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PPACA was passed a little over a year ago and what it means for the future of health care in the United States is a subject of much debate.  More vexing is the fact that there has been a focus on expanding primary care and the creation of Accountable Care Organizations (ACOs) but little discussion about the effect of PPACA on the health care safety net – Emergency Medicine.  This article has been written to start to create a framework for discussion from an emergency medicine practice perspective.  Hopefully it will initiate more robust and prolonged discussions within our Section and the College.

Questions to consider: 

· Why is the U.S. Government, through PPACA and CMS, promoting ACOs
· What is an ACO?

· What are threats to the successful deployment of ACOs?

· What are the implications for Emergency Medicine and where will emergency physicians be able to insert themselves into the ACO environment?

· Why is the specialty of EM particularly well suited to address the problems that are trying to be solved by ACOs?

I. Perceived Problems in Current Health Care System That Have Spawned an ACO Era
a. Focus on the Individual Provider and “Transactional Medicine”

The monitoring and payment systems in today’s healthcare environment focus on the individual provider.  Physicians and hospitals are paid for services provided and for the equipment and materials used.  These units of health care delivery are called “transactions” and many federal leaders and health care economists think that we have to move away from transactional medicine to bend the health care cost curve down to a manageable number.  Unlike a capitated model in which all services are included in a global fee, the current health care system recognizes the variations in expenses to deliver medical care for any given illness allow for reimbursement for thousands of different types of transactions.  

Because care is focused on the individual physician, hospital, etc. there is poor coordination of care.  The numerous providers involved with any one patient and the transitioning of consumers between providers is thought by some to create significant gaps in quality.  These gaps in quality are best demonstrated by Medicare spending, which can vary up to 300% within different regions of the United States while showing no tangible benefit in quality for the higher spending regions. Utilization of medical services is ever increasing, largely due to a fee-for-service payment system that inadequately provides incentive to the individual provider for minimizing cost, leading to increasing waste and cost. This fee-for-service system leads to consumers being moved through practices at a quicker pace in order to generate more volume, and takes away any incentive to manage disease by coordinating correct delivery of care.

b. Lack of Coordination of Care

With multiple providers located in different settings, who are all given incentives to generate volume and sometimes order the most expensive treatments possible, coordination of care suffers. Lack of adoption of electronic information technology is also an issue. This lack of coordination of care can lead to inefficient and inaccurate diagnoses, unnecessary and redundant treatments and higher admission rates.  Some critics of the U.S. health care system consider this arrangement to be a financial boon to the providers in a fee-for-service model.

c. Lack of Disease Management

Seventy-five percent of all U.S. healthcare spending is for the management of chronic diseases related to COPD, congestive heart failure, depression and diabetes. Lack of management of these conditions can lead to such cost-increasing events as hospitalization or readmission, ER visits, ICU usage, excessive ancillary usage and over-medication.

The Accountable Care Organization is gaining traction as a realistic model for addressing these utilization issues.  ACOs are being designed to help ensure that providers are adequately compensated while utilization is decreased.  Despite decreased utilization, quality measures are being designed to assure that care is not negatively impacted.

II. What Is An ACO?
An ACO is a provider-centric organization which focuses on three main goals for a specific population of consumers:

1. Reducing Cost – through enhanced preventative care and disease management which will result in reduced preventable readmissions and other avoidable usage of hospital or ambulatory services; as well as creating economies of scale and avoiding the duplication of services that currently exists in today’s health care industry.

2. Improving Quality – through coordination of care and the existence of quality-related, rather than transaction / volume-related incentive programs, as well as defining best practices through experience and evidence-based medicine.

3. Developing Skills and Resources – to meet the cost and quality goals in the present and future as the healthcare industry moves forward.
For an ACO, these goals will be applied to a group of consumers who are assigned to that ACO. While these consumer populations will usually be broad and cover a wide range of demographic bases, there may be opportunities for more specialized ACOs that focus on specific demographic subgroups in the future.   
In addition to these consumer-focused goals, the ACO will also need to focus on three additional administrative-related goals, which are:

1. Developing Information Technology Infrastructure – to track data related to quality and cost within that consumer population, and to collect and mine clinical and claims data to develop support for evidence-based protocols within the ACO, as well as assist in the overall coordination of care.

2. Developing Payer Contracting Strategy – to ensure the ACO is properly reimbursed for care that it is managing, as well as making sure the performance standards for each payer don’t create an administrative burden for the collection of data related to those standards. 

