of 19

32

6 of 19

There is a high level of agreement about the ACOs’ approach to population health among
all the key populations. ACO leadership teams (100 percent completely or largely in
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agreement), nurses and clinical staff (79 percent), affiliated providers (74 percent),
employed providers (68 percent), and other employees (68 percent) (Table 1).
Alignment of Mission, Vision and Values
The ACOs’ mission, vision and values are more likely to focus on improving the health of
their entire community than on improving just their attributable patient population’s health
(Table 2).
Table 2 – Alignment of Mission, Vision and Values

Completely aligned
Somewhat aligned
Not aligned
Not at all aligned

Improving the health of the
entire community
(geographic area in which
they operate)
68
13 of 19
26
5 of 19
5
1 of 19
0
0 of 19

Improving the health of their
attributable patient
population
26
5 of 19
47
9 of 19
11
2 of 19
16
3 of 19

This appears to be a contradiction when compared to the approaches used by the ACO,
in which nearly all are improving health for their attributable populations, but fewer are
focused on improving the health outcomes of the entire geographic area (95 percent vs.
58 percent). This may be a reflection of the fact that the ACOs responding to these
questions are all part of hospitals or health systems with a mission much larger than that
of the ACO portion of the organization.
Actions to Improve Overall Community Health
Nearly all ACOs are working with community social service organizations to improve the
health of their communities, including those that are not being directly served by the ACO.
Many are also working with local schools, offering wellness programs community-wide or
working with the public health department to achieve health improvements in the
community (Figure 1).
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Figure 1: Current Actions to Improve Overall Health in the Community

95%

63%

63%
47%

Working with the
social service
organizations in the
community

Working with
schools

Offering wellness
programs to the
entire community

Working with the
public health
department

16%

16%

Working with
environmental
planners

Other

Biggest Needs to Improve Overall Community Health
All responding ACOs said that improved behavioral health services are needed in order to
improve the overall health of their communities. Most also mentioned the need for
substance abuse services, prescription assistance, and transportation services. Other key
programs or services identified by at least half of the ACOs included stable affordable
housing, nutritional assistance, and literacy/education (Figure 2).
Figure 2: Additional Programs/Services Needed to Improve the
Overall Health of the Community
(Percentage mentioning each program/service)
Behavioral health services
Substance abuse services
Prescription assistance
Transportation
Stable affordable housing
Nutritional Assistance
Literacy/ education
Childcare services
Domestic violence prevention or support
Family counseling
Financial planning/budget management
Access to safe spaces to engage in physical activity
Help with employment
Other

100%
84%
84%
84%
74%
58%
58%
37%
37%
37%
37%
26%
26%
16%
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Most ACOs are not convinced that their communities can invest what is needed to
improve their population’s health. Only 6 of the 19 ACOs believe that their community
absolutely or probably has the resources to provide the needed services. Many others are
not sure, saying that maybe the community has those resources. The remaining 6 believe
that their community probably or absolutely does not have those resources (Table 3).
Table 3 – Community Has Resources to Improve Overall Health
Response
Yes, absolutely
Yes, probably
Maybe
Probably not
Absolutely not

Percentage
16
16
37
11
21

Number of ACOs
3 of 19
3 of 19
7 of 19
2 of 19
4 of 19

ACO leaders are slightly more optimistic that the ACO itself can provide the needed
services. Eleven of 19 ACOs describe their organization’s ability to provide the needed
services as very good or good. Nevertheless, that leaves 8 of 19 who say their ACO is in
a poor or very poor position to fill those service needs (Figure 3; Table 4).
Figure 3: Rating of ACOs Ability to Provide Needed Services

Very good

11%

Good

47%

Poor
Very poor

37%
5%

Table 4 – Reasons for Ability to Provide Needed Services Rating
Rating of
Ability to
Provide
Services
Very good (2)

Selected Reasons for Rating



[ACO name] is an anchor institution in [region] w/community
connectives and multi-faceted initiatives that engaged and
connect community services.
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Good (9)








Poor (7)











Very poor (1)



We have significant community outreach and relationships
already. These need to be better coordinated across the
community.
[ACO name] has created several community programs as a
Healthcare leader in the markets it serves; the coordination of
these efforts could be improved.
Lots of services available, but awareness is sometimes lacking.
Not all services are currently fully operational across the entire
community.
Our community does have most of these resources available,
however, in limited quantities and with limited funding. Needs
outweigh resource availability, and there are often delays in
getting these resources put in place.
We act as a convener for other resources to augment what we
can provide.
As a healthcare delivery network, we do not directly provide
social services. We work to connect patients to them when we
become aware of need, but need to expand our ability to identify
all patient barriers to health and more routinely/systematically
assist with locating resources to remove them.
We are focused on the health system fixes first and foremost. All
of our owners have a wide array of programs to address the
social determinants of health but these are a drop in the bucket
compared to the need.
Most of these services are outside the scope of our primary
service of direct healthcare but we are investing resources to
help us better coordinate with the available resources in the
various communities we serve.
New areas of focus.
Out of scope of our work.
We have services that need to be expanded to provide capacity
for larger populations and programs outside of the existing focus
on high utilizers. Other organizations need funding to grow their
services.
ACO doesn't have the funding. Owner (Hospital) is working just
to keep itself slightly more than breakeven.

Most ACO leaders felt that support from community partners and knowledge of best
practices in improving overall community health would be helpful to them. Many also said
knowledge of the business case for improving overall community health would be useful to
their efforts (Figure 4).
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Figure 4: Methods to Increase ACOs Support and Involvement in
Improving Overall Community Health

Support from community partners

84%

Knowledge of best practices in improving
the overall health of the entire community
(geographic area in which you operate)

74%

Knowledge of the business case for
improving the overall health of the entire
community

Other

58%

16%

For 63 percent of ACOs, it is very important for the community and the organization that
their ACOs take a leading role in addressing overall community health. Others feel this is
somewhat important, (32 percent) and 5 percent are neutral on the subject.
Barriers to Addressing Social Needs
The biggest barriers to addressing the community’s social service needs are not just
funding deficiencies, but also other issues including coordination and
education/communication concerns. Indeed, several of the most frequently mentioned
barriers deal with funding issues, including inadequate funding for behavioral health,
social service, public health, and substance abuse programs. However, two other top
issues are difficulty in coordinating care across organizations and health record
interoperability challenges, which illustrate the potential issues when different
organizations need to work closely together.
As shown in Table 3 above, only 32 percent of respondents reported with surety that
communities had adequate resources to meet the challenge of improving community
health. In addition to lack of funding for services, supporting transitions of care requires
the exchange of patient level data among organizations, which is inhibited by the lack of
system interoperability. Social service needs such as behavioral health are key
components because they address a patient’s ability to fully participate in the
management of their health.
Patient engagement, insufficient transportation services, and health literacy are also
important barriers to addressing social service needs. If patients are concerned with basic
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needs such as housing or nutrition, engagement is difficult. Similarly, lack of transportation
keeps people from getting to appointments for needed treatment or services. This
illustrates the fundamental importance of health literacy in engaging patients in managing
their own their health needs and encouraging patients to do all they can to achieve
positive health outcomes. However, the effects of limited transportation options are
difficult to mitigate and results in care delivery to patients who are best able to navigate
travel to and from medical and social service providers’ locations (Figure 5).
Figure 5: Significant Barriers the Community Faces to Addressing Social Needs
(Top 12 Responses Shown)
Inadequate funding for
behavioral health

89%

Inadequate funding for
social service programs

79%

Difficulty in coordinating care
across organizations

79%

Health record
interoperability challenges

74%

Inadequate funding for
public health programs

74%

Patient engagement

74%

Inadequate funding for
substance abuse

68%

Insufficient transportation services

68%

Health literacy

68%

Inadequate funding
for housing

53%

Homelessness

53%

Patient’s ability to pay for health care or
Medicaid eligibility restrictions

47%

ACO Programs and Services
The programs and services being offered to improve health outcomes by most ACOs
include: patient navigators or community health workers or social workers, chronic
disease management clinics and/or programs, health education, nutrition or other weight
management services, smoking cessation clinics, health fairs and screenings, and weight,
wellness or exercise programs (Figure 6).
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Figure 6: Programs and Services Currently Offered or Plan to Offer
Currently offering
Patient navigators, community health or social workers
Chronic disease management clinics and/or programs
Health education
Telemedicine visits or home visits
Integrated physical & behavioral health services
Nutrition or other weight management services
Smoking cessation clinics
Weight, wellness or exercise programs
Health fairs and screenings
Patient Centered Medical Home certification training
Housing assistance
Maternal child health clinics or programs
Transportation
Home modifications
Other

Plan to offer in 6 months
5% 90%
0% 86%
10% 81%
48%
33%
81%
43%
29%
71%
62%
5% 67%
62%
5% 67%
52%
10% 62%
57%
0%57%
43%
5% 48%
43%
5% 48%
38%
5% 43%
24%
10% 33%
19% 5% 24%
19% 5% 24%

86%
86%
71%

One in three ACOs is working to offer telemedicine or home visits within the next six
months, which will move this up to one of the most frequently offered services. Another
service that many ACOs are working to add is integrated physical health and behavioral
health/substance abuse services. One in ten is working to offer health education; weight,
wellness or exercise programs; or transportation programs.
At least four in ten ACOs are not offering home modifications (such as ramps, grab bars,
etc.), maternal child health clinics or programs, or transportation services. Many also are
not offering housing assistance or health fairs and screenings (Figure 7).
Figure 7: Programs and Services Not Offered Within Six Months
Home modifications

48%
43%
43%
38%
33%

Maternal child health clinics or programs
Transportation
Housing assistance
Health fairs and screenings
Smoking cessation clinics
Weight, wellness or exercise programs
PCMH certification training
Nutrition, other weight mgmt services
Integrated physical & behavioral hlth svc's
Health education
Chronic disease mgmt clinics, programs
Telemedicine visits or home visits
Other
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Staffing
About half of the ACOs report having an adequate number of financial assistance program
staff and nurses. They are most likely to be working to add more patient navigators, social
workers, and community health workers (Figure 8).
Figure 8: Certified Staff: Adequate Numbers Currently and Within Six Months
Yes, adequate currently
Nurses
Social workers

Care managers
Patient navigators
Health coaches
Quality/perf. improvement staff
Financial assistance prog staff
EMR/EHR/IT staff, consultants
Translators
Community health workers
Health educators
Patient/family educators/advocates
Patient experience officers
Epidemiologists
Behavioral health case managers
Behavioral health providers
Other

Not currently, but we will in the next 6 months

52%
14%
67%
43%
24%
67%
43%
19%
62%
33%
29%
62%
38%
14%
52%
38%
14%
52%
52%
0%52%
33%
14%
48%
43%
0%43%
14%
24%
38%
29%
5% 33%
29%
5% 33%
24%
10% 33%
29%
0%29%
14%
10% 24%
14%
10% 24%
5% 5% 10%

Their biggest shortfalls are in behavioral health providers, behavioral health case
managers, and patient/family educators/advocates (Table 5).
Table 5 – ACOs with Inadequate Certified Staffing (Top responses only)
Staff Category
Behavioral health providers
Behavioral health case managers
Patient/family educators/advocates
Health educators
Community health workers
Health coaches
Quality/performance improvement staff
EMR/EHR/IT staff or consultants
Patient experience officers
Care managers
Epidemiologists
Social workers
Patient navigators

Percentage
62
52
48
43
43
38
38
38
33
29
29
24
24
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13 of 19
11 of 19
10 of 19
9 of 19
9 of 19
8 of 19
8 of 19
8 of 19
7 of 19
6 of 19
6 of 19
5 of 19
5 of 19
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Social Service Needs/“Social Determinants of Health”
Sixty three percent of respondents reported their ACO had a minor focus on providing
social service needs like housing, income, etc. When asked if the minor focus was
appropriate (should the ACO’s focus be minor), only 42 percent agreed, and 37 percent
thought it “should be” a major focus.
Only one in five ACOs has a major focus on partnering with others to address social
service needs, but most others describe this as a minor focus for their organization.
Respondents consistently asserted the need for services in behavioral health, and
reported that qualified professionals are not in adequate supply. In many communities,
behavioral health is often a governmental responsibility, as are housing and other social
service programs. The question of who is responsible for providing social services seems
to be uncertain. For example, one respondent commented, “Most of these services are
outside the scope of our primary service of direct healthcare but we are investing
resources to help us better coordinate with the available resources in the various
communities we serve.” This illustrates the dilemma faced by many ACOs in identifying
how to respond to patient needs.
The additional programs or services that are most often needed to improve their patients’
health are: behavioral health services, transportation, prescription assistance, substance
abuse services, stable affordable housing, and nutritional assistance (Figure 9).
Figure 9: Additional Programs or Services Needed
(Top responses only)
Behavioral health services

95%

Transportation

79%

Prescription assistance

74%

Substance abuse services

63%

Stable affordable housing

53%

Nutritional assistance

53%

Literacy/ education

47%

Nearly all ACO leaders also believe that it is very important or somewhat important to their
communities that their organizations take a leading role to address these service needs.
Only one ACO is neutral on this topic (Table 6). While behavioral health services are
increasing, many ACOs report insufficient numbers of providers and a lack of logistical
and social service resources to address glaring deficits in meeting the needs of their most
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vulnerable populations. This may indicate the need for better integration between ACOs
and existing community resources.
Table 6 – Importance to Community that ACO Lead on Addressing Social Service Needs
Response

Percentage

Very important
Somewhat important
Neutral
Unimportant or Very
unimportant

42
53
5
0

Number of
ACOs
8 of 19
10 of 19
1 of 19
0 of 19

Partnering
Most ACOs appear to recognize that improved coordination between the ACO and social
service agencies could achieve better health outcomes. For example, in Figure 1, 95
percent of ACOs reported working with social service organizations, and more than half
are providing wellness programs or working within local schools. Figure 1 also showed
less than half of ACOs partner with public health, yet when asked about partners, 84
percent reported partnering with public health. This may be attributable to response bias
from the cumulative understanding of previous survey questions.
In considering how to address high need items, almost all ACOs are either partnering with
outside behavioral health agencies or identifying potential resources at their
hospital/health system. Other types of partners that many organizations work with include
community-based organizations, community mental health providers, public health
organizations, housing agencies, schools, and faith-based organizations (Figure 10).
Figure 10: Partners to Address Community Social Services Needs
Behavioral health, other unitshospital/health system

95%
89%

Community-based organizations
Community mental health providers

84%

Public health agencies

84%

Housing agencies

63%

Schools

63%
58%

Faith-based organizations
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To select a community partner, all of the ACOs rely on their past experiences working with
those organizations. Most also use their knowledge of existing community partnerships,
and look for organizations located in areas of high need. Also influential in the selection
process are finding organizations working in the topics where help is needed most,
recommendations from other organizations, and the availability of public or governmental
partners (Figure 11). This reliance on existing relationships is understandable from the
perspective of a new program and the need for readily-available operational resources. It
does, however, limit the ability of ACOs to address some current needs. As ACOs expand
their experience and resource base, many of these provider gaps may be filled. This is an
area for future research.
Figure 11: Criteria for Selecting a Community Partner

Past experience working with them

95%

Knowledge of existing
community partnerships
Organization located in
areas of high need
Organizations Partners who work in topics
where we need the most help
Recommendations from
other organizations

84%
84%
74%
63%

Public or governmental partners

58%

Recommendations from
our board members
Other or not applicable

32%
11%

All ACOs use recommendations from known sources to help them evaluate potential
partners. Two other resources are frequently used: evaluations from their patients, and
the internet or other research. Only a handful consult newspaper or magazine articles, or
social media (Table 7).
Table 7 – Information Used to Evaluate Potential Partners
Response

Percentage

Recommendations from known
sources
Evaluations from our patients
Internet or other research
Newspaper or magazine articles
Social media

100
53
42
11
11
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Number of
ACOs
19 of 19
10 of 19
8 of 19
2 of 19
2 of 19
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Barriers to Addressing Social Needs
Two major barriers limit the effectiveness of most ACOs at addressing their patients’
social needs. These include: lack of funding and lack of staff/time. Some others cite lack
of expertise as a barrier. A few feel that a lack of community support is a key issue. Only
one reports a lack of willing partners (Figure 12).
Figure 12: Biggest Barriers to Addressing Patients’ Social Needs
Lack of funding

89%

Lack of staff/time

68%

Lack of expertise

37%

Lack of community support

16%

Lack of willing partners

5%

Other

5%

ACO Leaders Role with Community Benefit
Only a few say that their ACO leadership is extensively collaborating and coordinating
activities with their hospital community benefit department. Most describe a lesser role,
saying the leaders are somewhat involved in these activities. Others say they have no
role, are not sure of the role, or that their ACO has no community benefit department
(Table 8).
Table 8 – Degree of ACO Leaders’ Collaborating and Coordinating Activities
with Community Benefit Departments
Response

