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Abstract
More than 700,000 physicians and advanced practice clinicians participate in Medicare ACOs,
which is responsible for the cost and quality of care for more than 13 million beneficiaries.
Nearly 40 percent of neurologists who treat Medicare patients are already in an ACO. The
Centers for Medicare and Medicaid services is now implementing a strategy for value-based
specialty care that promotes active ACO management of specialty services while some ACOs
are starting to direct referrals to preferred specialist networks. Neurologists can benefit from
engaging with ACOs through enhanced patient data, an emphasis on team-based care, care
coordination support for their patients, and financial rewards for performance. Neurologists can
help ACOs as the population ages, including by helping ensure appropriate use of expensive
new therapies for neurologic conditions.

The Medicare Shared Savings Program (MSSP) is the nation’s largest alternative payment
model (APM), which in 2023 comprised 453 accountable care organizations (ACOs),
573,000 participating physicians and advanced practice clinicians (APCs), and nearly 11
million assigned beneficiaries.1 An additional 132 ACOs are in the new Realizing Equity and
Community Health (REACH) ACO model with 132,000 clinicians and 2.1 million benefi-
ciaries.2 In the past year, the Centers for Medicare andMedicaid Services (CMS) announced a
goal of having all Medicare beneficiaries in an accountable care relationship by 2030, and it has
made major changes in the MSSP to attract new participants beginning in 2024.3

ACOs in the MSSP and REACH are responsible for the cost and quality of care delivered to
Medicare beneficiaries who are assigned to the ACO when they receive the plurality of their
primary care from an ACO physician. Each ACO is subject to a spending benchmark that is
based on a blend of its historical per member, per year (PMPY) spending and regional average
PMPY. The regional blending can increase the benchmark of a regionally efficient ACO by up
to 5 percent, and it previously could reduce the benchmark for regionally inefficient ACOs by
the same percentage. However, CMS eliminated the negative regional adjustment for con-
tracts beginning in 2024.

ACOs with performance year spending below their benchmark may be eligible to earn shared
savings if they achieve acceptable quality scores on measures that include preventive care
screening, blood pressure control, hemoglobin A1c control for persons with diabetes, and patient
experience. There are multiple risk tracks in the MSSP, and some ACOs are required to pay back
shared losses if their spending exceeds the benchmark. Evaluations ofMedicareACOmodels have
generally found savings of 1 percent to 2 percent annually.4 Physician-led ACOs have generally
outperformed health system–based ACOs, at least in the initial years of the MSSP.5

ACOs have invested in developing high-performing primary care teams and practice-based care
management capabilities,6 improving care transitions, and managing postacute care.7 Few,
however, have developed comprehensive initiatives to improve the cost and quality of specialty
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care. However, this is beginning to change. Specialists account
for 70 percent of US spending for outpatient office visits, which
often give rise to expensive diagnostic services, procedures, and
drug therapies.8 Between 2009 and 2019, the average number
of specialist visits in Medicare grew by 28%.9 As ACOs mature,
more are examining specialist services as an important area for
future savings.

ACO management of specialist services is being encouraged
by the CMS. Last year it announced a new strategy for value-
based specialty care where it proposed giving ACOs en-
hanced data on specialist performance, expanding bundled
payment models, developing new models that encourage
coordination between primary care physicians and specialists
at the point of referral, and establishing financial incentives
for ACOs to actively manage specialty care.10

What does this mean for neurologists? In 2021, 7,600 neu-
rologists already participated in 334MSSPACOs representing
nearly 40 percent of neurologists treatingMedicare patients in
that year. Slightly more than half of ACO neurologists were
concentrated in 50 ACOs sponsored primarily by large aca-
demic and tertiary health care systems. Some or perhaps many
of these neurologists are unaware they are in an ACO. How-
ever, that will change as ACOs invest in programs to address
specialty care cost and outcomes.

ACOs are extremely diverse, and the resources and tactics they
devote tomanaging specialty care will vary. TheMedicare ACO
landscape has evolved from mostly provider-sponsored orga-
nizations to a growing contingent of entrepreneurial “con-
vener groups” that manage multiple ACOs and that now
account for 30–40 percent of the Medicare ACO program.
These organizations, such as Aledade, VillageMD, and Privia
Health, and large corporations, such as CVS Health, Optum,
and Humana, recruit physician groups and provide man-
agement services for value-based contracting. They typically
do not employ specialists or own hospitals, and many are
building selective networks of specialists to serve as pre-
ferred referral partners. This trend will continue as more
eligible patients choose Medicare Advantage overseen by
private sector health plans.