3. Allocating Payments – Developing the ability to accept and appropriately allocate some form of capitated payment or incentive payments from a payer or multiple payers related to the care of that consumer population and the associated cost of that care.

III. Several Reasons Why ACOs Could Fail and What Role Emergency Physicians Can Do to Make Them Successful

If recent decades in health care have taught us anything, efforts to manage costs have left a legacy of a lack of success by government, private insurers and health care providers.  Initiatives are particularly ineffective when there are no constraints placed on the patient / consumer side.  Although PPACA and CMS envision a major health care coordination role for ACOs, they may not be able to accomplish their objectives. 
· What are the reasons that cost-saving and quality-improvement efforts are in jeopardy?

· What can emergency physicians and our specialty of emergency medicine do to partner with ACOs to increase their chance for success? 

1. Lack of Collaboration Between Hospitals and Physicians

The ACO model will require collaboration between hospitals and physicians who overall have not collaborated well with each other in the past.  In regions throughout the United States, health care systems and physician groups have engaged in significant and sometimes bitter competition with each other for control of lucrative ambulatory services, such as advanced imaging, ambulatory surgery, and radiation therapy.  This has created some mistrust and animosity, along with duplication of services. In some communities, physicians have controlled the lion's share of ambulatory, diagnostic and surgical cases, to the point of damaging the local hospital financially.

It may not be possible for these groups and health care systems to get along in a hospital-centered ACO.  Not only are there economic competition and trust issues, but there's a new disconnect between most community physicians and medical or surgical services provided in a hospital.  Instead, hospitalists and intensivists have taken over much of that role. There is no such thing as an ‘extended medical staff.’ The medical staff consists of physicians who actually practice at the hospital, which is a shrinking percentage of the physicians in most communities.  As hospital-based specialists, emergency physicians are particularly well poised to continue a supportive and collaborative relationship with their hospitals. 
Emergency physicians have a potentially critical role if the ACO model was changed to more accurately reflect the relationships which exist among physicians and between them and hospitals. Most healthcare that is delivered can be placed into three categories:

i. Primary care

ii. Unscheduled emergencies and urgencies with 10% of visits to EDs coming because of convenience, accuracy and efficiency.
iii. Diagnostic physician care and services from one or multiple specialties such as oncology, orthopedics, cardiology, etc. 
ACO’s should reflect the existence of these categories, even if it makes the ACO structure more complex. In this advanced model, emergency physicians interface regularly with primary care physicians and are the specialty of choice for acute and unscheduled care.  EPs also regularly get inserted in the care of patients with complex conditions and care plans. 
2.  Delayed Implementation of EHRs

The vast majority of physicians still do not have the sort of electronic health record (EHR) systems that many established emergency medicine practices use and that hospital systems possess to manage non-hospital care across their patient populations. Despite financial incentives from the Health Information Technology for Economic and Clinical Health (HITECH) of the American Recovery and Reinvestment Act of 2009,  it remains to be seen how much of this technology gap can be bridged, and how soon.  Even with the purchase of elaborate systems, physicians have been slow to embrace them and use them because of loss of productivity and technical issues.
Fortunately for hospitals and the specialty of emergency medicine, emergency physicians appear to be leading the house of medicine in adopting and adapting their practices to the use of EHR.  Many emergency medicine practices are also very adept at data sharing with their hospital partners. Although emergency physicians often share their clinical findings electronically with primary care physicians and specialists, there are huge strides that need to be made in sharing of clinical coordination data.  The experience of emergency physicians with EHR will probably make them more advanced collaboration partners from a data-sharing perspective.

3. Who wants to see income redistribution, especially when physicians have little or no control over it?
The reward for managing and/or participating in an ACO is to receive a share of savings if collaborators are able to reduce Medicare cost escalation.  A major impediment is that these gain-sharing type programs are being incorporated into a payment system that continues to reward hospitals and individuals for increasing the volume of clinical services, i.e. transactional medicine.  High-earning specialists, particularly surgeons and those providers who rely on revenue from advanced imaging, have far more compelling