Percentage

Extensively
Somewhat
Not at all
I don’t know
No community benefit department

16
58
16
5
5

Number of
ACOs
3 of 19
11 of 19
3 of 19
1 of 19
1 of 19

ACOs Business Performance
It is important for ACOs to evaluate their performance to ensure that they are meeting the
goals of their organization. Three approaches are used by most ACOs: reviewing
quarterly CMS claims data, reviewing monthly clinical data from internal reporting tools,
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and providing their clinicians with access to dashboards evaluating their performance
(Figure 13).
Figure 13: Ways Used by ACOs to Evaluate their Performance
Reviewing quarterly CMS claims data on their
performance

89%

Reviewing monthly clinical data from reporting
tools

89%

Providing clinicians access to dashboards
evaluating their performance

79%

Reviewing real time clinical data on the health
status of their attributable population

47%

Reviewing health indicators across the entire
geographic area served

32%

Reviewing weekly clinical data on the health
status of their attributable population

21%

The less frequently used approaches include reviewing real time clinical data on the
health status of their attributable population, and reviewing health indicators across their
entire geographic area, including non-ACO participants. The first requires sophisticated
technology and integrated data sources, so that information can be reported real-time.
The second requires information from outside of the ACOs’ clinical operations.
Just over one in three ACOs describe their organization as a very high performing ACO.
Three of the 19 ACOs say they are challenged to perform as an ACO (Figure 14).
Figure 14: Level of Success as ACO (Self-described)

37%

42%
16%

We are a very high
performing ACO

We are a moderately
performing ACO
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We are challenged to
perform as an ACO

5%
Other
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ACO Profile Information
Most ACOs are participating in the CMS MSSP and a commercial ACO or shared savings
program. A few are part of the CMS Bundled Payments for Care Improvement (BPCI)
Program, the CMS Comprehensive Care for Joint Replacement (CCJR) Program, or
Medicaid Managed Care. Only a handful are CMS Pioneer ACOs, have commercial
bundled payment programs, or are a CMS Next Generation ACO. None are Medicaid
ACO participants (Table 9).
Table 9 – ACO Profiles
Value-Based Contracts/Programs

Percentage

CMS Medicare Shared Savings Program (MSSP)
ACO
Commercial ACO or shared savings program(s)
CMS Bundled Payment for Care Improvement
(BPCI) Program
CMS Comprehensive Care for Joint Replacement
(CCJR) Program
Medicaid Managed Care
CMS Pioneer ACO
Commercial bundle payment program(s)
CMS Next Generation ACO Program
Medicaid ACO
Other
Number of Attributable Patients
25,000 or less
25,001 to 40,000
40,001 to 100,000
More than 100,000
Annual Percentage Change in Attributable Patients
None
1% to 25%
26% to 50%
51% to 75%
76% to 100%
Percentage of Providers that are ACO Employees
None
1% to 25%
26% to 50%
51% to 75%
76% to 100%
Number of FTE Providers Serving Attributable
Patients
250 or less

23

84
74
37
26

Number of ACOs
16 of 19
14 of 19
7 of 19
5 of 19

21
11
11
5
0
11

4 of 19
2 of 19
2 of 19
1 of 19
0 of 19
2 of 19

Percentage

Number of ACOs

26
26
21
26

5 of 19
5 or 19
4 of 19
5 of 19

Percentage

Number of ACOs

0
74
21
5
0

0 of 19
14 of 19
4 of 19
1 of 19
0 of 19

Percentage

Number of ACOs

5
16
42
11
26

1 of 19
3 of 19
8 of 19
2 of 19
5 of 19

Percentage

Number of ACOs

26

5 of 19
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251 to 500
501 to 999
1000 or more
Don’t know
Year Entered First Value-Based Contract
2011 or before
2012
2013 to 2014
2015
When ROI Realized
Less than one year
One to two years
Two to three years
More than three years
Have not realized an ROI yet
Have not calculated ROI yet

24

32
21
16
5

6 of 19
4 of 19
3 of 19
1 of 19

Percentage

Number of ACOs

16
42
16
26

3 of 19
8 of 19
3 of 19
5 of 19

Percentage

Number of ACOs

5
32
16
5
26
16

1 of 19
6 of 19
3 of 19
1 of 19
5 of 19
3 of 19
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ACO STAFF INTERVIEW RESULTS
Telephone interviews were conducted with 56 ACO employees representing 19 hospitalbased ACOs between February 2016 and June 2016. The interviews averaged between
30 to 40 minutes in duration and were conducted by trained interviewers employed by
either Greenwald & Associates, LLC or National Research, LLC. The respondents were
Administrators (18), Clinicians (19), or Operations leaders (19) in their respective ACOs.
As several questions were clustered around similar topics, some questions were grouped
by the interviewers and/or interviewees. This is reflected in the depth of the discussion
and comprehensiveness of the responses. The questions merged were 5, 6, 7, 11, 13,
and 33 (a copy of the interview guide is attached at Appendix B). Due to time constraints,
not all interviewees answered all the questions. Interviewers made an effort to ensure that
at least one interviewee answered each question in order to provide a comprehensive
overview of ACO operations.
1. Definitions of Population Health (Question 1)
In general, interviewees responded that the definition of population health varied not only
within the healthcare community, but within their own staff. Despite the awareness of
several interviewees that population health is more than just care services delivered to
their current patients – even if those services are prevention oriented – the majority
defined population health as the care management of assigned beneficiaries. In terms of
staff expectations, one comment stood out as representative of the level of confusion and
lack of direction over what services would be delivered to which patients within what care
environment: "We are just going to be responsible for more patients in our community."
Clinicians had a slightly different view as they are directly affected by changes in
reimbursement policy.
Example clinician response
Technically we view population health as the overall health of a population over a period of
time. That’s the way it we think it should be viewed. The problem is that it’s not necessarily
the way the payers view population health. In the focused situation we’re in population
health has come to mean managing transitions in care, managing quality metrics, and
reducing hospital lengths of stay. That definition has been basically forced upon us by the
contracts that we have to do just those things as an ACO. It has nothing to do with the true
meaning of population health which is taking a population of patients and keeping them
healthy. That’s because healthcare insurance, unlike life insurance, is a year-to-year
proposition. A health insurer, other than Medicare, is only concerned about the amount of
money expended on their subscriber base during a particular year. While they will give lip
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service to the quality care and long-term care of diabetics, the truth is that the turn rate in a
commercial insurer is 25 percent per year. If you take that out, in four years they won’t
have any of the same patients to deal with. Medicare, on the other hand, is saddled with
you once you turn 65. They have more incentive to be concerned about the long-term
health of that population of patients. I don’t know if that answers your question or not but
that’s where I am.

Many respondents appeared to define population health in terms of various programs
being offered, such as chronic obstructive pulmonary disease (COPD) or diabetes care.
Interestingly, few respondents mentioned other services such as social service
organizations that could act as facility/provider extenders. This may be indicative of the
early life of ACOs where the integration of healthcare and non-healthcare providers is still
in a nascent state.
2. Differing Views of Population Health within the ACOs (Question 2)
Similar to Question 1, ACO staff described a wide variation in the understanding (not
definition) of how population health services would be delivered. Several interviewees
indicated that it was challenging to get all ACO staff “on the same page.” It appears that
each medical specialty defines the task in terms of its own behavior and where they are in
the transition from fee-for-service to value-based payment models.
Example response
I think the leadership understands that. At times the providers are still, I don’t want to say
struggling, but they’re wrestling with that. At times we still sometimes see that the
physicians are thinking we can only intervene when the patient shows up and in front of the
provider. One of the things that we’re trying to do a better job at is even if somebody is not
seeking service, they could still be outreached too. They could still be engaged to help
improve their overall health for the overall population. Still, at times the providers are
thinking let’s just wait until they show up and then we’ll work on gap closure -- instead of an
outreach to say, “Hey, we’ve not seen you in a while. We’d like for you to come in, not only
for a preventive visit, but we see you’re a diabetic and we need to get these gaps closed
on you.

One interviewee stated that ACO staff, in general, seem to “get” the basic concept and
recognize the need for a team approach. Another respondent expressed the need for a
toolkit for internal marketing of the ACO concept (and population health) to physicians,
nurses, frontline workers as well as hospital leadership at all levels. In contrast, several
interviewees pointed to a difference between the high-level understanding held by
administrators (“30,000 or 40,000 foot view”) and how that understanding was translated
into the day-to-day operations of the ACO performed by staff. This disconnect appears to
apply to some clinicians as well. Several respondents framed the concept of population
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health in terms of its financial implications and their effect on provider behavior. As one
clinician put it, “I don’t really know if once you got outside of the (name) community, the
physicians would feel as much engaged in population health as they would feel engaged
in utilizing the ACO to promote insurance savings for themselves.”
Example response
Q:
What's different? Is it the doctors that are different?
A:
No, I think the doctors are different in that they don't think about populations
in that way. They think about their patient panel. And executives think about populations
somewhat differently because they think about payers.

While this disconnect may be endemic to the early processes of organizational change, a
general lack of resources to meet the diverse needs of “hidden” and traditionally
underserved populations is challenging providers to rethink how we “do healthcare.” This
has obvious implications for healthcare policy and restrictive reimbursement frameworks.
3. Definition of “Population” in Population Health (Question 3)
The majority of respondents defined the “population” in population health as attributable
lives – even while acknowledging that this definition is financially based. There appears to
be no disconnect between how ACO staff understand population health and what they
believe they should be doing. For example, one administrator stated that the goal is “to lift
the standards of care for everybody in the counties we serve.”
However, the realities of hospital operations and pressure from private payers provide a
challenge to broadening the patient base as well as the level and number of offerings.
Example response
Q:
So your population is defined really through the payer roles?
A:
At this point yeah. And again, for our accountable care organization. Now
our health system which is a part of our ACO also views, for example, the entire
community in which we are geographically located as a population that it has some
responsibility for. But from an ACO perspective our population is based on payer contracts.

A similar – and pragmatic – theme was expressed in describing the impact of expanding
responsibilities for chronically ill, high acuity patients on the physician workforce.
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Example response
From day one we’ve tried to do that. We’ve tried to engage our physicians to treat that way.
I think they are, in some respects. One of the things providers struggle with is they only
have so much time. So when somebody shows up; they’re getting more and more into
value-based contracts. So there’s the balance between treat everybody the same versus
my limited amount of time focused on this person and what contract they’re in to maximize
the performance of those and to help that population. So I still think there’s a struggle
there, I guess.

One variation on this is viewing population health as an overlapping set of patients with a
variety of chronic and comorbid conditions. In this definition, patients can be divided into
targeted groups for more efficient care delivery. However, this definition does not allow for
minimizing the emergence of chronic disease, only treating such conditions once they
manifest.
Example response
When I think of population health, I actually think of the entire population. I think of the
entire community of residents in our geographic region and then look to a variety of tools
and programs to help gain insight into the subset populations. I’m an HIV specialist. I have
been doing population health and care management in that small subset for over ## years
with a care manager and case management and community service organizations that
have always been resourced adequately to serve this population. That is one population.
Other populations could be defined by socioeconomic breakdown in terms of
understanding whether it’s zip codes or data that points us to pockets of folks. Whether it’s
conditions, specific populations or demographics definitions of populations. To my mind
population health is kind of a slice and dice, depending upon what objective we’re trying to
achieve. If we’re trying to simply decrease the cost of care and improve the clinical quality
and outcomes, I can speak broadly to it in the way that I have been. But if I’m thinking in
terms of say the big six diagnoses that seem to affect three quarters of all patients,
diabetes, heart failure, heart disease, hypertension, hyperlipidemia, and COPD asthma,
then I can look at that cohort as a population and take each distinct condition and slice that
into a population. There’s no such person who’s running into a complexity of health that
has a single illness. There’s always a co-morbidity calculus there. I don’t really like to
create tight boxes around what population health is. It’s important to really look for insight
anywhere we can find it because not every patient can be treated in the same exact way.
Not every patient has the resources, whether they are personal, cognitive, financial, or
familial to act in similar fashion. Looking for common threads and then looking for disparate
explanations for success or failure are really important.

In contrast, there are examples of ACOs who are moving beyond the limited view of
providing services to current patients or to only those attributed by federal and private
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payers. One administrator described a transformational moment when he realized the
opportunity that ACOs have to affect significant change in the community.
Example response
Q:
So it’s not just the patient you’ve seen.
A:
No, it’s not. And sometimes that irony of that is that sometimes it can be a
family member. It can be people who aren’t necessarily or weren’t necessarily affected by
disease that became the lead support person and we’ve done a lot of support classes or
classes for patients where we encourage them to bring a secondary educational person –
support person if you will – with them to class so that they have that. And what we find is
sometimes that person is more engaged than the patient and in our mind that really is the
population health approach. And we actually took a turn probably about eight months ago,
or maybe even 18 months ago now. With tobacco education and cessation we did kind of
the same thing. We had a lot of providers say if the patient doesn’t smoke, we’re just like
oh well.
But now we say do you or does anyone in your home smoke? The answer for cumulative
data approach is based on the patient, but if anyone in their home smokes we also give
them the cessation. So I could say no, I don’t smoke, but my grandmother lives with us and
she does smoke and they would still give me the materials with the mindset of the
population health approach to taking care of me as a patient. They have to help me help
my surroundings and educate other persons. So that’s something that we did some time
back that we feel pretty strongly about.

4. Strategies Used by ACOs to Improve Patient Health (Question 4)
Interviewees pointed to innovations in care management, focused data analytics, and
targeted population interventions as models of process and outcomes improvements.
Example administrator (care management) response
We have quite a few. I think we are probably pretty innovative in trying out some new
things. So probably the most important and the most influential for us has been care
management. So we do have onsite and embedded care managers in our primary care
practices, and these are RNs who are really using data to help manage the high risk
populations within the practices. So they see the patient in the practice. Sometimes they
will go into the home to see the patient. It's all face-to-face. We don't do a lot of telephonic
care management. I think that some of the feedback that we have received from the
primary care physicians have shared some really great stories about how effective the care
managers are. So I think that is one area.
Example clinician (analytics) response
One of the things that we just started doing that I think is going to be really effective is
using proven analytics to house our data. We run, on a monthly basis, a report of what we
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call the top 20. What we mean by the top 20 is that these are patients who have highspend, high-utilization complex clinical cases. We run that list and then we have care
managers who will research a patient more specifically to see what’s happening and if
there is anything we can do to intervene to help get that patient back on track. Sometimes
it’s just going to be that those are complex patients, and they are going to be high-spend
and high-utilizers and that’s okay. Our goal is to be sure that patients, or attributed lives,
are getting the care that they need based on best practice. We’ll use that top 20 as a tool
that we share with the practices who are taking care of these patients as a way to kind of
facilitate the management of those patients in those practices. That’s one example.
Example clinician (targeted population) response
Our biggest practice that has probably 60 percent of the patients or the attributed lives in
the ACO has done a kind of initiative to get a higher rate of pneumonia vaccine
administration. That was important to us because the data told us we have high incidents
of pneumonia, bacterial pneumonia, and sepsis in this population. Higher than what the
national average would be. We started to look at that more in depth and found that our
pneumonia vaccine rates are a little lower. That was why we targeted that population.

As one of the main purposes of ACOs is to reduce cost through improved care
coordination and optimizing care provision, several respondents pointed to categorizing
patients based on risk factors and then targeting them for specific interventions. Others
mentioned reducing readmissions through better coordination with physician practices and
moving to generic or less expensive alternative medications.
Example clinician response
The second area that we became a little bit concerned about was the number of rising risk
patients. That is, patients who aren't yet high risk, but rising risk patients who could
become high risk patients. We were a little concerned that we had a growing number of
those in our population, and so we needed to develop a strategy by which to tackle those
and address their needs. So we did some benchmarking, and we've adopted a model that
is called coaching. So these are actually kind of high end MAs, medical assistants, that are
working along with our primary care physicians and our care managers to look at patients
who are in that rising risk category who maybe have some social issues, some compliance
issues, maybe some educational issues, and these coaches are actually spending a lot of
time working with those patients, whereas the primary care physician probably would not
have time. The full reason for that is to really prevent them from moving up into the high
risk category. So we have had some good results from that program as well.
Example administrator response
From a financial end, because that is part of the triple aim, we definitely have our arms
around managing medication costs by using lower cost alternatives for getting rid of
medicines that don't make sense for not providing any benefit. We also are in the midst of
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trying to get our arms around x-ray and radiology costs. The strategies are not totally
launched, if you will. We are just constantly looking at data to see if there are trends of bad
things that we can change the trajectory of.

A majority of respondents listed the use of data and health analytics as a primary driver of
improvement. Identifying at-risk patients to be evaluated and managed or care gaps that
need to be filled or monitoring system and provider performance are all enabled by a fully
functioning health IT system. However, the cost and complexity of such systems
continues to be a challenge to enabling improvement.
Example response
We have some large practices and then we have some very small practices. The large
practices have the IT areas that they can submit the electronic data feeds. Although
they’ve even struggled putting the resources towards that, as we had hoped. It’s moving
forward, starting to get the CCDs here over the next few weeks. Some of the smaller
practices, we give them the option of submitting the electronic data. But what we find out is
that the PMRs that they’ve implemented... They’ve not purchased the option to pull out
data electronically from their systems or they don’t have the people to do it. We’ve talked to
them about buying additional software so that they can extract that data. It’s not cost
effective for them. They can’t do their electronic feeds. We’ve given them options to
manually enter the data into a web-based tool and they’re starting to use that more often.
That is another burden on the practices.

