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ABSTRACT

Although there is a widespread belief that ACOs must be patient-centered to be successful, evidence to guide them in achieving that goal has been lacking. This case
report examines four ACO innovators in patient-centered care that together represent urban, suburban and rural populations with a broad range of economic, racial,
ethnic and geographic diversity. Seven patient-centeredness strategies emerged: transform primary care practices into patient-centered medical homes; move up-
stream to address social and economic issues; use both high-tech and high-touch to identify and engage high-risk patients; practice a whole-person orientation;
optimize patient-reported measures; treat patients like valued customers; and incorporate patient voices into governance and operations. Exemplars prioritized direct
care interventions perceived as central to financial and clinical success, and organizational maturity played a role. Activities that decreased the traditional system's
authority, such as incorporating patient voices, were less popular. Local practice factors were important, and a mixture of mission and margin energized front-line
staff in implementing patient-centered care as “the right thing to do.” Unresolved questions remain that are related to the impact of individual and multiple
interventions and how successful interventions can be disseminated widely. In order for patient-centeredness innovations to enable transformation, providers, payers

and policymakers alike must consciously adopt strategies that nurture it.

1. Background

Patient-centeredness was first designated an aim of U.S. health care by
the Institute of Medicine (IOM) in 2001,' and it has continued to grow in
significance. The Patient Protection and Affordable Care Act of 2010
(ACA) repeatedly cites patient-centeredness as a core goal, with accoun-
table care organizations (ACOs) specifically required to include measures
such as patient experience of care and use of individualized care plans.
Patient experience measurement and care coordination are required by the
bipartisan Medicare Access and CHIP Reauthorization Act of 2015, while
the Bipartisan Budget Act of 2018 encourages beneficiary engagement by

allowing ACOs to assign a primary-care physician and to pay beneficiaries
for making and keeping an appointment.®

At the end of the first quarter of 2018, commercial and Medicare
ACOs covered more than 33 million lives.* For ACOs to be successful,
there is a widespread belief>° that, as an IOM workshop put it, they
must embrace “prepared, engaged patients [as] a fundamental pre-
cursor to high-quality care, lower costs and better health.”” In the fol-
lowing case report based on ACO innovators, we describe key structural
and cultural changes that may help move patient-centeredness more
rapidly from rhetoric to reality as organizations transition to value-
based payment models.
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2. Organizational context

To ensure that the organizational lessons in this case report would
be applicable, we included only Medicare ACOs, obviating questions
about definitions or incentives that may vary among commercial ACOs.
Due to the lack of validated empirical measures of organizational pa-
tient-centered care innovation,® we used purposive sampling techni-
ques to identify “exemplar” organizations based on the academic and
gray literature. We also consulted with a 10-member expert advisory
panel (EAP) from the provider, academic and patient communities. This
process identified 17 organizations, of which 15 agreed to semi-struc-
tured, one-hour screening interviews centered on their patient-centered
activities.

Based on these interviews, we selected 4 exemplars for in-depth
visits based on the breadth, depth and originality of their activities,
while preserving heterogeneity of organizational sizes, structures, and
population mix. The exemplars ultimately selected for two-day, in-
person site visits represented urban, suburban and rural populations
with a broad range of incomes and considerable racial, ethnic and
geographic diversity.

The four Medicare ACOs chosen were: Fairview, a health system-
led, ACO based in St. Paul, MN that serves a primarily urban and
suburban population, with about 85% of the 15,000 Medicare ACO
members seeing physicians from the system's Fairview Medical Group;
Montefiore, part of the Bronx, NY-based Montefiore health system,
with 50,000 Medicare ACO members primarily concentrated in the
Bronx, a poor urban area in which over a third of residents were born
outside the United States; RGV ACO in Donna, TX, a small, physician-
led ACO near the U.S.-Mexico border, serving primarily a rural po-
pulation of about 9000 Medicare ACO members with high rates of
chronic disease; and Coastal Plains Network, part of Greenville, NC-
based Vidant Health, serving about 18,000 Medicare ACO members in
Greenville and 29 generally poor and rural counties spread over
Eastern North Carolina.

Our visits involved 4 team members over a two-day period. Using
semi-structured interview guides, we spoke to the chief executive of-
ficer, chief medical officer and other senior managers, as well as phy-
sicians, nurses, care coordinators, and patient representatives, resulting
in between 26 and 34 interviews at each site and 114 interviews in
total. We also conducted separate focus groups with primary care
clinicians and patients. All respondents were guaranteed con-
fidentiality, and the protocol was approved by the Brigham & Women's
Hospital Institutional Review Board.