By contrast, many large health system–affiliated ACOs with
employed specialists still rely heavily on fee-for-service income
and have conflicting incentives when it comes to reducing
unnecessary spending. Although these organizations may be
slower to engage medical specialists in value, they may even-
tually feel pressure to align services in a value framework to
reduce Medicare spending either in response to competition
from the types of convener entities mentioned above or
through growth in all-payer cost control efforts like Maryland’s
total cost of care model.

ACOs will initially focus on specialties where they spend the
most money like cardiology, orthopaedics, and oncology.
Some ACOs will use episodes of care to analyze specialist

performance and identify efficient providers. Medicare’s main
episode initiative—Bundled Payment for Care Improvement
Advanced (BPCI-A)—has 34 90-day episodes that are pri-
marily triggered by inpatient hospitalizations. BPCI-A has
only 2 neurology-related episodes: stroke and seizures, but
these represent only one aspect of work performed by neu-
rologists. These episodes are not ideal for evaluating neurol-
ogist efficiency because they are usually emergent and depend
on the performance of multiple parties including ambulances,
hospitals, and other clinicians. Neurologists cannot control all
of the episode costs, but they can influence them working as
part of a well-functioning care team.

Much of the variation in the cost of Medicare 90-day stroke
and seizure episodes is due to postacute care utilization in
rehabilitation hospitals and skilled nursing facilities. These are
areas in which ACOs have successfully reduced spending.11

Neurologists can play an important role by contributing to the
design of improved care pathways that appropriately match
postacute services to the needs of individual patients.

There are many potential benefits for neurologists as members
of an ACO. One is more comprehensive information about
their patients including data broken out by race and ethnicity to
address potential inequities in care. CMS gives ACOs historical
claims data for attributed beneficiaries that can be used to
develop a full picture of their health care utilization. Second is
feedback on the qualitymetrics that can be used for continuous
performance improvement to provide better care.12 Third is an
emphasis on team-based care, which can improve communi-
cation, coordination, and patient outcomes. Fourth is avail-
ability of care managers who can support patients between
clinic visits with education and coaching. Fifth is an opportu-
nity to earn shared savings bonuses and “advanced alternative
payment model (AAPM)” bonuses of up to 5 percent under
the Medicare Access and CHIP Reauthorization Act
(MACRA)—though funding for future AAPM bonuses will
require congressional action. Finally, as ACOs begin to adopt
more aggressive specialty care strategies, aligned neurologists
will receive more referrals from ACO physicians.

Not all neurologists will view ACOs positively. There is wide
variation in the way health care organizations treat their
physicians, and ACOs are no different. ACOsmay create new
administrative tasks like convening meetings to discuss care
pathways or review performance measures. Physicians who
are cost or quality outliers will be asked to explain why their
practice patterns differ from the norm. There is no academic
literature exploring whether ACO physicians are more or less
likely to experience burnout. However, the principal factors
driving burnout including electronic health records, excess
administrative requirements, and the futility of adequately
serving complex patients in 15-minute office visits were not
created by ACOs. Moreover, the best ACOs are physician
centric, support team–based care, and try to reduce admin-
istrative burdens so physicians can spend more time with
their patients.
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Neurologists who are passionate about improving value will
find receptive ACO leaders. As the US population ages and
expensive new therapies are introduced for dementia, Par-
kinson disease, multiple sclerosis, and other neurologic
conditions, ACOs will need guidance on the appropriate use
of these therapies. US health care will face continuing pres-
sure to manage spending while improving quality, advancing
patient safety, and addressing inequities in care. Over time
this will lead to closer scrutiny of neurologists. However,
ACOs will need neurologists and will potentially provide new
resources to those willing to collaborate with them.

Conclusion
Value-based care is here to stay. Organizations participating in
Medicare ACO programs are expanding into value-based ar-
rangements with commercial and Medicare Advantage health
plans. National retailers like Amazon, CVS Health, Walgreens,
and Walmart have made large investments in primary care spe-
cifically to compete in value-based care. These organizations will
eventually set their sights on improving the quality and value of
specialty care. Still unknown is how quickly specialist strategies
will be deployed and whether the strategies will be effective. Our
practical advice to neurologists is to make sure you know about
the value-based initiatives in your community and be proactive
about establishing a dialog with ACO leadership. Doing so will
help you make informed decisions about how to best position
your practice in response to an evolving marketplace.
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