Some ACOs provide resources to assist the medical practices in their development of IT
capabilities. For others, however, the high cost has resulted in the limiting of affiliated
practices.
Example response
We as the ACO’s have struggled, how can we help? Even us finding the resources to go
out and help these practices. We’ve looked at if we could purchase software. Could we
help the providers with what they need to automatically produce data to us? Again we’re
struggling through that. Our hope is and our goal is to get data on a routine basis, at least a
monthly basis. So that we can analyze it. Identify gaps, identify population health metrics
and items that we can go back out to the providers and say, “Hey, here are some
opportunities for you to focus on.” But we and the providers have really struggled to do that
given that we’re working with… We started out working with 40 some provider PINs. We’re
now down to, probably around 10 provider PINs that we’re working with. We’ve narrowed
our network. We’ve put in some requirements that they have to have an EMR, they have to
be doing X, Y and Z. Some of these different meaningful use certifications, those types of
things. So we’ve narrowed our scope of who’s in our provider network.
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One critical area for improvement is reducing the time lag between the delivery of care
and its evaluation. These challenges impact the identification and reduction of care gaps,
lead to higher costs, and limit the scope of what improvements can be realistically
implemented.
Example response
Yeah, so we are working with disparate EMRs and we are, based on our current situation,
we run the analytics. We really have mostly worked with claims with the CMS claims data
and we are trying to get clinical data from the practices. What we do share is we have
developed reports for the practices that we have developed a schedule and we are sharing
these reports and some of the reports are monthly, some of them are quarterly. This lets
them know they are based on expense utilization and some of them are gaps that we can
get from claims. But, this again is dated. It’s retrospective, because it’s claims, so we are
recognizing that we still do need to keep moving the dial as far as that’s concerned and
need to kind of get the clinical data and figure out a way to make that happen.

For those providers who have moved to advanced IT solutions, the outcomes appear
promising. However, the high cost of such programs necessarily limit the number of
patients who can be managed using these methods.
Example response
We also have moved into the virtual technology. So we are working with a company out of
## where we deploy iPad technology or tablet technology out to specific patients to help
them to better manage their care at home. So they use a tablet, and they check in every
day with their tablet, whether it's through their weight. It does biometrics, it does medication
education. It also will allow them to Skype and do a virtual visit with their care manager.
But care management uses that to become their dashboard for how these patients are
doing at home. Did they have any increase in weight, increase in blood pressure or
whatever? Then we reach out to them proactively instead of waiting for them reactively to
have a problem or perhaps go into the ER unnecessarily. We had a really great result from
using those. We started out using them just for CHF, but we have actually moved into
some other disease. I think we have about 60 tablets that are deployed throughout the
system to different patients who are using that. So that's been a great enabler for us to
better manage the population.

In contrast, some organizations are trying to improve outcomes using more traditional
means by blending IT with enhanced education and care management.
Example response
We’ve done a lot. I have to stop and think about this. I would say probably one of the more
popular strategies that everybody seems to outreach us about is that we aligned education.
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We aligned education so what I mean by that is if you’re in acute care, let’s just say a heart
failure patient and you go into the hospital, hopefully you don’t, but say you’re in the
hospital for an acute exacerbation. You get admitted and you’re upstairs. There is a heart
failure class that you go to upstairs. It’s hands-on so you read labels, you look at salt
content, you get handouts, you mean with a nutritionist, you meet with a nurse, you have a
discharge plan and you watch a video. You have written handouts so you actually get to
hand hold and look at things. You have a discharge plan. The transitional educator sees
you, goes over it and makes sure that you have a scale. So if we were to interview you and
you said, “I don’t have a scale at home. I can’t weigh.” That’s one of the more statistically
appropriate ways that we can monitor your heart failure and how you’re doing. So we want
you to have a scale, so we have grants where we have scales and we provide those scales
free of charge to the patient.
And we also give them some type of vessel, and by that I mean like a cup or something
they can drink out of, so that they can monitor their intake of their water with the education
for that, and then we also give them a cookbook that’s appropriate for that. And we do that
as an organization. The transitional nurse at the hospital follows that patient for 30 days, so
if that patient goes to a skilled nursing facility, they’ll make visits and rounds in the skilled
nursing facility to update and touch base with the patient and continue to support their
education and their family and those components, and also to support discharge from the
SNF. Then we align with home health. Home health uses the same style of education so
we took the popular stoplight approach, red, yellow and green for heart failure, and we
matched that up and we talked to the different home health agencies so they use the
similar type of education materials that we do. Maybe not exactly the same, but the same
concepts of what makes you a high risk. If you’re in the red zone you need to be seen
immediately; what makes you intermediate, yellow, and what makes you green. And then
we took that and the transitional nurse supports that patient for 30 days, home health,
whatever that component may be, and also to make sure they get follow up in primary
care. At the end of the 30 day mark the transitional nurse hands that patient off.
Continued…
One of the things that we did early on was to risk stratify the population to find out what
patients were high risk patients in terms of the number of chronic conditions that they have
and high utilizers of settings that would lead you to believe that their conditions are out of
control, like they come to the emergency room a lot or they are admitted a large number of
times. We assign those patients to a care manager who is embedded in the practice of
their primary care physician, and this is someone who really helps them to navigate the
health system to educate them about their medical condition, to help them understand how
diet and exercise and other social factors at home impact their new chronic condition or
their multiple chronic conditions, and just really be that person's coach or advocate and try
to help them become more enabled, patients related to self-managing their care and really
give them a person to fall back on when they don't have direct access to their physicians.
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5. Macro Approaches Used by ACOs (Question 8)
Interviewees described a number of programs that integrate post discharge services along
with community programs focused on prevention and/or providing supportive services.
Example response
We are doing a couple of different things in the community. We're focusing on a couple
different populations, so to speak. One is our senior population. Not just Medicare, but any
senior population. So we do a lot of educational events, things like that, exercise events in
the community. We have what we call Senior University. It is an educational curriculum,
and the senior population can participate in that every month, if they choose to. So we'll
have guest speakers, sometimes we have lunch, sometimes we have financial counselors
come in, sometimes we'll talk to them about yoga. It's not just necessarily about clinical
care, it is really about their whole well-being. So the Senior University has been a strategy
that has worked for us with our population.
We also have a program that (name) sponsors with the local schools, and it is really
around healthy eating and exercise. It's called Healthy Schools-Healthy Kids, where we go
out into the schools and we teach exercise, we teach nutrition, we actually do cooking
demonstrations for the students, as well as for the teachers and as well as for the parents.
We give grants out to the different schools to support some of their healthy activities,
whether it's before school walking programs or whether it's kind of changing their dining
hall habits, things like that. Very focused on the youth and the kids in the community as far
as adopting healthy eating habits.
Then we also have two fitness centers that really focus on, they're not gyms. They're not
the traditional where you go there in spandex and the average age is maybe 25, and they
have muscle shirts on. This is really about our average age is probably about 48 in our
fitness centers, and it is really focused on health and well-being. So what we do is we use
those programs to really engage the community in healthy habits, whether it's yoga,
Zumba, cycling or spinning classes, those types of things. We have pools in the facilities
where we will do exercises for arthritic patients. It is really more of a medical model than it
is a true gym, so to speak, and that really helps us to engage the population.
One of the unique things that we're doing is we actually started a program which involves
prehabilitation, not rehabilitation. So prehabilitation for patients undergoing joint surgery or
bariatric surgery. So prior to surgery, we work with the physicians, and they will write a
prescription for the patient to come let's say for six weeks to kind of get tuned up and get in
shape for what they are going to go through post-surgery. We found some really good
outcomes from that, where patients are really much stronger post-operatively just for going
through kind of a prehab program. So again, it really plays into looking at the population,
but also looking at total cost of care because, in the end, that patient may be able to skip
going to rehab or may be able to skip going to sub-acute care if they are really tuned up
and in shape beforehand.
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Rather than exclude populations not aligned with their current federal and private
contracts, several ACOs are reaching out to include the unaffiliated – and perhaps most
vulnerable of U.S. residents.
Example response
We don’t turn down patients that are referred to us. So if our community physicians or our
physicians in our ACO say look, I got a patient I need you to follow. It’s not part of our
ACO, but they need your help. We are not going to say no to that. We adopt those
patients. We do try to focus our resources on the ACO patients, so we don’t seek out the
other ones. But I would be honest, now we are going through an expansion of our program
where at least for those patients who use our hospital, we will be expanding our care
management programs.

Where services are offered and care coordination has been poor, some organizations are
moving to serve as the central hub to enable community organizations to be more
effective in meeting the needs of mentally ill and chemically addicted residents.
Example response
In our area there’s ourselves, a competitor hospital that’s of similar size and then a FQHC
clinic and the three facilities have coordinated together and formed… it’s called the (name).
So, there are various interventions that we work on as a group for improving access to
community resources. We have a Community Crisis Center, which is for those with either
mental illness or substance abuse issues. It’s not a homeless shelter and it’s not the
emergency room, it’s kind of somewhere in between to kind of help bridge people out of
the hospital that don’t necessarily have access to resources, etcetera, so that they are not
on the street. And then, we do a community health needs assessment I think on an 18month cycle as an Alliance and then the Alliance has sought out research and grant
funding, various things over time.
Continued…
It was pretty amazing. And then we’ve been doing a lot of work with the schools and trying
to get them access to … we provide a lot of the school nurses under a contract and then
they don’t have information to the clinical care of the patient going on but yet they’re
charged with taking care of them during the school day and so there’s a lot of work going
on in that space at (name). I think because it’s very rural part of the country, (location),
we’re kind of forced to do that. We’ve got to figure out how to work together because none
of us have enough resources to do anything and there’s not a lot of social programs set up
in some of our communities that we serve and so we’re trying to figure out where that
works. And like I said, through (name) we’ve got two people that help coordinate that
throughout (location) and meet with the pharmacies; with the schools; with the faith-based
organizations and they’re really getting those levers.
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6. Relationship Between Community Health and ACO Success (Question 9)
In general, respondents were very positive about the impact their ACO was having on the
surrounding population. Mixed with this excitement was some frustration over current
barriers that reduce the overall effectiveness of the interventions.
Example administrator response
Well, so basically the health of the community as a whole directly impacts how our ACO
and how we perform. For example, we have a high rate of ambulatory care sensitive
admissions as a community. We have high utilization of the ED. We have, again,
ambulatory sensitive admissions in areas of COPD, in diabetes. So, we have a high rate of
obesity and hypertension and that’s in our community. If we could change some of that or
decrease our obesity, decrease our hypertension. We also have a high rate of lung disease
in this area, which contributes to pneumonia and a high degree of our sepsis admissions,
which comes from pneumonia. Our root cause of that is pneumonia. So, if we could kind of
improve the overall health in those areas of let’s say lung disease, they are seeking
treatment for their lung disease, obesity, hypertension, that would impact our ambulatory
care sensitive admissions. That would impact our ED visits. That would potentially impact
our sepsis, our pneumonia. Does that make sense?
Example administrator response
It's linear, one to one. And you know that public health is a very complex topic. So
providers do contribute greatly to public health. But there are a lot of other things that are
needed to improve health and health outcomes. So I would say we are doing our part in an
unprecedented way to make sure that our performance is more accountable, more
measureable and that we can contribute a meaningful way to improve population health
outcomes. But there is a lot of other things that come into play too. You can do all you
want, but if a Zika virus enters your community, you are going to take a setback.

In contrast to some of the responses from earlier questions that focused on the financial
aspects of ACO operations, providing an opportunity for interviewees to “tell their story”
elicited a long list of accomplishments and, in some cases, future plans. For some
respondents, the ACO model is a learning lab for exploring what services need to be -and realistically can be -- offered to the community while assessing the effectiveness of
the interventions. Traditionally, the length of time between publication of research results
and integration of these findings into clinical practice spans 10-17 years. In contrast,
respondents described translational activities driven by measurement and health analytics
of less than one year and with a much broader population focus than a typical clinical trial
sample.
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One surprising finding from the interviews is the number of ACOs who are expanding their
catchment areas to include other populations not included in Medicare and private payer
contracts.
Example response
So taking all those lessons learned through the work that we're doing in population health
and through the ACO, I am beginning to translate them to the population at large. Right
now we are looking very closely at the Medicaid population, and how do we work more
closely with them around navigation of services, social services, attaching them to primary
care providers. Kind of taking all those lessons learned and trying to figure out how do we
adopt that to populations who perhaps aren't covered under an ACO yet. But, at some
point, perhaps may be, and trying to really do the right thing for that population.

Several interviewees described how they see U.S. population health developing over time.
At this point, the ACO primarily serves a subset of the community. However, as lessons
are learned and applied (and financial barriers are removed and adequate resources are
provided), services could be deployed to the entire community.
Example response
They’re certainly very interrelated because our communities are our patients and our
patients are a subset of our larger communities. So if I look at the health needs and causes
of morbidity in our community in general, they very much mirror what we see in the patients
or the subset of the community that we’ve accepted responsibility for. So from a health
needs perspective and a health planning perspective, I think that we have a significant
amount of overlap. What we have not yet done as an accountable care organization is
really tried to proactively undertake community level engagement. We really are a new
organization and we’re just waiting to be successful in managing the people for who we
have a contractual relationship, so that’s really been our focus. I think that as we become
successful in that arena it will allow us some breathing room and opportunity to kind of pick
our heads up out of the sand and say, “Okay, so now let’s start talking about how we can
become more and better engaged with the entire community around us to drive help for
everybody, regardless of whether they’re someone for who we have a financial contract in
place or not.”
Continued…
Obviously, the healthier the community is, the better the ACO will do as a subset of that
whole community. And so, we understand those factors. It’s just difficult to deploy all the
resources to the whole community just from a cost prohibitive perspective. And so, from
that perspective, we want to be aware, we want to have a certain amount of education
element, a certain amount of activity that takes place across the whole community, but
there is going to be, at least at this point in time, special attention to our (name) population.
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7. What Providers Think About Community Services that Are Not Available
(Question 10)
Several respondents described learnings from their data analytics. These included
transportation issues for patients as well as housing assistance, meals, utility assistance
programs, senior daycare and behavioral health.
Example response
Yeah, we've had that. I can give you a couple of examples there. The one thing that we're
working on now is our care managers have given us several points of feedback related to
patients. Not just elderly patients, but patients who maybe don't have transportation. So
either they don't have a car, and they depend on one of their children to give them rides to
the physician or to get their lab work or to pick up their prescription, or they depend on
public transportation, those type of things. So transportation has really popped up. When
we look at the data and we try to identify why people aren't compliant with certain care
models and so forth, we drill down and find out that I can't get there. So if it's 8:00 at night,
and I am a little anxious about something, I ran out of my medication, I can't get a hold of
my daughter, what do I do? I call 911 and I go to the emergency room. They are kind of the
things that we say we don't want them to continue to do. There has to be a better way.
So we are working on two things. One is how do we support transportation for some of
these patients who are working on that, and the second thing is developing really a homebased practice whereas we can have either physicians or nurse practitioners really go into
the home to assess the patient on a regular basis, deploy care there, and try to get them
the services that they need, whether it is through the County Health Department, whether
it's through one of the social service agencies. But I see our role is really to begin to … we
don't have to provide everything, there is a lot of services that are out there. But how do we
become the integrator for those services and try to help the individuals to identify what
resources are out there that they may be eligible for that perhaps they are not using that
will really help overall the total health of that population.

Some ACOs identified specific needs in their context.
Example response
Certainly mental health and addiction services. We have very limited providers and
resources available for either of those categories. We have found some issues with
transportation, getting to and from. And this is for, again, those high utilizers we are
focusing on, not necessarily chronic disease patients.
Housing I believe is starting to become an issue. We are just now getting into that depth of
it where we have patients who may have a housing issue. Being where we are in [state
name], we don’t have a great public transportation system, so transportation is definitely an
issue. There’s a few companies out there, but the waiting lists are pretty long to get
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patients rides. They are not the most reliable. So definitely transportation is our biggest
issue.
Yes. Behavioral health is a big one. Transportation is a big one. And just getting into their
PCPs. It’s a shortage of primary care is a challenge. We serve a very affluent community
as well as a very impoverished community and there’s different needs there. An example I
have is of patients who can’t afford their meds. So there’s all sorts of challenges that we
need social agencies to step in and we just need more providers who are able to see these
patients.
We got claims data on a patient that went to an ED about ten times in the last 30 days. We
contacted her, because we thought that might be a problem. What we ended up finding
out… all she needed was a bar in her bathroom so that she could pull herself out of the
bathtub after she took a bath. So she was calling 911 because she no longer was
physically strong enough most of the time to pull herself out of the tub and didn't have
anybody else she could really call on to help her out. So the path of least resistance is to
call 911. They bring her to the ED. But once we understood what the problem was, we
were able to access the county senior services and get a carpenter in there and install bars
so she could lift herself up, and the ED visits stopped.
The one thing that is really missing in this country is really easy and affordable access to
respite care, especially when you have an elderly couple without a lot of resources, and
maybe they don't have many family members nearby or don't have any family members,
and one is trying to treat the other one. It takes out a toll on both of them. Except for getting
someone admitted, there is really no easy way to get, unless you have private means,
there is really no public way to spare that person and get them some rest.
Transportation and behavioral health are things that just really leap to my mind, and dental
services. That has been a big issue for us in this community. Dental issues can impact
medical so closely, as well as behavioral health and, of course, transportation.