The analysis followed a multi-step, iterative process to ensure the
quality of data and its interpretation.” Detailed written notes were
supplemented by audio recordings. All focus groups and selected in-
terviews were transcribed. At least 2 persons coded the notes and
transcripts to develop and summarize the themes, until no new themes
emerged. Team meetings were held to reach consensus. A case sum-
mary was prepared for each site and shared with the ACOs for accuracy
checks.

3. Personal context

Leadership at each exemplar emphasized that PCC was a core in-
stitutional commitment, an attitude that also pervaded interviews with
front-line staff. This PCC emphasis was sometimes, but not always,
linked to an on-going “volume to value” cultural shift, which placed a
premium on engaging patients in maintaining their health in order to
reduce unnecessary utilization of services.

Before the advent of ACOs, for example, the Montefiore system
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concluded that it could not survive on low Medicaid payments and a
large burden of the uninsured without a systemic strategy to prevent
acute episodes and facilitate healthy behaviors among its population. At
Fairview, with predominantly commercially insured patients, leader-
ship nonetheless saw value-based purchasing as the wave of the future
and launched “The Big Bang,” a change strategy whose scope was
emphasized by a name evoking the birth of the universe.'” RGV, which
was formed to participate in the Medicare ACO program, sought to
inculcate a patient-centric orientation among its independent, fee-for-
service physicians by employing a “social capital” approach to choosing
physician partners. Its physicians all possessed social bonds (e.g.,
common town of origin, former roommates, etc.) that were drawn upon
during a training program meant to shape behavioral norms. At Vidant,
a comprehensive initiative to engage patients and families predated the
advent of ACOs and was sparked by an incident where an employee's
brother died alone in the intensive care unit (ICU) due to restrictive
visiting hour rules.

4. Problem

Medicare payments to ACOs reflect the definition of an ACO as
bringing together providers to manage and coordinate care, while
maintaining responsibility for cost and overall quality.'’ ACO regula-
tions from the Centers for Medicare & Medicaid Services (CMS) in-
cluded a series of PCC requirements for these ACOs, such as including
patients in governance.'? However, we found little awareness of these
requirements even among the leadership of the exemplar ACOs, except
insofar as surveying patients and submitting Consumer Assessment of
Healthcare Providers and Systems (CAHPS) scores was necessary in
order to be paid.

Because the ACO concept went from policy proposal to patient care
model in under five years, there's little evidence to guide ACOs on how
best to become more patient-centered, nor is there much guidance re-
lated to the facilitators and barriers to achieving that goal. This case
report addresses the pressing need for reliable operational information
in this area by payers, policymakers and ACOs themselves.

5. Solution

We found seven patient-centeredness strategies applied across di-
verse ACO structures, geographies and populations, although all ex-
emplars did not excel equally in each.

1) Transform primary care practices into patient-centered medical homes
To better incorporate patient-centeredness into routine workflow,
all four exemplars had either achieved or were pursuing some de-
gree of patient-centered medical home (PCMH) certification as a
core strategy. The PCMH structure is designed to help primary care
practices better integrate and coordinate care in order to improve
the health of individuals and communities.'*

2) Move upstream to address social and economic issues
All four exemplars recognized the need to move “upstream” to inter-
vene in the social and economic problems of vulnerable patients before
they appeared “downstream” seeking care.'* As a senior Montefiore
executive put it: “Ninety percent of what we do...has to do with the
patient's life. If you don’t build that into the model - if you think this is
just a clinical program - you won’t be successful.” Strikingly, this
theme was repeated by interviewees at all levels of all four ACOs, from
nurses at isolated doctors’ offices in rural North Carolina to behavioral
health clinicians in suburban Minneapolis to primary care doctors in
the Bronx to care coordinators in southern Texas.
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3) Use both high-tech and high-touch to identify and engage high-risk pa-

tients

All four exemplars effectively employed technological solutions to
ensure consistent and coordinated care, but they did so in con-
junction with “high-touch.” For example, Montefiore used sophis-
ticated algorithms involving 20 separate domains ranging from de-
pression to psychosocial factors to decide what phone call a patient
receives within 72 h of hospital discharge (See Fig. 1). Patients at
high risk for readmission are called by an RN, those at lower risk by
an LPN and those at lowest risk by a non-clinician. Nonetheless,
noted the senior director for data, Montefiore asks PCPs, “Who
should we be reaching out to that has not triggered the data?”

