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Practices Eye Playing Field for
Accountable Care Organizations
B Y  M A RY  E L L E N  S C H N E I D E R

T
he medical model of “the
more you do, the more you
make” is out, according to

Dr. William Chin, and so is the idea
that the physician needs to do every-
thing personally. If a service can be
provided more efficiently by a nurse
or social worker, that may be the way
to go under the next big thing in
health care – the accountable care
organization. 

Dr. Colleen Kraft, a pediatrician
for Carilion Clinic in Roanoke, Va.,
has participated in an integrated
health system since 2007. The Epic
care system links the Carilion Clinic’s
pediatric specialists with a hospital,
therapists, and care coordinators.

While participating in an ACO-
modeled system, Dr. Kraft said she
has noticed a significant improve-
ment in quality of care. 

“Our ability to communicate with
each other about common patients is
extensive and streamlines patient care,
especially for children with special
health care needs,” Dr. Kraft said.
“Parents from all socioeconomic
groups are better informed about
following asthma action plans, healthy
eating, and the importance of
prevention. This makes compliance
with medications and anticipatory
guidance much easier.”

Dr. Chin, executive medical direc-
tor for HealthCare Partners, an
independent physician association

Teen Vaccine Recs Had Little
Impact on Preventive Visits

B Y  D O U G  B R U N K

FROM THE ANNUAL MEETING OF THE

PEDIATRIC ACADEMIC SOCIETIES

DENVER – Although new adolescent
vaccine recommendations disseminated
between 2005 and early 2007 for
meningococcal, tetanus-diphtheria-
pertussis, and human papillomavirus
vaccines were anticipated to increase the
proportion of adolescents with an an-
nual preventive visit, no such impact has
occurred, results from a large national
survey demonstrated.

However, the rates of vaccination-only
visits did increase, researchers led by
Christina S. Albertin, reported during a
poster session at the meeting. 

The findings suggest that patterns of
primary care delivery did not appear to
change as a result of the new recom-
mendations for this population.

“Additional methods, such as reminder
recall interventions for annual well care

visits, may be needed to bring addition-
al adolescents in for recommended pre-
ventive care,” the researchers wrote.

Ms. Albertin and her associates from

the division of general
pediatrics at the Uni-
versity of Rochester
(N.Y.) analyzed Medical
Expenditure Panel
Survey data for any
medical visits, well-
care visits, and vac-
cine-only visits made
by adolescents, aged
11-21 years, during
two time periods:
2004-2005 (before the
vaccine recommenda-
tions) and 2007-2008
(after the recommen-
dations). 

They compared visit
rates overall and by age
group (11-13 years, 14-

17 years, and 18-21 years), sex, race/eth-
nic group, insurance status, and house-
hold income. They used chi square

“Physicians who choose to become part of an
ACO have to want to work more collaboratively.
Technology alone doesn’t provide better
patient care; physicians who ... communicate
with each other as well as the families
improve patient care,” according to
pediatrician Colleen Kraft.See ACOs page 6

See Vaccine Recs page 4
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‘The data seem to show ...
pediatricians focused on fitting
vaccinations into existing visits.’

An educational webcast filmed at the JOHNSON’S® Brand-
sponsored Satellite Symposium held at the 

26th International Pediatric Association 
Congress of Pediatrics

Johannesburg, South Africa ~ August 7, 2010
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the national survey findings. 

©
J

A
IM

IE
D

U
P

L
A

S
S
/F

O
T

O
L

IA
.C

O
M



6 NEWS M AY  2 0 1 1  •  P E D I AT R I C  N E W S

(IPA) based in Torrance, Calif., said his
group plans to participate in the new
Medicare shared savings program for
ACOs, which will launch in January. The
group has been preparing for the transi-
tion for a while: They are currently also
working with Anthem Blue Cross in
California to test how an ACO would
work in the commercial market as well
as testing ACO accreditation standards
being developed by the National Com-
mittee for Quality Assurance (NCQA). 

This year is likely to be a “learning
year” for their practices, Dr. Chin said, as
they prepare to meet the various stan-
dards being developed for ACOs. One
advantage they will have is that their
practices have already adopted electron-
ic health records.

But even with EHRs in place, all prac-
tices seeking to become ACOs will have
to deal with significant culture changes
and shifts in the delivery model, he said.