Some ACOs see that the socioeconomic status of the community impacts the level of
unmet needs.
Example response
As a rule of thumb, we’re pretty good. I would say the connection to what I would call some
of the socio-economic components are probably where there’s lacking. It’s if there’s
housing assistance or if there’s transportation assistance and some of those kinds of
things, they’re not as readily available as say, home health or social service or health
coaches or aspects that are more clinically related.
The ACO covers a broad geographic area, so it’s totally variable depending on where you
are, right, and we have some very affluent communities. We have inner city community
health centers where metro [city name] is a housing nightmare for the poor. … I’m a
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practicing doc. I work in metro [city name] in an inner city community health center. What I
see most is housing is high on the list. There are a lot of people who are homeless and in
shelters or in transitional shelters. The wait list to get into reasonable housing are
extremely long. They take forever. They are always asking us to write letters to try to
support them getting other different housing and different apartments, that kind of stuff.
I'm in a very poor large city... So that's a big issue. So resources are stretched. So a lot of
services are available, but have very long waiting lists. There are some services available,
but functionally for an individual the moment they need it may not be available. I think that
is a lot in my area, for people who live in the city.
Some gaps are easy access to lower cost aides for the home, for people who don't have a
lot of money. Health aides and companion care generally are easily sought through or
more easily sought through home care agencies. But the price of them out of pocket is a
little steep for a lot of patients. So that is a gap, to really have aligned a whole group of
people that will be companions for patients. Transportation is always a gap, even though
there are transportation services. It's the gap of getting patients from here to there and
knowing exactly what they need. Do they need to be walked into the building, or do they
need to be dropped at the curb. Just great detail on that. We have worked on that in the
past few years to make that more user friendly, if you will. Just people can't afford their
healthcare. So they are more strapped with out of pocket costs, from deductibles to just copays that are out of their league when they are on fixed income. So that is a huge gap that
inhibits a lot of things like adherence to medicines and adherence to going to the doctor.

In general, the ACO staff interviewed see that the answer to expanding population health
services lies in changes in public policy. That is, providing the resources and funding to
address the basic clinical, social and psychological needs of the U.S. population. For
example,
Example response
I think there needs to be an expressed commitment by both the state and federal
governments, as well as by the healthcare system itself in recognizing that investment up
front in the health of our population will yield a decrease in medical expenses down the
road. It’s such a radical shift from the way that we do care now, which is all about fee for
volume, fee for service. Fee for value really implies that there’s got to be some stepping up
on the delivery system so care management is not a reimbursable event except for a small
Medicare fee that can be garnered on a monthly basis. If we are truly going to be an
accountable care environment we’re not going to be able to fully execute without
investment and care management. Investment potentially in technologies like TeleHealth,
in mobile applications for communication with patients. Some of the electronic or IT
solutions are talked about a lot in the popular media. And the kind of social services that
aren’t ordinarily delivered in a physician office, whether it’s behavioral health...social
workers opening up the conversation beyond the strict diagnosis treatment conversations
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that are generally had in a physician’s office. We need a more holistic approach and that
does require a lot of effort.
Those are largely governmental decisions. Many of them are doing their own decisions
about things like transportation issues, senior health things. Of course, health insurers, and
government is the biggest health insurer, but could also participate in those things, could
also bring resources to some of those problems.
Behavioral health is probably number one, and that is access to providers who accept
Medicare fee for service as a payment source. I would say non-emergent transportation
outside of the immediate urban structure is limited. We really find pretty big waiting lists for
non-skilled attendant care. So let's say the waivers that are offered by the Office of Aging,
they exist, but the ability to access and stand in line for them, they are not an immediately
available service, and there is never enough of them…. I think one of the things that should
be done is certainly a lot of education, even at the patient level and in the simplest terms
about coverage guidelines. So it's one thing to know that something exists, it's another to
know how to access it. But, to me, understanding the qualifications for the programs in
people's simple terms.
We had a doc in here yesterday who was absolutely convinced – primary care doc – but he
said he’d been talking with our hospitalist and he was absolutely convinced that a third of
the people who are in the hospital could be discharged today if they had sufficient
supportive services. And again, those range from things like Meals on Wheels and home
care to literally supportive housing in some fashion. In our community we have a pretty fair
number of people who are living alone or are not living in stable housing and that’s another
area where we see them bounce back, unfortunately especially in the winter.
I'm going to take this at a macro level. I think that the U.S. overall has a lot less focus on
social services for people in general than other countries. I don't think that the issues that
we have here are at all peculiar to our community. I think if the country overall had more of
a focus on social programs to help with some of these thorny issues, we would have less
healthcare costs. I think that is one of the reasons the U.S. sticks out like a sore thumb in
terms of the amount of money we spend on healthcare. We don't spend enough on social
programs.
Some services we are able to provide through the ACO itself. As you also probably know,
there are a variety of limitations and restrictions on what a health system or a hospital can
do for an individual patient because of federal law and restrictions… However, some of the
ACO contracts, not all but some of the ACO contracts, those restrictions have been lifted.
We have waivers… So for example, some of the Medicare patients within our shared
savings program, we’re allowed to arrange for transportation for them. Get them a cab ride.
Get them hooked up with public transportation. Whereas a straight non-ACO Medicare
patient, you would not be allowed to do that.
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8. Provider Involvement in Community-Based Efforts (Question 12)
ACOs report that their providers are generally very involved in their communities, and that
their parent organizations often officially encourage and condone that behavior.
Example response
We encourage and really support our doctors taking the time as well as our other members
of our medical team taking the time to really integrate with the community type services.
It's left up to the individual. However, we do encourage outside activity. In fact, about 10
percent of our incentive bonus is actually based on things like good citizenship, which
would include volunteerism.
Because of our philosophy, all of us are really encouraged to participate in our local
communities, whether it's on school boards or whether it could be coaching, could be doing
something to give back to the community. So as an employee of the health system, we
really focus on and try to stress participation in the community. So to the extent that they
are, many of them are doing that kind of without a collective effort that we request of them.
But it is certainly an expectation of the organization to participate in community activities.
… if you go out of here all the communities are smaller, meaning 8,000 to 9,000 and on
down, and so the physicians and the providers and the hospitals, they’re all very integrated
into the communities and usually in leadership positions within the community. So I would
say yeah, they’re intricately involved in their communities and moving the wellness
programs and walking trails and all those types of things. I would say they’re very active in
that space.
Yes, they do serve at some community-based clinics. I don’t know the names off the top of
my head, but we have two clinics within our market that I know a handful of our providers
actually see patients in and participate.
We have active members on school board, so we’ve kind of got our fingers in all sorts of
different things in aspects of the community.
Yes, they do serve at some community-based clinics. I don’t know the names off the top of
my head, but we have two clinics within our market that I know a handful of our providers
actually see patients in and participate.

ACOs report this as a potential or budding innovation.
Example response
Beginning to see community as truly as business strategy in terms of a platform that we
provide care on. But I’d say those conversations for us are really, really early.
We are still in the beginning of that conversation journey, but we are getting there.
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9. Availability of Community Resources: Rating and Explanation (Question 14)
ACOs provided ratings for their communities’ desire for social service needs. While there
was high variability in the ratings, this may be due to the variation respondents saw across
their service areas. In general, urban communities were viewed as having adequate
resources, whereas rural areas were challenged with transportation, homelessness, and
substance abuse. Differences in a community’s socioeconomic status were reflected in
the ACOs’ perceptions of degrees of unmet need. All ACOs continued to reinforce the
ubiquitous lack of behavioral health services.
Example response
Yes, we have transportation, but it picks you up two hours before your doctor’s
appointment to get you there, then might make you stay there for three hours after your
doctor’s appointment. So, are our community-based resources patient-centered? No.
Like I was just talking about the mental health, that’s a deficit in our area. But then we have
a huge amount of other kinds of resources. We’re in the Bible belt. I don’t know if you’re
familiar with it, but we’re in the Bible belt. We have a lot of churches that have pantries and
people can go there and to get free food if they need it. We have churches that will
volunteer to take patients, people they don’t even know, to get groceries. Take them to get
their meds. We have pharmacies who deliver meds to patients. We’ve got a lot of things in
place, but there is still opportunity in some areas.
I think that we have a lot within the community. We have a lot of support around behavioral
health. We have a lot of support for the elderly. I think there is enough housing. I think the
criticism that I have is it is really not coordinated. We don't work together enough to bring
all the resources that we can and that we have in the community to the particular patient.
[Urban based respondent]
I’m thinking the spectrum of community services lie anywhere from psychiatric services to,
I’ll call them drug rehab to free clinics to abuse centers to shelter to Meals On Wheels and I
would say Meals On Wheels and some of the programs like what the YWCA has in terms
of shelter and so forth for abused women are pretty good. There’s others that we don’t
have much…psychiatric side, it’s pretty weak. So, it’s kind of a mixed bag, that’s why I
gave it a 6.
We have a little bit of smattering of everything, but we don't have enough of it… we have a
pretty big homeless population still and there are many people that have lack of access to
appropriate [rural respondent]
There are a number of community resources out there but they face underfunding. They
are often very tactical in terms of their existence, treating one particular type of community
of patients exclusively. It’s not a bad thing, but there may not be enough for everyone.
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I think it’s poor. It’s probably a 2. It’s not like we have nothing, but… and some of the
services that we have are quite good, but just not enough.
I think there can always be additional resources, but of course, that’s dependent on the
funding and there’s many different requests for funding within the state and federal
governments. So, there’s always room for additional resources. But I think here, within our
metro area, we do supply quite a bit of resources for residents of this area as far as
supplying them with, like you mentioned, housing and health resources and other things
that they may need.

10. Direct Help for Patients to Access Community Services (Question 29)
ACOs often provide care managers, social workers, community health workers and
patient navigators to broker services for patients in need. Many ACOs assign a care
manager to each primary care practice. Social workers are able to do home visits and
comprehensively assess environmental and social support needs.
Example response
I think right now the one thing I think we can say we are doing is trying to put more robust
care management and care coordination services in place and our care managers and
care coordinators to act as the liaison to community-based services. And within our care
management and care coordination resources, part of care management team is social
workers. And so, basically we’re trying to put resources in place that have the skillset to
help link them to existing resources in the community. We’ll link up our social worker
directly with that patient. He will then do an assessment. He can actually go to the home
and do an assessment to see what kind of environment the patient is in and what the home
needs are. Is it a safe home? He will work with the various resources in the community to
get what that patient needs.
As part of our care management model, when we have folks that seem to be struggling
with health issues, we sit down and do a comprehensive assessment of kind of what are
their barriers and find that, not surprisingly, a lot of folks, even folks who have commercial
work insurance or are employed, have oftentimes financial or structural barriers that are
preventing them from being able to obtain medications; from being able to meet their
copays and get in to be seen by a provider. So we routinely assess for that in our
assessment of patients who are not doing well and then we will work to identify what are
the resources in place either in the larger community, and sometimes community can be
defined as your family or your family and friends network. So a lot of times even though
patients have support available, whether it’s transportation or help with bills, but they just
have a hard time asking people for help. But we can also help facilitate them to connect to
their own community as well as to the larger, more formal community structure. So we
make referrals. We follow up and make sure people actually got the services that they
needed and that service delivery is going well. And if it’s not, we might try a different
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service provider or try to take a different approach. So we work to connect them to a
service or a community support, but then make sure that that plan is working out.
… we have, in the high volume practices, we have the embedded case managers and they
work directly with the patient in conjunction with the physician and the patient’s condition to
make sure that whatever services the physician has recommended and or would help to
support that patient are in place and so that could mean through services we offer or that
could mean through linking them through other community services that are offered.
We also, for those high-risk patients, we have the case management relationship where
they work directly with that patient and their families, so again, make sure that the
appropriate care is being provided and that anything that can be done to avoid
readmissions and those types of things are being done. We have a discharge call program
where when patients are discharged we call and ensure that they’re able to get the followup visit in a timely manner and to make sure that there aren’t issues with their prescription
medicine and other things along those lines. So we provide all those services to our
patients.

Care managers have flexibility on how they can assist patients.
Example response
They will pick up patients, we call them in health crisis, meaning that they have
immediately been seen at an emergency room or they have immediately been admitted to
a hospital in some state of health crisis. Then they immediately pick those folks up,
meaning within 24 hours of the event and then begin to assure that they have community
resources made available to them.
Again, a lot of it is mediated through the care managers. They are a well-connected
network of folks who are assisting in the accessing of behavioral health services,
substance addiction services, and possibly even clinical medical services if necessary.
We’ve brought folks from a substance addiction center into the ACO to present to various
groups of physicians and staff about their services in order to try to fill a need that is sorely
unmet in the area. Physicians don’t like to do addiction medicine. Having them come in and
identify themselves has been helpful. A lot of it is around behavioral and mental health.
In our care management department, we have three categories of employees at this point.
One is an RN level person called patient care coordinator. We have a person who is like
either a medical assistant or a pharm tech that we call. So they are licensed or
credentialed, but they are not really… they are not a nurse or they are not at that level.
There’s our health coaches. And we recently added a social worker and we may end up
adding more social workers. So to a large extent the nurses do a lot of interaction with the
patients. They identify the social needs. If they can help directly, because of their
experience, they do, but we kind of back them up with this social worker whose lived and
worked in our community for a while to try to really not so much support the patient, but
support the nurse or health coach who is supporting the patient.
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The care coordinators sort of broker that piece and then follow up with the patient. Make
sure the services are in place. We have ambulatory care coordinators and we have
hospital care coordinators. And often the need for services is coming as patients transition
from inpatient care to other levels of care. And so there is coordination between inpatient
ambulatory as we are trying to ... And there are clear channels of communication between
those two settings on who’s accountable to make sure those services happen.
… the care coordinators work in partnership with the providers because a lot of the access
issues or does that patient have this diagnoses or limitations on sight or the things that kind
of qualify them into various programs will still need to be documented by the providers. So
although the care coordinators have a lot of knowledge base on these types of programs
the provider still needs to be involved.

ACOs described the innovative uses of education.
Example response
We are also providing patients with educational tools about resources. So trying to give
them something written at a 6th grade level, so to speak, that they can have and hold, that
gives them access to educational information and resources in between discussions with
their care managers or visits to the physician office. We are also holding big community
events to educate people about things like advanced directives and hospice services to try
to dispel some of the misconceptions about those kinds of panel services. What else are
we doing? Again, we're talking about faith-based organizations, trying to train people to be
community health workers, where they are outreaching to people within their faith-based
organization, to visit regularly with members of their congregation who are at risk and help
to support people with some of those transportation and other kinds of check-in services
that people might need, and help people understand what sort of red flags there are.
But we have things like some of our care managers voluntarily on Sundays meet with the
homeless and those that don’t have resources and host educational sessions with free
food and those kind of things to try to get them engaged in their health. We have a large
senior group that meets on a monthly basis and that’s more of the global education, pull
people in, try to get pockets of people engaged through those various programs.

11. ACO Provider and Staff Reaction to Needs (Question 30)
ACOs were asked about what their clinicians and other staff would do if they observed
trends that needed to be addressed in a more systemic fashion. The primary responses
related to using data to assess trends and gaps, and using internal committees. Many
interviewees thought this was an important question, and many did not have answers.
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Example response
There is certainly an opportunity to both measure and report gaps, whether it's gaps in
care at the practice level or gaps in care with the community resource. We have built within
our population health platform discrete data fields for the types of services that we are
seeking in trying to coordinate and when we can and when we can't and why. So it is
giving us some measureable data. I believe that there had been examples when we used
that information to have discussions among the health systems about are there any
internal resources that we can have access to? We have then used those connections to
look for them outside the health system. I can think of two things that I was recently
involved with in seeking behavioral health providers for the population and meeting with an
academic medical center who we worked with to free up some additional slots to work with
Medicare beneficiaries who needed outpatient counseling services. I have also had a
situation where we needed access to some substance abuse type counseling, and we
were able to access the resources from a federally qualified healthcare center.