incentives to keep their volumes (and incomes) up than do primary care physicians, psychiatrists or diagnosticians who use less sophisticated technology.  Another problem is that there have been very few demonstration gain-sharing projects that have produced savings touted by ACO advocates.   Another major hurdle for ACOs in the near future is the fact that many high-earning specialists have consolidated into single-specialty practices to avoid efforts to make them share or redistribute their income.   Finally, there have to be revisions in the Stark regulations that will allow physicians and hospitals to collaborate to share risk and reap benefits of cost-saving initiatives.
Despite all of these barriers with regard to income redistribution, emergency physicians are in a much more advantageous position than other physicians to collaborate either with a primary care/specialist physician-directed ACO, or a hospital-based ACO.  Emergency medicine reimbursement is a highly evolved and technical enterprise with far smaller variations in the majority of its charges compared to many specialty and hospital fees. This could lead to an advantage for EM as a specialty to negotiate its value and fair charges for a well-delineated spectrum and volume of services. Most importantly, the emergency physician charges and costs both represent a relatively small portion of the compensation pie.  However, emergency physicians have to be integrally involved to control access to a much larger portion of the medical expense pie, e.g. the decision for admission versus discharge.
4. Lack of Patient Incentives

There is no requirement for patients to be actively involved in joining an ACO.  Rather, they are more likely to be affiliated with a particular ACO based upon an affiliation of their primary care physician.  Regardless how they are enrolled, the patients themselves will probably have no incentive to cooperate with strategies to reduce cost. For example, government programs to date, and even after PPACA, often require minimal to no co-pay and/or deductibles. Since life-time spending caps have been removed, there are absolutely no patient incentives to decrease health care consumption.  How will ACOs deal with unchecked demand for services by populations with varied levels of health?  Perhaps there will have to be community rating and compulsory enrollment to avoid cherry-picking and imbalances of healthier versus chronically ill patients. 
Regardless of incentives or disincentives implemented in the future, emergency medicine is particularly experienced with meeting demands on its services, regardless of payment schemes. Since EMTALA’s inception, no other specialty approaches the amount of uncompensated and discounted care delivered by emergency physicians. It follows that our specialty has developed an expertise to create efficiencies to assure quality care 24/7 regardless of payment schemes that have historically inadequately addressed fair patient incentives to consume health care responsibly. 

5. Cost Management Inexperience
Most physicians and hospital administrators lack actuarial or insurance expertise. They also do not have access to the health care consumption and expenditures by populations, whether linked by geography or disease entities.  It would follow that they would be unlikely to be able to successfully manage health costs of a population. Even if there is community rating with pooling of risks, the actuarial calculations required to predict expenditures will have a large margin of error that would easily eclipse any shared savings.
Emergency medicine is different when calculating risk, in that those representing emergency physicians in an ACO would not need to be aware of the entire expenses for a patient population.  Emergency physicians prescribe and order a fairly well circumscribed panel of procedures, tests, pharmaceuticals, and admissions.  Variable expenses for budgets are fortunately limited and quantifiable. These variations are miniscule compared to variable expense risks for at-risk populations. 
6. When Will a Health Care Model Address Cost Shifting?
As currently written, PPACA will increase the number of patients on Medicaid and also will expand coverage through the creation of health insurance exchanges. A major problem for sustaining expanded coverage through federal programs such as Medicare and Medicaid is that these programs usually do not cover the expenses for their enrolled patients and reimbursement rates leave no margins for incentive programs.  Penalty programs have been unveiled but the incentives proposed do not come close to matching the pain of the penalties.  As patients leave private insurers for lower cost federal and state-subsidized, programs, private insurance companies will have to raise their premiums because of increased cost shifting and possible loss of healthier populations.
Since emergency physicians provide care at or below costs on a regular basis, a marked decline in reimbursement schemes are more likely to dramatically affect other specialists more than those in emergency medicine.  The disproportionate burdens of cost shifting on those who care for Medicare and Medicaid patients will become more apparent to others who have not been caring for the underinsured as much as emergency physicians.  Within emergency medicine reimbursement circles, there is an increasing demand for the development of fair methodologies to assure that the value and quality provided by emergency physicians is recognized. Since emergency medicine provides an incredible value by any measure, addressing cost shifting can only strengthen its financial footing.
What Next?


CMS is scheduled to release long-awaited regulations for ACOs in March – April, 2011.  The constitutionality of PPACA has been challenged with judges in two states (VA and FL) ruling that it is unconstitutional and several in other states coming to an opposite conclusion. As there are further developments, please stay tuned to this newsletter for more opinions and discussions!