Dr. Kraft said it will take more than
new technology to make the ACO mod-
el a success. “Physicians who choose to
become part of an ACO have to want to
work more collaboratively. Technology
alone doesn’t provide better patient care;
physicians who take the time to com-
municate with each other as well as the
families improve patient care,” she said. 

ACOs have been a hot topic in health
care circles since they were written into
the Affordable Care Act. The law in-
cludes the shared savings program
through Medicare, which will allow
ACOs to earn additional payments if
they can both save the government mon-
ey and meet quality benchmarks. As the
program goes forward, physicians also
would assume some financial risk if they
are unable to provide cost-effective care.

Officials at the Centers for Medicare
and Medicaid Services released a pro-
posed regulation
outlining how
the Medicare
ACO program
will work. Un-
der the new vol-
untary program,
ACOs could in-
clude physicians
in group prac-
tices, networks
of individual practices, hospitals that
employ physicians, and partnerships be-
tween these entities, as well as other
providers. An ACO will be a partnership
among both primary care and specialist
physicians; however, only primary care
providers will be able to form an ACO,
according to the proposed regulation. 

Providers working in an ACO would
continue to receive regular payments
under Medicare fee for service, but could
qualify for additional payments if they
save money for the program. The pro-
posed regulation requires that ACOs
meet quality standards and demonstrate
that they have reduced costs in order to
be eligible to share in savings. The pro-
posal outlines 65 quality measures in
five domains: patient experience, care
coordination, patient safety, preventive

health, and metrics for the care of at-risk
and frail elderly populations.

The proposed regulation also creates
two models for how an ACO can share
in the potential Medicare savings,
depending on its level of maturity. Under
a one-sided risk model, a less-developed
ACO can share in the savings they
produce during the first 2 years and then
assume financial risk in year 3, sharing in
any potential financial losses. 

More mature organizations can pursue
the two-sided risk model and share in the
potential savings and losses immediately.
As an incentive to assume risk earlier,
ACOs that pursue the two-sided risk mod-
el will be eligible for a shared savings per-
centage of 60%, as compared with 50%
for those in the one-sided risk model. 

Physicians’ groups see pluses and
minuses in the government’s vision for
ACOs.

The ACO model might not allow for
pediatricians to capitalize on savings,
according to Dr. Virginia Keane of the
department of pediatrics at the Univer-
sity of Maryland, Baltimore.

“We already operate in the medical
home model. We already have taken on is-
sues of care coordination. The savings
made by making those changes, we’ve al-
ready made,” she said. “So if that’s the
way pediatricians are going to be com-
pensated, what does that mean for pedia-
trician compensation?” As ACOs are de-
signed to create savings in management of
chronic illnesses and decreasing readmis-
sion rates, Dr. Keane said most of the sav-
ings will go to hospitals, not to pediatri-
cians who handle fewer chronic illnesses. 

While she admits the system does
seem to work in favor of adult chronic
care, Dr. Kraft said the shared savings
could still benefit pediatricians. “A pedi-
atric-only ACO could take advantage of

savings from
hospitalizations
(which account
for 61% of dol-
lars paid for chil-
dren with spe-
cial health care
needs). Further
savings could
come from co-
management of

chronic illness between primary care
and pediatric subspecialties,” she said. 

The proposed regulation has some
good points, said Dr. Roland A. Goertz,
president of the American Academy of
Family Physicians, but doesn’t provide
much incentive for small- and medium-
sized practices to participate. For example,
the program focuses on too many quali-
ty measures in the first year and the
number of covered beneficiaries that must
be in an ACO might be too high for many
smaller practices to reach. Also, the design
for one-sided and two-sided risk is likely
too complex to attract practices without
experience operating as an ACO, he said. 

Dr. Goertz said the AAFP will file
public comments on the proposed regu-
lation urging changes to make it more
attractive to smaller practices. In the

meantime, he advised family physicians
not to rush into any ACO deals. Family
physicians are in a good bargaining
position and should try to avoid making
commitments to other organizations
before they have a clear sense of the fi-
nal regulation from the CMS. 

When it comes time to make those
agreements, physicians must be clear on
the details of risk sharing and payments
to individual physicians. “Don’t under-
value yourself in terms of the potential
of the ACO,” he advised. 