Another trend among ACOs is working as a team to initiate a community response to
needs.
Example response
One of the things we've talked about is creating a consortium, a consortium of providers so
that we can begin to discuss what the population needs. We have the data, we have the
analytics. Then begin to work with them so that they can decide okay, you're going to
provide this, you're going to provide this. It can be a little more coordinated than it has
been in the past. So one of our goals, and hopefully it will be this year, is that we become
really a convener for the local community services and local providers, even if they are
competitors. But how do we work together for the sake of providing care to that patient?
We would look to see how we can develop new partnerships to either tap into existing
programs or develop a new program with the community. And actually that’s how that
mental health first aid training has sort of evolved. It was a co-development and realization
both from the community and the provider side that we need to do a better job with mental
health. We need to really acclimate the community in this work.
Transitional housing, we are responding by having an entire project plan around that and a
whole team to decide where that will be and how it will be used. The transportation tool, we
just tackled it and got it done and distributed, because that was a gap for us.
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The ACO is viewed as an asset to address such trends because of their unique vantage
point.
Example response
Our providers in the ACO are extremely active. The right ones are part of that team, which
is great. We have forums, in fact I’m going to one tonight in one of the communities, and
the providers that are there will share their concerns, either at the community level and the
physicians forum or at a quality meeting we have with providers, or at the CIN board. Any
of those avenues are ways that they can share concerns and needs within the community.
We take that up to our clinical team and we talk about which group is the better group to
address that issue. So if it’s something that relates to coordination of care it may come to
me. If it’s something that’s really more about we need screenings in a particular community
that will go to the community health leader. If it’s a performance issue then it goes to the
physician group. So they have several avenues of debating that information and we will
basically take it all the way up to our senior leadership team so they’re aware of the issue
and who’s been assigned to work on that.

ACOs provide a test bed for larger hospital systems.
Example response
We continue to develop more resources as the ACO becomes, we feel, more successful
and we have greater and greater attributed lives and more and more ACO partners, and by
that I mean in terms of the insurance partners so to speak. We continue to add services; to
expand the services we have or to add other services. And certainly as you asked earlier,
we also bring suggestions to the system as a whole as to things they might do. For
example, we recently had a pilot study with regards to TeleHealth so-called telemonitoring
services and they oftentimes use the ACO as a pilot or a sounding board for system-wide
initiatives to find out if this is really going to work, because we know we have the defined
patient populations and the data analytics to follow along and see if it’s actually working.

12. Organizations ACO Partners with (Question 31)
ACOs often work with post-acute, skilled nursing facilities, home health agencies,
behavioral health, Meals on Wheels, the area agencies on aging, the Visiting Nurse
Association, and a number of local community organizations. Some work with
associations for diseases such as Alzheimer’s, cancer, heart, etc.
Example response
We have joined forces with local behavioral health agencies. So there is addiction services,
there is also inpatient rehab. We have partnered with a local LTAC, which is Long-Term
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Acute Care. They provide care to patients in the hospital who are long-term vent patients
or things like that. We have provided a collaboration with them. They are actually providing
services within our hospital. Local skilled nursing facilities, we have developed a
relationship with a preferred network of those providers to really raise the level of care on
the post-acute side. Working with home care agencies, hospices. We're doing a lot of work
right now around advanced directives, and so we'll be reaching out to local attorneys who
are doing estate planning, local churches who have a lot of folks who are interested in
learning more about advanced care planning. So I think there is lots and lots of
opportunities that we have and lots of things that we've been doing in order to reach out to
the community.
…it has been about engaging all the various rehab facilities and LTACs to start looking at
their length of stay and readmission rates and kind of the value that they provide. And to
start holding them to a little bit… start measuring them, holding them to some standards
and letting them know we are going to preferentially utilize the folks that have good
outcomes and aren’t sending everybody back to the hospital and don’t just keep everybody
until the last day that their insurance runs out, which kind of used to happen.
…we own a skilled nursing facility and then we just did a joint venture to start up a new
home healthcare agency as well as a hospice. We really were behind in home health and
hospice services. And all of the skilled nursing facilities are full all the time. It’s not like you
are going to create a high value network with a couple of the skilled nursing facilities,
because there is just not enough beds.
So we work with a large number of SNFs in the area where we have an ongoing quality
dialogue and relationship to try to make sure that there’s smooth handoffs there and that
quality initiatives are being pursued. We work with local Meals on Wheels type programs,
again, we work with the congregational nurse program, we work with various social
services agencies within the community and the county, we work with the county health
department and the programs that they have available for those patients, and I’m sure
there’s numerous others. We work with the local homeless shelters and numerous other
programs based on the specific patient’s needs.

Other ACOs reported innovations driven by partners.
Example response
We are working around asthma and the housing stock and using community educators.
There was one of the health system’s pediatrician that received a huge grant to work also
to asthma. [City name] has a young population and tons of asthmatics in really bad
housing stock and lots of allergenic trees. Asthma has been a big focus. They did a whole
huge program with home health workers and community health workers going out to
homes and bringing people filters and vacuum cleaners and asthma education. I would say
the work on the health system side around that kind of stuff is pretty robust. There’s rent
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proposal going in now with HHS around, again, screening people for socioeconomic risk
and putting with community health workers. That’s a great proposal. It’s going in, so we
don’t have that yet, but hopefully we will. There’s a bunch of stuff going on along those
lines.
…we have a couple of programs in the school systems. One works around healthy eating
habits and healthy exercise and that’s being driven by our pediatrics departments. And
then we have started kind of an innovative model for behavioral health in the school
system where we actually have one of our pediatric psychiatrists in counseling going into
the schools. I think it’s twice a month for sessions with children that are in need of that
service at the school. So, instead of having them brought in they go to the school.
In the suburban area, we are partnering with even some of the providers who are
physicians and others who are not necessarily part of our ACO, but are ancillary to it - the
Visiting Nurse Association, certain specialty groups of physicians, home care
organizations. We have met with 3-4 skilled nursing facilities and one acute rehab hospital
and partnered with them in developing programs to improve outcomes of patients at high
risk. In the urban population, we have really been focusing with this [name of City] health
team and partnering with the sub-groups and sub-partner organizations there, whether it
be Visiting Nurses, the Y, the City Police Department, Children's programs and others.
The Mental Health Association. We have reached out to dialysis providers and
organizations working with end stage renal patients. One of the ones that I think has just
been phenomenal is assistive technology. Within most states, and I don't think it is
something that people really know or know where to go for in finding assistive technology.
So the type of things that are adapted keyboards or phone equipment. Maybe visual, which
always leads us to the Department for the Visually Impaired. But the assistive technology I
think is a real uncapped resource. We have worked with local ambulance providers and
transportation companies. We have worked even with … I don't think you would consider
them actually a community resource, but there are so many professional associations, like
the Association for Long-Term Care or the Home Health Association… Oftentimes it's in
those discussions that we identify additional resources.
Again, we have partnerships with several of the faith communities, folks in the parish
nurses. And certainly partnering with the [state agency], particularly around... We’ve
partnered really intently with them around the creation of these behavioral health homes
that we’re very involved in.
One thing we’ve done is identified a local supermarket chain and are bringing patients in to
teach them how to shop more efficiently and more specifically based on their underlying
medical conditions. We are also providing nutritional support services in order to teach
patients about their diabetes etc. We have a community program on diabetic teaching at
our wellness center where we also provide cooking classes for our patients with special
problems.
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You know, one thing that our system does that’s really interesting and fascinating, we have
laundry that we help support and we send our laundry, a great deal of it to. And it is staffed
by people who have criminal records and they after working there for a period of time
become owners in the laundry. So there’s all sorts of ways that we work to be an anchor
institution in the community for the sort of services that we as a health system consume.
We do a lot of work with sustainability and farmer’s markets. [State name] has very rich
farms immediately surrounding the city. But making sure that those same farm products
are available in the city where we have food deserts. There’s a greenhouse that our
leadership has been very involved in starting that has a similar model where the workers
end up owning it and where we buy our lettuce from for our cafeteria for both our
employees and our patients. So there’s real creativity around how it is that we can create
sustainable programs that acknowledge the important role that non-profits that are
regionally based provide to the local community.

13. Selecting ACO Partners and Important Partner Characteristics (Question 32)
ACOs agreed that selecting partners must make good business sense and that partners
must be committed to high quality patient care. The business case often involves high
value relationships where partners will assume risk and agree to quality metrics and
change care methods to be more effective. Specific areas of partnering opportunities exist
in skilled nursing facilities (SNFs) and home health agencies.
Example response
…they have to be willing to help us take risks. So with the skilled nursing facilities, for
example, if they want to be one of our partners, then we need to have them be aware of
their bed days per 1,000, the average length of stay of individuals, they have to allow us to
put a provider in their facility. Either a nurse practitioner or a physician who can help us
take care of those patients. It's no longer, gee the insurance covers 21 days, you are at 21
days, and you’re fine to go home now. It is, what's the right care? And let's treat for what is
the correct length of stay on this patient, etc. So we do that on all those providers. We do
the same thing on our insurance payers, our commercial payers for example who are in the
ACO model with us. It is about, let's reduce the cost of care. And then there are shared
savings at the end of it.
I think for us right now the most important thing is that that partnership is meeting a need in
a population where we have a risk-based contract. That’s number one. And I would say as
an aside it sounds just awful that I say that it’s really where we can make money. But just a
little history of our ACO is that at a certain point we sort of really shifted our model of care
and primary care really rapidly and we didn’t have the business contracts in place to
support how radically we changed our care, as well as our compensation model for our
clinicians. And we really got out over our skis and had to pull back a lot of great work that
we did because we couldn’t sustain it financially. So I think as an organization we’re
sensitive to that and we want to make this work sustainable for the long term. That’s why
you hear me continually say we have a business model for it to work.
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First and foremost, you look at the goals of what they can do and what you’re trying to
address. Whether it’s housing, food, versus what are their capabilities to address that
need? Do they have the scale; do they have the infrastructure? Do they have the
resources to help? And there’s a lot of people out there that want to do good but they just
sometimes don’t have the scale. So when you’re doing anything of our size needs, that has
infrastructure that can scale programs, that can take cases, that can really help people on
a large fashion. So that’s sort of the first thing. And then it’s do they have the right
philosophical alignment and direction that would be aligned with ours, and then whatever
processes and things there are to officially work with them. And that could be… and again,
we’re not at the point where we’re automatically referring, but trying to get there. But
people that are easy to work with, easy to refer to, share information in the right way.
Again, there a lot of information that we don’t need to know everything and they don’t need
to know everything from us. We don’t need to know everything from them. So they don’t
over disclose. There’s a lot of fine lines you walk on. It’s those kind of things. People who
really are competent in their area.
Breadth of influence; past success; dedication or commitment to the project and the health
needs at hand… We sometimes joke that ACO stands for all consultant opportunities
because every consultant and every new business out there, I think, tries to tell us that
they have the world’s solution to all the problems here. I get half a dozen to a dozen almost
every day in terms of cold calls or emails or things like that. So I’m sure trying to sort
through those things, there’s some possible good ideas there.
But trying to sort through those is difficult. Most of those are, of course, business
consultants and they’re just looking for an opportunity to expand their business. But there
are other community programs that come about and get started the same way, so that’s
what I meant about still looking at least as a combination of, “Have you proven yourself in
the past? Do you have worthy endeavors? What is your breadth and scope of things?” It’s
like partnering with anybody else. If you were a business or anything else, you want to
make sure that your partner has a track record before you sign on with them.

An example of process change was also found with SNFs and community organizations.
Example response
…we have hired a full time nurse practitioner supported by a family physician, who is going
to go into all of those skilled nursing facilities and manage and follow all of our patients,
and any patients they want us to manage too, by the way, seeing them three days a week,
because one of the big problems we found with SNF is that patients are not seen
frequently enough. So when problems occur, it's too late to get them addressed at the SNF
and they end up in the ER getting readmitted, and it's a problem. So we focused on that as
one area that we needed to work with partners, and we went to skilled nursing facilities that
were willing to partner with us.
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Usually it's because they have programs that have worked. They have either proven
themselves or they have a really good story. We know it, because we have done it, and
they are doing it again. But it makes sense, and we are more than happy to work side-byside with them as they work on this grant funded position. Another we decided because it's
evidence-based, and it is something that would really complement what we already do, but
give other venues for patients, because not every patient is going to learn it the same way.
Another because they are incredibly creative and thinking outside the box all the time. We
know we have needs. It's like a key fitting in the lock. We see that's what we have a need
for. An example is we have people who go to the emergency room all the time, because
they are so anxious… has a drop-in center that is available every evening from 5:00 to
9:00, which is a very popular time for people not to be able to get to their doctor's office. So
they go to the emergency room. It works. We have just, from experience, I have seen a
number of patients that really benefit from that.
Our health system has had a long relationship with our local Area Agency on Aging going
back many years, so when our ACO developed we looked to that existing partnership to
see how we could expand it or at least build on it and take advantage of it in terms of
managing the health needs for our patient population. So it was an existing partnership.
They are an agency that has a long track record of receiving funding from Medicare
specifically to provide services to Medicare beneficiaries, which is one of our biggest
populations, so it was a very natural fit.
Sure, I think usually, kind of my philosophy is I always start and end every conversation
with how this is going to be good care for the patient. And sometimes in the business world
the cart gets ahead of the horse and you have connections and relationships based off of
other business type relationships or money-making opportunities. I would say it’s pretty
standard for us to really go back to a much more traditional model and saying, when we sit
down with any kind of partner, whether that’s an Alzheimer’s Association or whether it’s a
skilled nursing facility that we might be working with or a home health organization that we
might be working with, but really the first conversation that happens is how can this
partnership help take better care of patients.
So to the extent that some of the factors that we take into account is the reputation of that
organization, so again, is it just a community-based service that that’s the only type of
service available like an Alzheimer’s Association or is it a service that potentially is deriving
reimbursements, again like a home health or a skilled nursing facility. So to the extent that
it’s more of a community-based service that bills for their services we want to understand
what their reputation is in the community and are patients choosing them on a routine basis
and we want to understand their willingness to partner in those value-based conversations
or are they just kind of in the old business model where it’s just about doing things in
volume.
And so a lot of those relationships exist prior to the ACO just by being a community-based
organization that’s part of the services that are being provided. And so we try and expand
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upon those existing relationships and then truly just identifying needs and trying to match
up people who have those specific needs.
That their services are provided to meet needs. So there are things that we’ve identified as
important for the patient. That they are responsive in being able to provide those services,
take that patient, take that referral and act on it. And I think increasingly we are trying to
create some connectivity where we understand that this service has been provided, so that
we can continue to connect that back to the primary care physicians, so that they have that
information that they continue to provide services and mange that person’s care. But it’s
not a requirement.

The values that drive selection are most often quality of care and patient satisfaction.
Example response
So I think it's selecting partners based upon data and quality, based upon perception and
feedback. We don't want people to go to a facility that has a really bad reputation.
Part of it of course is cultural fit, but part of it they have to be committed to the population
health journey together, so there needs to be an understanding that we are in it for the long
haul, that we are there to support each other, to share ideas and to really promote the triple
aim of quality, efficient care, within and without our walls.
We are not-for-profit. We are always looking for what is best for our patients, what is best
for our community, making sure that the mission and vision of our partnerships are in
alignment with safety, quality, service and value. That is really what we look at. We don't
go out and select only certain people that are not-for-profit or for-profit. It's just creating
relationships on behalf of our community.
Well, an aligned vision of the work that we want to do is certainly one of the things that we
think is important. You know, competency I suppose is another factor as well as just culture
fit and being in it for the right reasons.
I think just someone that is flexible, wants to work with us, open to change, open to new
ideas, and just always willing to have a dialogue and probably understand that sometimes
things don't go as smoothly as you like, but you can work on it.
I would think we would want those that share the same values that we have, as far as
having integrity and compassion for the patients and a strong sense of ethics. We would
want those partners who are in it for the same reasons that we are, and that’s to help the
patients to maintain a healthy lifestyle.
Cooperation first and foremost. Responsiveness. Underlying capability to provide the
services that they say they can.
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So through conversations around mission and what they’re trying to accomplish and how
that dovetails into what we’re trying to accomplish and looking for those opportunities to,
again, collaborate and be more efficient in the use of community resources and so most of
that’s built through relationships and our community health department facilitates those
relationships and develops them as well as our case managers and population health
leadership team. So I would say most of it is relationship-driven in terms of understanding
the services that are out there and then how those dovetail into what we’re trying to
accomplish and what that agency is trying to accomplish.

14. Formality of ACO Partnerships (Question 34)
ACOs had mixed responses about formality of partnerships. Most leaned toward the
informal, with these respondents providing excellent summaries.
Example response
I guess there is a lot of upfront work with some of these organizations and not others. So a
home care agency in town, we have a very heavy duty relationship-building year. And now
everything comes easy. So how formal is that relationship? It's just you are another
colleague in the community has a service. With the [behavioral health organization], we are
always building that relationship, especially as we get new staff. With [organization name],
I would say it's not very formal, but recently, because of their grant, we had them in here to
explain everything and make sure we were all on the same page. It makes it a little more
formal. But it's partners with all these people. That's not the case. We just use them like
any other good professional would use services in the community for the patients.
Some of them are more formal than others. The skilled nursing facility relationships are
pretty tight. They’re quite formal in terms of what we expect from them and what they are
willing to do with us. The behavioral health relationships are in the midst of formalizing or
formalization. We’re trying to figure out how to more precisely formalize it because of the
reimbursement model. It’s not an easy one to derive. Others are a little bit looser in terms
of creating means of communication, means of closed-loop tracking of referrals, and
increasing the amount of referrals. For example to that Planned Parenthood site. Is that a
resource that some of our physician practices are unaware of and could be making use of
to improve patient flow and care?
There is nothing contractual, if that is what you are looking for. But in terms of we
understand the resources they have. We've sat down, we've met with them. They have
been very willing to be a resource to our patients or beneficiaries and really move quickly
when we've identified a patient and we've called on them. It hasn't been a barrier at all. So
it is really more relationship building than something contractually-based.
Most of them are not formal. Some of these act in existence between the agencies and the
hospital, so they kind of piggyback sort of to use these same agencies from a hospital
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perspective and from an ACO perspective. It’s not a big community so you don’t have
multiple agencies offering the same services for the most part.