-
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Fig. 1. The Montefiore ACO uses sophisticated information management in its
care management process.

RGV depended more upon repeated personal contacts after analytics
and/or after a clinician identified high-risk individuals. Among the
interventions was a “sandwich visit,” where a care coordinator
would meet with a patient prior to the PCP appointment to elicit
issues that should be addressed and, afterwards, to ensure under-
standing of recommendations and prescribed activities. The ACO
also provides 24/7 access to a clinician's cell phone; and after-visit
outreach by care coordinators, typically based on a post-visit ana-
lysis of the patient's medical information.

Fairview prioritized behavioral health through three clinics that
integrated physical and mental health care, using an approach of
“unconditional positive regard” towards high-risk often-disruptive
patients. (Co-location of primary and behavioral health has been
shown to have numerous clinical and cost benefits.'®) Fairview also
operated a “complex clinic” for patients unable to travel to their PCP
after a care transition and implemented a commercial remote
monitoring program for discharged patients at risk of readmission.
Vidant promoted its patient portal to a largely rural and low-income
population by promising that clinicians would respond within 24 h
to prescription refill requests and medical questions. To lessen the
need for office visits, the ACO also placed telehealth “pods” in 650
patient homes showing weight, blood pressure, glucose level and
oxygen saturation. But when an office visit was necessary, staff
could be proactive. A nurse, upon discovering that a female patient
was skipping a doctor's appointment to get her hair done, tele-
phoned the beauty shop and told the patient to remove her rollers
and come to the office.

4) Practice a whole-person orientation

Recognizing the importance of religion among their populations,
two exemplars serving rural and poor patients used chaplains and
faith communities to head off avoidable hospital admissions. Vidant
recruits Faith Help Ambassadors to work with local churches and
report on needs as basic as meals or building a ramp for wheelchair
access. Similarly, RGV included a chaplain in its disease manage-
ment program for outreach to individuals resistant to more tradi-
tional care team members, as well as helping with end-of-life dis-
cussions.

At Fairview, leadership held patient focus groups with individuals
who’d been discharged from the hospital. Those sessions highlighted
psychosocial needs such as visiting patients who were alone at home

5)

6)

7)
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and seen as a readmission risk or accelerating discharge for patients
needing to return home to attend to a spouse. At Montefiore, a pa-
tient questionnaire assessed 10 categories of housing risk, including
joblessness and personal trauma, to guide possible assistance from
the ACO.

Optimize patient-reported measures

Use of a questionnaire-based screening tool for depression was
common among all four exemplars; Vidant and Fairview also used
the Patient Activation Measure (PAM). Fairview has found that the
lower the activation level, the higher the utilization and cost of
hospital services in each of the following 3 years.'® Fairview also
stood out for its PAM use with hospital patients pre-discharge to
identify individuals with low self-activation and then provide them
with greater care manager support.

In addition, Fairview routinely used up to nine patient-generated
health data instruments for screening and management related to
depression, anxiety, health-related quality of life, asthma, back pain
and heart health, more than any of the other 15 ACOs interviewed.
The backdrop for these interventions, aimed mostly at identifying
and intervening with potentially high-risk patients, was primarily
financial, due to research showing that 40% of emergency depart-
ment visits and 10-17% of inpatient costs may be preventable.'”
The potential high cost of these types of patients was particularly
top-of-mind at Montefiore, where the Medicare ACO is one of many
risk contracts, and at RGV, where the founding physician partners
put their personal net worth at stake in forming the ACO.

Treat patients like valued customers

Unlike with Medicare Advantage, the ACO population has had no
financial incentive to stay within the network. Indeed, few of the
Medicare beneficiaries we spoke with even knew they were in an
ACO. Thus, although not strictly a clinical strategy, patient-centered
care within a customer service context helped bond individuals to
the ACO and could also improve CAHPS scores.