Officials at the American Medical
Association also have voiced some
concerns about the investments that
physicians, especially those in small prac-
tices, would need to make in order to
become part of
an ACO. Poten-
tial investment
might include
maintaining an
electronic health
record, hiring
nurse care man-
agers to assist in
patient educa-
tion and self-sup-
port, or adding currently unreimbursed
services such as e-mail communication
with patients and other physicians.

The AMA has recommended that the
CMS create loan- and technical-assis-
tance programs to help small physician
practices in becoming ACOs. Since com-
mercial lenders might be reluctant to
grant lines of credit, given the uncer-
tainty and confusion that surround
health care payments, the AMA
suggested that the CMS educate lenders
on the new revenue streams associated
with ACOs. CMS also could create a loan
guarantee program to make it easier for
small physician practices and IPAs to get
financing from commercial lenders. 

One area in which physicians may
need to make investments is in health
information technology. Jonathan Blum,
director of the Center for Medicare Man-
agement, said the ACO proposal is close-
ly aligned with the Health Information
Technology for Economic and Clinical
Health (HITECH) Act of 2009 and the
electronic health record incentive pro-
grams. Coordinating the ACO quality
measures with those in the EHR incen-
tive programs reduces the burden on
physicians and hospitals that are
submitting data through the various
programs. It also offers the potential for
physicians to offset some of their tech-
nology costs through the bonus
payments they can earn by achieving
meaningful use of their EHRs.

The move to ACOs will be a major
shift, said Dr. Paul Grundy, director of
health care transformation for IBM and
president of the Patient-Centered
Primary Care Collaborative. “You’ve got
a $2.7 trillion stream going in the wrong
direction,” he said. “That’s a huge river
to overcome.” 

But despite the financial and cultural
barriers that have prevented these types
of shifts from occurring in the past, Dr.
Grundy said the medical community is
ready to make a change toward the
patient-centered medical home concept
and ACOs. Many purchasers of health

care, including Fortune 100 companies
and the federal government, are already
supporting the concept of the medical
home and physicians who have made the
switch love it, he said. “I think it’s really
clear that this is where we’re going and
where we have to go.”

The trend is being driven by more than
just the provisions in the Affordable Care
Act, he said. The escalating cost of health
care is pushing businesses and other
health care purchasers to look for alter-
natives to keep costs down. At the same
time, there are finally data to show how
patients are being managed and what
types of care are cost effective. Addi-
tionally, younger consumers want to
access health care the same way they do

their banking
and shopping.
“For them to be
told by a practice
that they can’t
access their labo-
ratory data
online, they’ll
just keep look-
ing until they
find someone

who can,” Dr. Grundy said. 
Another player in the ACO field is the

NCQA. The not-for-profit organization
offers recognition programs for physi-
cians, hospitals, and health plans in a
number of areas. Starting this summer,
the organization plans to unveil its stan-
dards for ACO accreditation. The first
ACOs to go through the program could
receive accreditation in 2012, according
to Raena Grant Akin-Deko, assistant vice
president for development at the NCQA. 

The standards could be a “road map”
for organizations to begin to build the
capabilities to become an ACO, she said.
“What we’ve done through these
standards can help people understand
what the important capabilities are and
give them some direction about what are
the things that they should be thinking
about.” 

The NCQA recently concluded testing
of its standards with 10 organizations that
represent IPAs, multispecialty practice
groups, and integrated delivery systems.
One issue that came up during the testing
is the importance of leadership within the
ACO. “We can define structural features
that are important for [ACOs], but I think
you cannot underestimate the importance
of leadership and the cultural change
toward patient-centered care in forming
these organizations,” she said. 

In the first few years, ACOs may come
in a variety of forms, according to Dr.
Keane. “They’re all going to look dif-
ferent and they’re all going to figure out
different ways to provide care and pro-
vide reports. I worry about that,” she
said. “First, I think we’re going to have
years of total chaos. But that’s what
we’ve got right now, so it can’t be worse.”

The Affordable Care Act also includes
a pediatric ACO demonstration project
that allows states to award incentive
payments through the Medicaid pro-
gram. That project is also expected to
launch next year. ■

Alicia Ault, Frances Correa, and Naseem
Miller contributed to this report. 
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ACOs from page 1

In the first few years, ACOs may
come in a variety of forms.
‘First, I think we’re going to
have years of total chaos. But
that’s what we’ve got right now,
so it can’t be worse.’

‘A pediatric-only ACO could take
advantage of savings from
hospitalizations (which account
for 61% of dollars paid for
children with special health
care needs).’ 