15. Plans for Expanding ACO Partnerships (Question 35)
ACOs express a willingness to expand partnerships provided they are grounded in a solid
understanding of the current state of operations and designed to meet the future needs of
their organization and community.
Example response
We’re in a learning phase, learning before we act. Because resources are so limited, we
need to act in the most knowledgeable and meaningful way. I think the writing is on the
wall with behavioral and substance issues, but it’s not so clear what other needs the
community has. That’s largely because we’ve been focusing primarily on the most complex
and sickest patients. That isn’t necessarily representative of the rest of our community.
Depends on the area. In the social realm, they are always looking for who is able to
provide care and what organizations are available to us. So from that perspective, I think
as the population grows and as we get more sophisticated in identifying the needs of the
members, there will always be that fluid need of reassessing where the gaps are and either
partnering with organizations that provide those services or really growing them on our
own. It's a moving target.
Love to expand if funds were there.

Others approach growth of partnerships with caution.
Example response
So at some point, we will stop increasing that network because at some point we don't
need more cardiologists. We don't need more skilled nursing facilities. We may fill a gap
geographically here and there, but it is not like the old idea, where let's get the biggest
network we can. This is, let's get what we need and it needs to be the right people.
I think we are slowly building our partnerships. I don't think we want to do it recklessly, I
think we want to do it cautiously.
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ACO success will be driven by smart business decisions driving partnerships.
Example response
We identify high-value networks, in which we identify the physicians in those specialties
that want to come and be accountable with us, take some risks with us, and provide the
right care.

Keeping up with the literature has helped drive some innovations with partners.
Example response
We really wouldn't have thought to start working with paramedicine types of providers to
make sure patients get to the right setting in the past. But now we are talking with the
ambulance companies about helping us to reduce or to prevent further violence in the
home of patients. What can we do to help with those kinds of issues? Or taking patients
who are medically out of control and making sure that they get to the right setting. Is there
an opportunity instead of bringing patients to the emergency room to take them to their
primary care physician, in some cases?

16. How ACOs Should Work with Community Partners (Question 36)
ACO staff shared many ideas about ideal ways of working with partners. The primary
focus was on transparency. Many interviewees felt that when organizations share mission,
vision, and goals, results are mutually driven. One ideal expressed are community-wide
partnerships that come together to create synergies.
The current state of electronic health records is seen as a barrier.
Example response
Seamless, access to a combined medical record for that patient. So, at any point in time,
on any day, people could be sharing information about those patients real time, and care
managers in different settings could be looking at information about the same patient, no
matter where the patient lands throughout the continuum. Regular dashboard on a weekly
basis showing indicators about patients so that we know real time where patients are at
risk.
One of the big stumbling blocks we have is lack of shared IT systems. In my ideal world we
all have one medical record. It would be able to accommodate community-based
organizations that maybe don’t have a traditional medical record that a hospital would
recognize.
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So there’s a pretty big information gulf there often because they don’t necessarily, they’re
not all working on the same type of IT platform that we might be on and I would think that’s
a good area of opportunity and growth, is if we can extend some of our IT out to these
community providers of services so that they can kind of document into the patient’s
master record.

In tandem, ACOs envision a closed-loop referral and reply system designed to overcome
the current fragmentation of care. Thus, there is general agreement that ACOs must
extend beyond the traditional healthcare paradigm.
Example response
…with the social determinants of health being the primary driver of actual health outcome,
it’s going to be impossible to do it without working actively around the community health
needs space.
Health and social welfare are tightly bound, and I think lay people see it that way much
more clearly than those of us on the healthcare provider side.
If we could work together. Together we’re better than if we’re all individually trying to do
whatever the thing is. I would like to see us having group meetings… we want to see that
the groups are coming together to get some synergy.
So I think again, to the extent possible, it's not always possible, but developing more true
partnerships where you are collaborating to define processes and outcomes and looking at
evaluating what worked and maybe what is value added. Kind of have a continuous quality
improvement and hopefully a plan then to scale and pass, we have a lot of community
organizations.
I think right now the community doesn’t understand what an ACO totally is. It gets pretty
much restricted to the healthcare environment and so it’s going to be education and
experience and time to realize what an ACO is really about. It’s not a business model for a
hospital or whatever to survive it. It’s a health model for a community to thrive.

Many ACOs are concerned that the primary focus on patient-centric care and removing
current barrier to care, ignores care transitions. Several interviewees pointed to poor care
transition as a significant vulnerability in improving patient outcomes.
Example response
Partnering with psychologists or social workers to have them really embed it in the offices
to see those patients when they are there and to form those relationships. I think going to
another practice or leaving your PCP and then having to go see a psychologist or a
psychiatrist or a social worker, patients don’t necessarily go and do it.
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The collaborative mission and vision to serve our community with seamless communication
in transition of our patients to and from the facilities that the patient may or may not need.
So it is really just about making sure we put patient-centered and to focus on not the
businesses of the organizations, but how we take care of the patient. That's just
relationship, communication and transitioning patients to and from the right place,
managing the resources appropriately.
Well, I think it provides visibility for our providers to some of the needs of our patients
outside of medical care and how interventions on that level are definitely going to have an
improvement on disease management and overutilization.
I think the key to all of that is coordination and I think where there’s still opportunity is, so
there is good one-to-one relationships, but this opportunity to have a more coordinated
community wide, I don’t want to say necessarily steering committee, but something like
that where you really do have all the seats at the table and folks are able to look at the
community as a whole and work to fill gaps and work to make sure that the services,
there’s some efficiency around the services being offered, that we avoid duplications where
we can, those type of things. And I don’t think within our community today there’s really a
formal structure for that around community health, but I think that that higher level of
coordination is where the opportunity is.

ACOs are able to see the patients’ side of the issue.
Example response
I’m thinking especially around the working poor who live where it’s constantly a matter of
shifting priorities. In the winter time, it’s all about keeping the heat on. The moment it
warms up, now it’s about keeping food on the table and as one thing goes so they can
have something else.
I believe ACO’s are merely a mechanism of teaching the healthcare system what their
responsibilities should be. I believe this is something that really is a healthcare system
issue and not necessarily an ACO issue. From my perspective, I think it’s all about
teaching the healthcare system that we have to stop being a disease-based intervention
program. We need to take a look at patients throughout the continuum and not ignore them
when they’re not necessarily at their worst or at their sickest. We need to utilize the
community to help support that idea. I think that’s the partnership that really is going to
make the difference.
So if there is an ability to either get to a point where the patient, the recipient of the service
is able to be referred in the way where they don’t have to take an extra step, where you are
not creating an additional burden on somebody who has the need. And you are able to
connect somebody as seamlessly as possible to introduce them to the service that they
need, have that handoff completed in a way where they don’t have to come back and do
something else. And where the provider can go back to providing clinical care and it
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doesn’t interrupt their workflow. The more seamless and the fewer steps between all of that
and the less burden on the recipient and the referrer, then I think the better the process is.

Some ACOs provided examples of successful practices.
Example response
We need face-to-face meetings or get-togethers or planning, and making sure that different
layers within those organizations understand us. So an example with the home care
agencies, the most I think valuable way to enhance that partnership was to not only talk to
the leadership there, but also to the managers of all the nurses in the community. Once
those managers understood what we were up to and our goals and how they align and
how we could partner, it made everything 100 percent easier. Then the nurses got that
message from their manager, and we kind of got automatic buy-in that this was a good
thing. We weren't trying to do anything bad or take over anything. So it's that middle
management that we have to make sure is at the forefront of these meetings, in-person
presentations or get-togethers.
Do what we are doing…if the ACO either has a specific unit attached to a major provider in
your system, or if there is a community based agency, an omnibus agency if the
community is large enough that they could partner with, I think that is the way to go. Then
at least annually do a needs assessment and make sure that the main needs that your
ACO team is identifying are able to be met by existing community resources and vice
versa, where community resources are identifying needs not met that may be in the health
space that the health providers could provide that all that has surfaced and placed into a
business plan. Then periodically through the year, maybe three or four times a year, those
parties would get back together and assess how they are progressing in their annual work
plan and do the needed course directions and additions… there is a big opportunity for
relationship building, and then for a common goal setting, so that tripling goals that we hold
dear and the service and access goals that they hold dear come together in a meaningful
plan.
I want to say seamless bidirectional exchange of information. I think they need to be at the
table together to really understand what the needs are, both from the ACO perspective and
from the community partner perspective, and where we can find those touch points to help
each other. It can't be unidirectional where they identify the need and kind of push it to the
community partner. It has to be how do we partner together to address the need? Because
otherwise you may end up taxing the community partner without necessarily them feeling
the stress. So it has to be a bidirectional, supportive approach.
…you’re not going to walk out of every office visit just because you’re safe with an
antibiotic and people don’t understand that. But the education and campaign behind that is
important just the same as the difference in why you would be admitted versus why you
would be discharged from the ED. Those components, and I think that the interesting
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component of that is a community partner or community provider may not understand
those things themselves, that they can’t be a supporting voice.
It’s being involved in the communities that you serve and knowing who those resources
are, making sure that, overall, you’re supporting the community as well as the patient
population that you see because that’s going to be a continuing cycle. So, just being an
active member of the community within the patient population that you serve.
One of the things that I think is most beneficial about our Area Agency on Aging
partnership is referrals go both ways. So we identify patients that they have programs that
could assist so we will refer patients to them, but they are also identifying patients maybe
whose tenure in their program is ending, but who they believe are going to have ongoing
needs and support needs that we can help fill, and so they will pick up the phone and call
us and make referrals back to us as well. We see this group of patients as a group that we
are jointly responsible for in a very interactive way.

17. Changes ACOs are Considering to Improve Community Health (Question 37)
To improve community health, ACOs reported focusing on prevention and education,
specific clinical interventions, recognizing the importance of non-medical social services’
needs, and innovative use of technology. Prevention and education include a focus on
community wellness, and partnering with employers. One ACO is partnering with faith
communities and other organizations to offer training in palliative end-of-life care. This
includes making choices about advanced directives, and equipping community
organizations to help. Another ACO reports focusing on patients who have mild diabetes
and obesity or hypertension to focus educational and outreach programs in an innovative
fashion to try to modify behavior. Specific clinical interventions cited included post-acute
care, vaccination, and disease management. One ACO is launching a complex care clinic
for those with multiple chronic conditions that will bring multi-specialty physicians to one
location so that the patient can be seen concurrently by all of the specialists that would be
impacting them. This will reduce duplicative testing and procedures and improve care
coordination. ACOs recognize the importance of non-medical social service needs,
including access, behavioral health, and linking and partnering with community-based
services, expanding care teams to social workers, extensive use of community health
workers and patient navigators. Technological innovations include telemedicine,
information sharing and analytics to predict risk.
Example response
We’re doing some predicting analytics and analytics modeling to identify communities and
individual patients at risk. Risks that we may not be able to recognize simply by having lists
of patients and lists of practices, but really zeroing in on. And we’re trying to be able to
predict which patients are most vulnerable, most likely to become ill and suffer significant
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consequences of an illness or a condition. That’s really the first tack that we’re taking.
Following up on the building of this care management program.
Again, from my perspective being a physician, I think improving the provision of our care
has many improvements that can be made. Trying to help with health education as to the
right place to go at the right time for various illnesses that come up, within our health
system trying to make transitions along physicians and between different places in the
health system, trying to make the transitions more fluid and less difficult to make. So there
is a lot of things along that line that we need to improve in our health system. I think if you
are looking for the community things, I think just to continue to talk and to partner with
employers. I think partnering with employers has been a really important part of what we
are trying to do.
I think that we have had discussions about improving access to primary care. So like after
hours and weekends. The timeliness of the access, as well as the ease of the access. We
have also had discussions and partnerships about, and it has to do with the access issue,
but also patient opportunities for telemedicine.
We don’t have like a world hunger we’re going to improve community health overall just in
general and we’re going to launch some big initiative. Our efforts are much more targeted
to individual communities. I’d say there are a couple of exceptions where we’re really
targeting specific work. And one is again the mental health per se that we’re applying
across a broad range of communities. The other one is we’re really partnering with faith
communities and other organizations in the communities to offer sessions in which we
discuss end-of-life care and making choices about advanced directives and so forth. And
what we offer is the ability to train people within community organizations to really
understand how to do that work so that they can be self-sustaining and do it for
themselves. Or we also offer those seminars and we sort of plug and play. We’ll come and
do a seminar for a particular community. But if you imagine say a very large church or even
different senior services kind of community organizations if they have personnel that are
trained in the techniques they can have their own sustainable program and many prefer
that.
So if you would look at our project list for the year, it focuses mostly on more narrow
clinical projects. Let's improve the health of people with heart failure. Let's improve the
health of people with chronic lung disease. Let's try to help people in the community avoid
hospitalization for pneumonia and avoid pneumonia by increasing rates of immunization.
Those kinds of narrow things, not the broad community purpose agenda that United Way
or someone like that would have. Having said that, we do recognize that non-medical
social services are crucial, and it is why we have expanded our care team to include social
workers and others … engage with community resources.
The other thing we haven’t talked about is, I know this is a little far-reaching, but I’ve been
to some seminars and they’re pretty good about it, and that’s just that the trend that results
in activity beyond kind of the typical resources we’ve been discussing. So, in other words,
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the wellness of the community, how’s it tied to the quality of water and what people drink.
You know, if there’s some trends or some health information that can be shared with the
waterworks company, there’s value added there and the ACO hasn’t gone to those kinds of
extremes. And we haven’t understand some of the outcomes of health, related to
necessities of life, so to speak. And how you can improve that overall in a community.
We are going to look at as much community health workers as we can do, additional care
navigation and I believe they are also looking to generate more patient disease registries,
so that we have better access to data and compliance…
The organization as a whole always looks at the county health assessments and then that
is the approach that is looked at for determining the upcoming strategic plan, whether it just
be for the upcoming year or for the strategic plan for the forecast, and what that’s going to
be. So whether it’s pediatric obesity, tobacco or diabetes or whatever that may be, and
then aligning those both internal resources and those members that participate for the
community programs on how to align their own resources or what the focus of the
organization is so that we can have synergy in those conceptually.
I think that we have had discussions about improving access to primary care. So like after
hours and weekends. The timeliness of the access, as well as the ease of the access.
Patients who have mild diabetes and obesity or hypertension. It’s not going a problem this
year or the next year but it might be a problem in ten years. There’s where you focus your
educational programs, your outreach programs and whatever else you can come up with in
an innovative fashion to try to modify behavior.
I think right now, in our information gathering area, I think we are looking to target some of
the particularly high need areas. Assessing that need right now for us, and this is from a
clinical perspective, but our utilization access to care, affordability of medications, health
literacy - these are some of the areas where we are looking to start identifying
opportunities to help patients better manage their illness.
I think part of the work with our community health needs assessment would be a good
example that instead of being in isolation with everyone completing their own assessment
the work that’s in place to get us to all come together and complete one assessment and
one action plan. I think the support of the CIN to do that is a significant one because that is
such a change in culture for this area as well as changing how we typically do business, it
actually required us to go to the state health department area and get permission to do
that.
So we are about to launch a complex care clinic which will bring multi-specialty physicians
to one location so that the patient can kind of be seen at once by all of the specialists that
would be impacting them, so for those with multiple chronic conditions.
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ACO PROFILES
ACO
Number

ACO owned
by/affiliated
with a
hospital

Attributable
lives ACO
claims/
reports

ACO
started
operating

Type of
ACO

Supportive
Payers

Area of
community

Economic
Status

Ethnic Groups

Immigrant
Population

1

Owned by a
hospital.

28,000

2012

Medicare,
Amerigroup

Rural

Not
significant

Owned by a
health
system.

45,000

2011

A mix. Small
central city
surrounded by
suburban
towns
surrounded by
rural land.

Caucasian,
AfricanAmerican,
Hispanic,
Southeast
Asians.

Significant
immigrant
population

Yes.

3

Affiliated
with a health
system.

65,000

2011

Medicare
Pioneer

Medicare
(largest),
Horizon
BCBS (2nd
largest), and
arrangements
with local selffunded
organizations
like the
hospital’s own
employee
group.
BCBS,
UnitedHealth,
Aetna

Economically
disadvantaged
to middle
class.
Faced
substantial
economic
punch from
closures of
casinos.
Faced
unemploymen
t. It has
improved.

White,
Hispanic

2

Medicare
Shared
Savings
Program
Medicare
Shared
Savings
Program

Suburban/Urba
n

Middle class.