For example, Montefiore, serving diverse communities ranging from
Africans to Albanians, hired individuals from those communities at
local offices to help with patient and family education. RGV hired a
patient experience coordinator to conduct “mystery shopping” on
physician service standards and also engage patients in doctor waiting
rooms on their recommendations for practice improvements.
Incorporate patient voices into governance and operations

Two of the ACOs excelled in this area, seemingly motivated at least
as much by organizational culture as financial calculations. The
research evidence that “patient voice” activities such as shared de-
cision-making saves money is weak.'®

At Vidant, an Office of Patient and Family Experience was estab-
lished in 2008 after the incident noted above, where an employee's
brother died alone in the ICU because of restrictive visiting policies.
What followed was a multi-year initiative leading to some 120 pa-
tient-family advisors being deployed throughout the system. Staff
must complete a Vidant-developed curriculum, “The REAL Deal”
(which includes videos, simulation and storytelling), and demon-
strate a commitment to actively engaging patients and families
“from the bedside to the boardroom” (See Fig. 2).'°

Educate and

Listen and
Acknowledge Leam

Fig. 2. Vidant developed The REAL Deal as a way to actively engage patients.
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At RGV, an ACO Beneficiary Engagement Committee (BEC) was
established to provide feedback on the patient experience to each
participating practice. As with Vidant, the sharing of power was also
distinctive. The BEC chair, a man with experience in community
organizing, was a long-time patient of a founding physician partner.
He sits on the ACO board of managers, trains BEC members to be
advocates and reports on the BEC's monthly meetings to the board
and directly to the physician partners. Changes that the committee
prompted included reduced waiting times in doctors’ offices and a
new card to better explain patient medications. In interviews, two
physician partners independently reported changes in practice style
due to the feedback.

6. Lessons from the field and unresolved questions

This case report contains a number of lessons relevant to the chal-
lenges of implementing patient-centeredness in a Medicare ACO. First,
these exemplars prioritized direct care interventions, particularly care
coordination and attention to social determinants of health, that were
perceived as central to financial and clinical success in an ACO payment
structure based on improving patient health. Second, organizational
maturity played a significant role. Two health system-led groups
(Fairview and Montefiore) began the “volume to value” transformation
years before becoming an ACO, while the third (Vidant) made a stra-
tegic commitment to patient-centeredness back in 2008. Even RGV
expanded its PCC innovations as it matured; e.g., the patient experience
coordinator was hired after three years of profitable operation.

Third, activities that decreased the authority of the traditional
system and had no obvious short-term clinical or economic return, such
as incorporating patient voices into governance and clinical decisions,
were markedly less popular than doing things “for” patients, such as
coordinating care, that seemed to have a better payoff. This behavior
was seen despite regulations that nominally required a strong patient
voice in governance, raising questions about the role regulation can or
should play. It may be that simply putting forth a list of actions without
implementation guidance (including guidance emerging through en-
forcement) has only a modest impact. Or it may be that regulations are
less effective than broader efforts to change the culture of practice.””

Fourth, patient-centeredness at the front lines ultimately depends
upon the local practice environment. In medically underserved areas,
for instance, the pressure to simply provide access to care can at times
overwhelm an organization's ability to undertake other patient-cen-
tered activities. Similarly, organizational financial stress can undermine
support for innovative outreach.

Finally, while bottom line concerns were ever-present, equally
powerful at all four exemplar ACOs was a sense of organizational
mission. Together, mission and margin encouraged innovation, freed up
resources to support it and energized front-line staff in implementation.
“The right thing to do” is a call to arms that still reverberates. Above
and beyond the various payment and delivery model changes, inter-
viewees at all levels of these organizations were motivated in patient-
centered innovations by the belief that they were fulfilling their pro-
fessional mission of making care better.

Despite efforts by our exemplars to implement innovative patient-
centeredness activities, unresolved questions remained about impact
and spread. First, while the impact of some individual interventions
discussed above has been measured rigorously (e.g., patient activa-
tion'® and co-location of primary and behavioral health'®), much of the
evidence about the financial, clinical or patient experience effect of any
one intervention remains anecdotal. Better analysis is needed of in-
dividual interventions and of multiple interventions over time.

Those types of analyses are related to the question of which patient-
centered innovations will spread widely among ACOs and how rapidly
that spread will occur. Diffusion of innovation theory gives particular
weight to relative advantage, which can include issues such as the
public perception of an organization. However, other factors also are
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important in diffusion, including compatibility with existing values and
behaviors, lack of complexity, trialability, and producing observable
results.”’ We were encouraged that innovation was robust among our
exemplar ACOs serving lower-income populations.

ACOs remain at the center of the policy conversation, with CMS
sparking debate about the role of provider risk, consumer incentives
and other aspects of the model. This case report from the front lines of
care showed that innovation in clinical, technological, customer service
and “patient voice” aspects of patient-centeredness is substantial. In
order for patient-centered innovations to enable transformation in the
manner envisioned by the IOM and others, however, providers, payers
and policymakers alike must consciously adopt strategies that nurture
it.
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