To some
extent
Hispanics

Maybe, don't
know.

4

Affiliated
with a
hospital
system.

135,000

2012

Medicare
Shared
Savings
Program

BCBS, Health
New England,
UniCare,
Tufts,

Combination of
urban,
suburban, and
rural

A mix of welloff, middle
class, and
disadvantaged

Caucasian,
Hispanic,
African
American,
Asian in that
order
Caucasian,
Eastern
European(Polis
h, Ukrainian),
African
American,

Central
American
migrant
worker
population

Not aware.
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Latino,
Vietnamese

5

Owned by a
hospital.

2013

Medicare
Shared
Savings
Program
Medicare
Shared
Savings
Program

BCBS,
PacificSource

Rural, but
biggest city in
the state

6

Affiliated
with a
hospital.

6,000

2015

7

Owned by a
health
system.

10,500

8

Owned by
four
hospitals.

9

Partnership
of hospitals.

Economically
disadvantaged
to middle
class.
A mix of welloff, middle
class, and
disadvantaged

Caucasian,
Native
American.

Not
significant.

Yes.

None

Suburban/
Urban

White, Black,
Hispanic

Yes.

Combination of
urban,
suburban, and
rural

A mix, with a
median
household
income of
$42,017 in
2013.

Diverse, all
groups

Small
Polish
immigrant
population
and small
Hispanic
population
Not more
than
surrounding
areas.

2014

Medicare
Shared
Savings
Program

Cigna, BCBS,
Humana,
United,
Aetna,
Coventry

MSSP:
107,000.
Private:
4,000. Going
up to
100,000 in
April 2016.

2014

Medicare
Shared
Savings
Program

CMS,
Humana,
Aetna (new),
United

Mostly urban

Ranges from
homeless to
very well off.

White, AfricanAmerican,
Russian,
Vietnamese,
Cantonese,
Arabic

19,000

2015

Medicare
Shared
Savings
Program

CDPHP,
MVP, New
York State
Medicaid,
Fidelis

Suburban/
Urban

Range from
wealthy to
economically
disadvantaged

Caucasian,
AfricanAmerican,
Guyanese,
Hispanic,
Asian, East
European
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If there is,
it's a small
subset and
it's
Hispanic
and
Vietnamese
.
Small, but
growing

County
community
health
assessment
is conducted
by NC Health
Department.
No, but the
health
system is
required to.

Yes.
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10

Owned by
integrated
healthcare
system.

2012

Medicare
Pioneer

PreferredOne
, Medica,
HealthPartner
s, BCBS

Combination of
urban,
suburban, and
rural

A mix of welloff, middle
class, and
disadvantaged

11

Yes,
affiliated.

10,000

2015

Middle class

90,000

2012

Suburban/Urba
n

Middle class
and above

13

Yes, owned.

60,000

2014

Hospital
employee
plan and
Medicare
Aetna,
Horizon
BCBS, InHospital
Employee
Insurance
Innovation
Health

Suburban

Yes,
affiliated.
Owned by
network.

Medicare
Shared
Savings
Program
Medicare
Shared
Savings
Program

12

Suburban

14

Yes, owned.

12,800

2012

BCBS

15

Affiliated
with a health
system.

160,000

2013

BCBS, MVP

16

Affiliated
with a health
system.

90,000

2011

Medicare
Shared
Savings
Program
Medicare
Shared
Savings
Program
Medicare
Shared
Savings
Program
Medicare
Shared
Savings
Program.
Also has
commerc
ial and
Medicare
contracts
.

Medical
Mutual of
Ohio,
Humana,
Hospitalbased care

66

Primarily
Caucasian.
AfricanAmerican,
Somali,
Hmong,
Hispanic
Hispanic,
African,
Caucasian

Somali and
Hmong

Hospitals do.

No. The
hospital has.

Diverse, all
groups

Some
pockets,
Spanish
speaking
More than
10 percent

Relatively
wealthy

Hispanic and
Asian

Yes, South
American

Yes.

Suburban/Rura
l

Mostly
economically
disadvantaged

White

No

Yes.

Combination of
urban,
suburban, and
rural
Urban

A mix of welloff, middle
class, and
disadvantaged
Combination
with more in
the working
class

White, AfricanAmerican,
Hispanic, some
Nepalese
Predominately
white
residents. 1215 percent
black
residents.

From
Myanmar

No.

Pocket of
Nepalese
immigrants.

Hospitals are
required to
by the
Affordable
Care Act, but
the ACO
does not.

Yes.
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17

A division of
health
system.

300,000

2010

18

Owned by
health
system with
8 hospitals.
Owned by a
health
system.

17,000

2014

38,000

2012

19

Medicare
with
CMS,
Medicare
Advantag
e
Program
s,
Medicaid
business
Medicare
Shared
Savings
Program
Medicare
Shared
Savings
Program

CMS, Aetna,
Anthem,
Cigna, United

Combination of
urban,
suburban, and
rural

Mostly middle
class

White, AfricanAmerican,
growing
Hispanic
population

Growing,
but not
significant

Yes.

CMS

Mostly rural, 29
counties.

Economically
disadvantaged

Hispanic,
AfricanAmerican

Don't know.

Medicare

Suburban

A mix of welloff, middle
class, and
disadvantaged

White, rising
Latino and
AfricanAmerican

A lot of
migrant
populations
.
Latino
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METHODS
Participant Recruiting
Study sites were recruited through a partnership with Premier, Greenwald & Associates,
and National Research. In order to encourage participation, Premier senior leadership
contacted the Chief Executive Officer (CEO) and/or Chief Medical Officer (CMO) from 28
advanced (i.e., fully integrated and in operation for at least two years) hospital-based
ACOs participating in Premier’s Population Health Management Collaborative (PHMC).
The recruiting used a combination of email and telephone invitations, reminders, brief
informational meetings, and follow up email- and telephone-based efforts by Greenwald &
Associates, National Research, and Premier staff including senior executives,
performance engineers (i.e., facility-embedded Premier staff), Premier Regional Directors,
and research and administrative staff.
Prior to the initiation of study, Premier applied for Institutional Review Board (IRB)
oversight from the New England Institutional Review Board (NEIRB) and received
confirmation of the study’s exempt status. The IRB determination letter was included as
an attachment to a customized Letter of Participation (LOP) document that all participants
had to review and sign. The LOP contained language authorizing the release and
potential merging of various types of ACO performance data including data collected
directly from ACO staff as part of this study and the public reporting of the study’s results
using masked identifiers.
Recruiting was carried out between September 2015 and April 2016. Data collection was
ongoing throughout the recruiting period and resulted in 19 ACOs completing all data
requirements.
Population Health Survey Development
Population health survey questions and formats were developed by Greenwald &
Associates with input from Premier PHMC leadership, research staff, and RWJF. While a
number of potential population health questions were initially proposed by Premier and
RWJF, the study team elected to carry out an additional structured question development
process. This entailed reviewing the current literature on ACOs, population health
surveys, social service agency surveys, patient/customer satisfaction surveys, and state
and federal regulations and reports. Staff also queried several (n=6) hospital CEOs and
PHMC leadership staff to gather additional information and insight.
One of the challenges for questionnaire design was the paucity of published research on
ACO operations. However, the assumption was that ACOs would be at the forefront in
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providing population health services and creating measurement structures to assess their
efficacy. As such, research staff decided to use preliminary population health survey
results as a vehicle for gathering additional data to be used in the development of the
ACO interview guide. Conversely, additional questions would be added to the ACO
interview guide to further explore concepts identified by the population health survey.
Survey questions were developed based on the results of the literature review and staff
interviews. Following question development, the research team evaluated all questions for
potential response bias and response latency.9 That is, in choosing or revising questions
from other instruments, as well as in writing new questions, the research team conformed
to a set of proven standards that ensured question quality and data integrity. This took the
form of avoiding several common mistakes in questionnaire development, such as:
1.
2.
3.
4.
5.
6.
7.

Failing to avoid leading words / questions
Failing to give mutually exclusive choices
Not asking direct questions
Forgetting to add a “Prefer Not to Answer” option
Failing to cover all possible answer choices
Not using unbalanced scales carefully
Not asking only one question at a time

All questions were assessed for grammar, readability, format, cognitive issues, mode, and
question sensitivity and were evaluated using the Flesch–Kincaid readability index to
determine question clarity.10 As this was an internet-based survey, special attention was
paid to survey logic, question flow, and potential respondent fatigue. 11
ACO participants were asked to identify a designated staff person (i.e., “survey
coordinator”) to fill out the survey and to provide the names and contact information for
three ACO staff members familiar with the planning, implementation and daily operations
of the ACO. A customized email containing the survey link was sent to each survey
coordinator and the progress of survey completion was tracked by a research associate
employed by Greenwald & Associates. In addition to weekly reminders sent to the
facilities by Greenwald & Associates, Premier staff also encouraged study progress
through emails and telephone calls with ACO senior leadership.
A sample population health questionnaire is attached at Appendix A.
ACO Staff Interviews
For consistency and completeness, all interviews followed a similar pattern. This involved
the use of a discussion guide with pre-determined probes. The guide was developed by
Greenwald & Associates in conjunction with Premier staff and RWJF.
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Discussion Guide Development and Testing
The initial design of the guide focused on exploring ACO implementation and performance
issues, best practices, and lessons learned. While a number of sample assessment
questions had been previously developed by Premier and RWJF as part of the study
planning process, the research team did a thorough review of the literature, interviewed
PHMC leadership and select hospital administrators, and integrated both insights from a
previously conducted population health survey conducted by the American Hospital
Association (AHA) and preliminary results from the ongoing internet-based population
health survey.
Discussion questions were developed in such a way as to minimize response bias and
maximize clarity in interpreting the responses. In choosing or revising questions from
other instruments, as well as in writing new questions, the research team conformed to a
set of proven standards that ensured question quality and data integrity including
simplicity of structure and clarity of language. Probes were designed to elicit unbiased
answers and while one goal was consistency between interviewers, the overarching goal
was to obtain complete information. Thus, interviewers were given some latitude in
modifying or skipping questions dependent on the interviewee’s role and/or ability to
provide information.
All queries were assessed for grammar, readability, format, cognitive issues, mode, and
question sensitivity and evaluated using the Flesch–Kincaid readability index to determine
question clarity.10
A sample ACO interview guide is attached at Appendix B.
Interview Technique
Interviewees were identified by participating hospitals and the information provided to
Greenwald & Associates through the web-based population health survey. The final four
questions of the survey requested the names and contact information for three staff
associated with the ACO. The ACOs were encouraged to select staff who varied in their
role within the ACO such as administration, clinical, or operations staff. The final question
asked whether Greenwald & Associates or ACO staff should schedule the interviews.
All interviews were conducted by telephone and by trained interviewers with a maximum
duration of 45 minutes. Interviewees provided verbal consent to the recording of the
interview and interviews were transcribed following completion. Senior staff from
Greenwald & Associates and National Research conducted all interviews. While the
names and positions of the interviewees were known to the interviewers, the ACO
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performance rankings (financial and quality) were not. This ensured the neutrality of the
interview process and reduced the potential for interviewer bias.
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Appendix A: Population Health Survey
Thank you for agreeing to help us with this very important survey to help assess the
current state of ACO services and needs. We are looking for indicators of how well your
services are improving health in the population. We are also interested in other services
that are needed to support further community health improvements.
The following questions will help us understand how your ACO defines its population, and
whether the health of your entire community (geographic area in which you operate) is a
consideration in your business model.
1. What statements best describe your ACO’s approach to population health
improvement? (Select all that apply)
Helping to ensure that primary care providers use a
Patient Centered Medical Home (PCMH) model .......................... 1
Helping providers become certified PCMHs ................................. 2
Improving care to patients with a specific disease state
to target in our attributable population
(examples asthma, COPD, or CHF). .................................... 3
Improving care for all high risk patients in our
attributable population. ....................................................... 4
Improving health outcomes (e.g. length or quality of life)
for the entire geographic area that we serve
(our community, including non-ACO participants) ............ 5
Improving the conditions for health (e.g. community safety, ...........
access to healthy foods, etc.) in our community. .............. 6
Other (please specify: __________ ) ............................................ 7
2. To what extent are each of the following in agreement on your ACO’s approach to
population health improvement? (Select all that apply) [SHOW Q2A-Q2E ON THE SAME
PAGE]

2a.
Our leadership team is completely in agreement .................................... 4
Our leadership team is largely in agreement ........................................... 3
Our leadership team is only somewhat in agreement .............................. 2
Our leadership team is not in agreement ................................................ 1
Don’t know .............................................................................................. 5
Other (please specify: __________ ) ....................................................... 6
2b.
Our employed providers are completely in agreement ............................ 4
Our employed providers are largely in agreement .................................... 3
Our employed providers are only somewhat in agreement....................... 2
Our employed providers are not in agreement ......................................... 1
Don’t know .............................................................................................. 5
Other (please specify: __________ ) ....................................................... 6
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2c.
Our affiliated providers are completely in agreement ............................... 4
Our affiliated providers are largely in agreement ...................................... 3
Our affiliated providers are only somewhat in agreement ......................... 2
Our affiliated providers are not in agreement ........................................... 1
Don’t know .............................................................................................. 5
Other (please specify: __________ ) ....................................................... 6
2d.
Our nurses and clinical staff are completely in agreement ....................... 4
Our nurses and clinical staff are largely in agreement .............................. 3
Our nurses and clinical staff are only somewhat in agreement ................. 2
Our nurses and clinical staff are not in agreement ................................... 1
Don’t know .............................................................................................. 5
Other (please specify: __________ ) ....................................................... 6
2e.
Our other employees are completely in agreement .................................. 4
Our other employees are largely in agreement ........................................ 3
Our other employees are only somewhat in agreement ........................... 2
Our other employees are not in agreement ............................................. 1
Don’t know .............................................................................................. 5
Other (please specify: __________ ) ....................................................... 6
3. To what degree are your organization’s mission, vision and values aligned with improving
the health of your attributable patient population?
Completely aligned with serving only our attributable population ............. 4
Somewhat aligned with serving only our attributable population .............. 3
Not aligned with serving only our attributable population ......................... 2
Not at all aligned with serving only our attributable population ................ 1
4. To what degree are your organization’s mission, vision and values aligned with improving
the health of your entire community (geographic area in which you operate)?
Completely aligned with improving our entire community’s health ............ 4
Somewhat aligned with serving our entire community’s health ................. 3
Not aligned with serving our entire community’s health ............................ 2
Not at all aligned with improving our entire community’s health ............... 1
5. What is your organization currently doing to improve the overall health in your community,
including those not directly served by your ACO? (Select all that apply)
Working with the public health department ............................................... 1
Working with the social service organizations in the community .............. 2
Working with schools ............................................................................... 3
Working with environmental planners ...................................................... 4
Offering wellness programs to the entire community ................................ 5
Other (please specify: __________ ) ....................................................... 6
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6. What additional programs or services are needed to improve the overall health of your
community? (Select all that apply)
Stable affordable housing ........................................................................ 1
Nutritional Assistance .............................................................................. 2
Access to safe spaces to engage in physical activity ............................... 3
Behavioral health services ....................................................................... 4
Substance abuse services ...................................................................... 5
Help with employment.............................................................................. 6
Childcare services ................................................................................... 7
Domestic violence prevention or support ................................................. 8
Family counseling .................................................................................... 9
Literacy/ education ................................................................................. 10
Financial planning/budget management................................................. 11
Prescription assistance .......................................................................... 12
Transportation........................................................................................ 13
Other (please specify: __________) ...................................................... 14
7. Does your community have the resources to provide the services to improve the overall
health of the community?
Yes absolutely ......................................................................................... 6
Yes probably ............................................................................................ 5
Maybe ..................................................................................................... 4
Probably not ............................................................................................ 3
Absolutely not .......................................................................................... 2
I really don’t know .................................................................................... 1
8a.

How would you rate your organization’s ability to provide these needed services? [SHOW

Q8A & Q8B ON THE SAME PAGE]

Very good ................................................................................................ 4
Good ..................................................................................................... 3
Poor ..................................................................................................... 2
Very Poor................................................................................................. 1
8b. What are your reason for the above rating? (please describe)
[OPEN-END]

9. What would help your ACO increase your organization’s support and involvement in
improving the overall health of the entire community (geographic area in which you
operate)? (Select all that apply)
Knowledge of the business case for improving the overall health of the
entire community (geographic area in which you operate) ............ 1
Knowledge of best practices in improving the overall .. health of the entire
community (geographic area in which you operate)...................... 2
Support from community partners…………………………..…………… ..... 3
Other (please specify: __________) ........................................................ 4
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10. How important is it to the entire community for your organization to take a leading role in
addressing the overall health of the entire community?
Very important ......................................................................................... 5
Somewhat important ................................................................................ 4
Neutral ..................................................................................................... 3
Unimportant ............................................................................................. 2
Very unimportant ..................................................................................... 1
11. How important is it to your organization to take a leading role in addressing the overall
health of the entire community?
Very important ......................................................................................... 5
Somewhat important ................................................................................ 4
Neutral ..................................................................................................... 3
Unimportant ............................................................................................. 2
Very unimportant ..................................................................................... 1
12. What are the biggest barriers your community faces in helping to address community
members’ social needs? (Select all that apply) [RANDOMIZE]
Patient’s ability to pay for healthcare or Medicaid eligibility restrictions ............. 1
Inadequate funding for social service programs ................................................ 2
Inadequate funding for behavioral health .......................................................... 3
Inadequate funding for substance abuse .......................................................... 4
Inadequate funding for domestic abuse ............................................................ 5
Difficulty in coordinating care across organizations ........................................... 6
No sharing of information across organizations ................................................. 7
Health record interoperability challenges .......................................................... 8
Inadequate funding for education programs ...................................................... 9
Inadequate funding for public health programs ............................................... 10
Inadequate funding for public transportation ................................................... 11
Insufficient transportation services .................................................................. 12
Rural area challenges ..................................................................................... 13
Urban area challenges .................................................................................... 14
Suburban area challenges .............................................................................. 15
Extensive poverty in the patient population ..................................................... 16
Nutrition adequacy .......................................................................................... 17
Food deserts ................................................................................................... 18
Patient engagement ........................................................................................ 19
Reading literacy .............................................................................................. 20
Health literacy ................................................................................................. 21
Multiple foreign languages to translate ............................................................ 22
Inadequate funding for housing ....................................................................... 23
Homelessness ................................................................................................ 24
High number of veterans ................................................................................. 25
Other (please specify _________ ) [ANCHOR] ................................................ 26
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The following questions focus on the range of services you provide through your ACO, and
any unmet needs of your patients.
13. What programs and services does your ACO offer? (choose only one for each)

a.

Health fairs and screenings (e.g., breast
exams, HIV/STD tests, falls assessments)
b. Patient Centered Medical Home
certification training
c. Weight, wellness or exercise programs
d. Health education (e.g., diabetes
management, weight loss)
e. Nutrition or other weight management
services
f.
Smoking cessation clinics
g. Chronic disease management clinics
and/or programs
h. Maternal child health clinics or programs
i.
Telemedicine visits or home visits
j.
Patient navigators or community health
workers or social workers
k. Transportation
l.
Home modifications (e.g., installation of
handrails, ramps)
m. Housing assistance (e.g., referrals to local
programs)
n. Integrated physical health and behavioral
health/substance abuse services
o. Other (please specify _______)
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Currently
offering

Plan to
offer in 6
months

Not
offering
within 6
months

Don’t
know

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1
1

2
2

3
3

4
4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4
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14. Do you have an adequate number of certified staff to provide the necessary professional
and support services directly to ACO patients? (choose only one for each) [RANDOMIZE]

a.
b.
c.
d.
e.
f.
g.
h.
i.
j.
k.
l.
m.
n.
o.
p.
q.

Yes

No, not
adequate

Not currently,
but we will in
the next 6
months

1

2

3

4

1
1
1

2
2
2

3
3
3

4
4
4

1

2

3

4

1

2

3

4

1

2

3

4

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

Behavioral health case
managers
Behavioral health providers
Care managers
Community health workers
EMR/EHR/IT staff or
consultants
Epidemiologists
Financial assistance program
staff
Health coaches
Health educators
Nurses
Social workers
Patient experience officers
Patient/family
educators/advocates
Patient navigators
Quality/performance
improvement staff
Translators
Other (please specify
________ )

Don’t
know

15. Does your organization focus on social service needs like housing, income, etc. (also
known as “social determinants of health”)?
Yes, it is a major focus ............................................................................. 1
Yes, it is a minor focus ............................................................................. 2
No, it is not at all a focus .......................................................................... 3
Other (please specify _________ ) .......................................................... 4
16. Should your organization focus on social service needs like housing, income, etc. (also
known as “social determinants of health”)?
Yes, it should be a major focus ................................................................ 1
Yes it should be a minor focus ................................................................. 2
No we should not focus on it at all............................................................ 3
Other (please specify _________ ) .......................................................... 4
17. Does your organization partner on social service needs like housing, income, etc. (also
known as “social determinants of health”)?
Yes, partnering with others is a major focus for us ................................... 1
Yes, partnering is a minor focus for us ..................................................... 2
No, partnering is not at all a focus for us .................................................. 3
Other (please specify _________ ) .......................................................... 4
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18. What additional programs or services are needed to improve the health of your ACO
patients? (Select all that apply) [RANDOMIZE]
Stable affordable housing ........................................................................ 1
Nutritional Assistance .............................................................................. 2
Access to safe spaces to engage in physical activity ............................... 3
Behavioral health services ...................................................................... 4
Substance abuse services ...................................................................... 5
Help with employment.............................................................................. 6
Childcare services ................................................................................... 7
Domestic violence prevention or support ................................................. 8
Family counseling .................................................................................... 9
Literacy/ education ................................................................................. 10
Financial planning/budget management................................................. 11
Prescription assistance .......................................................................... 12
Transportation........................................................................................ 13
Other (please specify _________ ) ........................................................ 14
19. How important is it to the community that your organization takes a leading role in
addressing these service needs?
Very important ......................................................................................... 5
Somewhat important ................................................................................ 4
Neutral ..................................................................................................... 3
Unimportant ............................................................................................. 2
Very unimportant ..................................................................................... 1
20. What partners do you work with to help address community members’ social service
needs? (Select all that apply) [RANDOMIZE]
Behavioral health or other units at our hospital/health system.................. 1
Community mental health providers ......................................................... 2
Public health agencies ............................................................................. 3
Housing agencies .................................................................................... 4
Community-based organizations .............................................................. 5
Faith-based organizations ........................................................................ 6
Schools .................................................................................................... 7
Other (please specify _________ ) .......................................................... 8
21. How do you go about selecting these partners? (Select all that apply) [RANDOMIZE]
Past experience working with them .......................................................... 1
Recommendations from our board members ........................................... 2
Recommendations from other organizations ............................................ 3
Knowledge of existing community partnerships........................................ 4
Organization located in areas of high need .............................................. 5
Organizations Partners who work in topics where we
need the most help ....................................................................... 6
Public or governmental partners .............................................................. 7
Other or not applicable (please specify ________) .................................. 8
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22. What information do you use in evaluating potential partners? (Select all that apply)
[RANDOMIZE]

Recommendations from known sources .................................................. 1
Newspaper or magazine articles .............................................................. 2
Social media ............................................................................................ 3
Evaluations from our patients................................................................... 4
Internet or other research......................................................................... 5
Other (please specify ___________ ) ...................................................... 6
23. What do you perceive as the biggest barriers your ACO faces in helping to address your
patients’ social needs? (Select all that apply)
Lack of community support ...................................................................... 1
Lack of expertise...................................................................................... 2
Lack of funding ........................................................................................ 3
Lack of staff/time...................................................................................... 4
Lack of willing partners ............................................................................ 5
Other (please specify ___________ ) ...................................................... 6
24. To what degree are the leaders of your ACO collaborating with and coordinating activities
with your community benefit department?
Extensively .............................................................................................. 3
Somewhat ................................................................................................ 2
Not at all .................................................................................................. 1
I don’t know ............................................................................................. 4
Other or not applicable (please specify _________) ................................ 5
To help us determine what contributes to your ACO’s success, please tell us how your
ACO does business.
25. What approaches do you use to evaluate your ACO’s quality performance? (Select all that
apply) [RANDOMIZE]
Reviewing quarterly CMS claims data on our performance ...................... 1
Reviewing monthly clinical data from reporting tools ................................ 2
Reviewing weekly clinical data on the health status of our
attributable population ................................................................. 3
Reviewing real time clinical data on the health status of our
attributable population ................................................................. 4
Providing clinicians access to dashboards evaluating
their performance ......................................................................... 5
Reviewing health indicators (e.g. pollution levels, length and
quality of life, graduation rates) across the entire
geographic area we serve (our community, including
non-ACO participants) .................................................................. 6
Other (please specify: ______) ................................................................ 7
26. What value-based contracts or programs do you participate in? (Select all that apply)
[RANDOMIZE]

CMS Pioneer ACO ................................................................................... 1
CMS Medicare Shared Savings Program (MSSP) ACO ........................... 2
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CMS Next Generation ACO Program ....................................................... 3
CMS Bundled Payment for Care Improvement (BPCI) Program .............. 4
CMS Comprehensive Care for Joint Replacement (CCJR) Program ........ 5
Commercial ACO or shared savings program(s) ...................................... 6
Commercial bundle payment program(s) ................................................. 7
Medicaid ACO.......................................................................................... 8
Medicaid Managed Care .......................................................................... 9
Other (please specify: _______) ............................................................ 10
27. Approximately how many patients are attributed to your organization across all of your valuebased contracts?
[OPEN-END]

28. Approximately what percentage of your total attributable population changes from year to
year?
None ..................................................................................................... 1
1 percent to 25 percent ............................................................................ 2
26 percent to 50 percent .......................................................................... 3
51 percent to 75 percent ......................................................................... 4
76 percent to 100 percent ........................................................................ 5

29. Approximately what percentage of your ACO providers are your employees?
None ..................................................................................................... 1
1 percent to 25 percent ............................................................................ 2
26 percent to 50 percent .......................................................................... 3
51 percent to 75 percent ......................................................................... 4
76 percent to 100 percent ........................................................................ 5
30. Approximately how many full time equivalent (FTE) providers serve your attributable
population?
[OPEN-END]

31. In what year did you enter your first value-based contract?
[OPEN-END]

32. At what point did you realize return on investment (ROI) for ACO in value based
payments?
Less than one year .................................................................................. 1
One to two years ...................................................................................... 2
Two to three years ................................................................................... 3
More than three years .............................................................................. 4
We have not realized an ROI yet ............................................................. 5
We have not calculated our ROI yet ......................................................... 6
Other (please specify: __________) ........................................................ 7
33. How would you describe your success as an ACO?
We are a very high performing ACO ........................................................ 1
We are a moderately performing ACO ..................................................... 2
We are challenged to perform as an ACO................................................ 3
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Other (please specify: __________) ........................................................ 4
34. Please describe your position in the ACO? [ALLOW MULTIPLE RESPONSES, BUT MAKE
ANSWER CHOICES 1-5 EXCLUSIVE FROM EACH OTHER]

Executive Director .................................................................................... 1
Medical Director ....................................................................................... 2
Other member of the leadership team ...................................................... 3
Administrative staff................................................................................... 4
Clinical staff ............................................................................................. 5
Other (please specify: __________) ........................................................ 6
35. Lastly, please identify three individuals in each of the following roles who would be available

for a 30-minute telephone interview between January 25th and March 18th. The telephone
interview will be a more in-depth discussion about your ACO performance. [show Q35 & Q36
on same page]
Name

Email

Phone

Title

Clinician:
Administrator:
Operations:
36. What is the best way for us to schedule the three telephone interviews?
One individual from the hospital staff can schedule (please specify the name,
phone number and email: ___________) ..................................... 1
Contact the three individuals directly ........................................................ 2
Thank you for responding to our survey. We appreciate your time and value your input.
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Appendix B: ACO Staff Discussion Guide
RWJF Interview Guide / Discussion Guide
Hello, my name is [INTERVIEWER NAME]. I am calling from Greenwald & Associates/National
Research. We are an independent research firm, hired to speak with you on behalf of [client
name as they want it mentioned].
Thank you for agreeing to help us with this very important study to help assess the current state of
ACO services and needs. We are looking for indicators of how well your services are improving
health in the population. We are also interested in other services that are needed to support
further community health improvements. As you were told in our introductory email, this discussion
should take about X minutes. Is this still a good time for you?
Yes [Proceed]
No [Ask:] Thank you. Is now a good time to reschedule our appointment, or should I get
back to you later? [Reschedule time] Thank you for your time, I look forward to speaking
with you soon.
I want to confirm that you understand how we will use the data gathered during this interview. The
data will be combined with interview data from other respondents as we write our report on ACOs
work on population and community health. We will not use your name or the name of your
organization in the report. Once the report is written our notes will be destroyed.
Do you consent to participating in this interview?
Yes. [Proceed to Recording question.]
No. [Thank you for your time. END call.]
Would it be alright for me to record this interview as it makes accurate note taking much easier?
The recording will be destroyed after our notes are finalized. Do I have your permission to record?
Yes. [Inform the respondent that there will be a slight pause and start the recording]
No. [Thank you, I will take my notes in writing only.]
Do you have any questions about this study before we get started?
I would like to begin our discussion by learning how your organization understands and/or uses
the term population health.
1. How does your organization define population health?
Probe for:
When you talk about population health how do you define your population?
Is it just your patients or your attributable lives?
Is the definition of population health generally agreed to among leadership and providers in
the ACO?
(This refers to administrators, managers, physicians, nurse practitioners, physician
assistants, care managers, nurses, and staff.)
Does administration/management hold a different view about population health from
providers, including support staff)?
If so, how are the views different from each other?
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2. What strategies does your ACO use to improve the health of your patients?
Probe for:
Use of Primary Care Medical Home certification/training
Work on high risk patients such as those with congestive heart failure
Work on patients most likely for re-admission
Use of dashboards and reports for providers
Use of real time reporting by providers or management
Are you working in the community to improve health for everyone (macro approach)?
3. Do you think the health of the overall community has any impact on your ACO’s success?
Probe for:
If yes, why? What is the relationship?
If not, what does affect your ACO’s success the most?
4. Do your providers or care managers find that patients need Community Services* that are not
available in your community? (Community Services might include things like housing, income
assistance, behavioral health, daycare, senior resources for independent living, transportation,
and so on.)
*Note: CMS defines Community Services as a range of public health and social service support
that aim to address health related social needs, and include many home and community based
services.
Probe for:
If yes, what services
Why do you think these are a problem?
What needs to be done?
Who needs to do it?
If not, how do they get those service needs met?
Are your providers involved in any community based efforts/organizations?
Has your management talked about any strategies for involvement?

5. We would like to get an idea about how well resourced your community is and how those
resources are distributed.
Please For this next question, please use a scale of 1 to 10, where a rating of 1 is resources are
completely lacking or unavailable and 10 is an abundance of needed resources. How would you
rate the availability of Community Services in the communities in which you operate? [repeat scale
from above if needed]
Probe for:
Please explain why you gave this rating to your community.
Who is responsible for providing needed Community Services?
Are resources equally available in all areas of the community?
What could the community do to improve the availability of Community Services?
If your community has successful programs, what has worked for them?
6. Do providers in your ACO believe that robust Community Services are important?
Probe for:
Do they think this affects the overall health of the community?
Who do they think is responsible for providing needed resources?
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What do they seem to be willing to do to help?
Have they shared ideas about programs that they have seen succeed in other places?
7. Do most of the managers/administrators for your ACO believe that robust Community
Services are important to help with patient’s needs?
Probe for:
Do they think this affects the overall health of the community?
Who do they think is responsible for providing needed resources?
What do they seem to be willing to do to help?
Have they shared ideas about programs that they have seen succeed in other places?
Next we would like to talk about what your ACO is doing to help address these Community Service
needs.
8. What do your ACO providers and staff members do to help patients directly with accessing
Community Services?
9. What do your ACO providers and staff members do when they see these Community Service
needs appear many times over?
Probe for:
Discuss with other health colleagues,
Discuss with political entities (for example public health, local government, governors)
Join groups or boards to work on these issues, (community health organizations, and
advocacy groups)
Recommend that ACO management become active in providing needed services
Recommend that ACO management form partnerships to address these needs
Recommend that ACO management lead partnerships to address these needs
10. What organizations does your ACO partner with to improve the overall health of your
communities?
11. What organizations does your ACO partner with to improve the health of your patients?
12. What organizations does your ACO partner with to improve social and support services in your
communities?
13. How do you select these partners?
Probe for:
What’s important to you?
How formal are these relationships
Do you plan to expand partnerships/ do you have enough
14. How do you think ACOs in general, work with community partners?
Probe for:
What enhances the effectiveness of ACOs in working with community partners?
What detracts from the effectiveness of ACOs in working with community partners?
15. What changes, if any, are you considering making in your ACO to improve the community’s
health?
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16. What recommendations, if any, do you have for other ACOs to improve their community’s
health?
17. We would like to get some information about your ACO and your community’s profile to give us
context for your answers. Could you please answer the following about your ACO:
ACO profile
Is your ACO owned by a hospital?
Is your ACO affiliated with a hospital?
Approximately how many attributable lives does your ACO claim or report?
When did your ACO start operating?
What type of ACO are you- Pioneer? Medicare Shared Savings Program? Other?
Which payers support your ACO with agreements for potential incentive payments?
Community profile
Is your community located in a rural are? Suburban area? Urban area? Or some
combination of these?
Please tell us a little about the type of economic status that predominates in your
community. Are most people economically disadvantaged? Middle class? Well off? Or
some combination of these?
What are the major ethnic groups that predominate in your community?
Is there a significant immigrant population?
Does your ACO conduct a Community health needs assessment?
Would you be willing to share that document with us for use in this study?
Do you have any other questions or comments?
Thank you for your help. We appreciate your time and you sharing your unique perspective.
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