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The Ingredients of  Success in a Medicare 
Accountable Care Organization 

ABSTRACT

OBJECTIVES: Accountable care organizations (ACOs) have rapidly become one 

of the preferred approaches to providing more efficient healthcare to the Medicare 

population. The ingredients of a successful ACO have not been well described in 

the literature, however. We present the descriptive epidemiology of our ACO to 

illustrate the elements in our organization that are critical to its success. We explain 

how we gained cost savings and show the quality measures that were monitored, 

which are essential to whether savings are received or not.

STUDY DESIGN: Medicare provided expenditure data through claims files col-

lected for the HackensackAlliance ACO. Quality data on 33 measures were collected 

from 3 sources: the Medicare claims files, a chart review of physician notes in patient 

charts, and a Medicare patient experience survey of a sample of ACO beneficiaries.

METHODS: The ACO submitted 9 Claim and Claim Line Feeds (CCLFs) to Verisk 

Health for analysis. Premier Inc reviewed the analysis and discussed the results with 

the principals of the HackensackAlliance ACO.

RESULTS: As a whole, the ACO had fewer hospital admissions, readmissions, 

and emergency department visits compared with a group of ACOs—these were 

the major factors that reduced our expenses, as we focused on maintaining a high 

level of quality. The number of patient office visits far exceeded those found in the 

comparable ACO group, resulting in better healthcare for all—especially for those 

with chronic disease, such as diabetes and heart failure. The complex process for 

calculating savings or losses is also carefully described. The HackensackAlliance ACO 

saved expenses in 2 successive years, which is an uncommon feat.

CONCLUSIONS: One reason our ACO succeeded in having savings in 2 suc-

cessive years is the initial requirement that physician practices be certified as pa-

tient-centered medical homes by the National Committee on Quality Assurance. 

These doctors understood and accepted what would be required in the current 

evolution of medicine care. Also critical, was instituting nurse care coordination of 

high-risk patients from the beginning of the ACO contract. These 2 factors helped 

eliminate waste in the system and changed physician behavior, not physician practice.

The accountable care organization (ACO) model has cap-
tured the imagination of  more than 700 healthcare sites in 
the United States. However, there is little in the academic lit-

erature describing how the model works, and most of  the reports in 
the medical literature are editorials on whether ACOs will succeed, 
whether the philosophy for their creation is reasonable, and whether 
progress has occurred in the 5 years since they were created.1,2 With-
in the ACO model, there are multiple choices based on whether the 
organization agrees to assume downside risk and whether the fed-
eral government or a private enterprise supports them. The federal 
government, under the auspices of  CMS, created most of  the ACOs 
as either Pioneer ACOs or Medicare Shared Savings Programs (MS-
SPs). CMS also created other payment models, including Bundled 
Payments for Care Improvement (BPCI), Value-Based Payment for 
Physicians, and Comprehensive Primary Care Initiative (CPCI).3,4 
This article will focus on the descriptive epidemiology of  the MSSP 
model, how it assesses the ability to save expenses, and how it eval-
uates compliance with the 33 quality measures.

Most MSSPs are in Track 1, which aims for upside savings when 
costs are reduced, and does not assume downside risk when there 
are losses. Accepting both upside gains and assuming downside 
risk is referred to as Track 2, Track 3, or Next Generation5,6—each 
of  the latter 3 has other features that distinguish them from one 
another. We will focus on Track 1, as that is the model selected by 
most ACOs.

An important point to emphasize is that the current approach to 
ACOs and other alternative payment models is different from the 
managed care programs of  the 1990s. At that time, saving money 
was the sole goal. Now, under the ACO approach for MSSPs, it 
is important to achieve a high level of  quality in the care of  the 
patient in order to be eligible for sharing any significant savings 
generated. The ultimate goal for the ACO is to achieve the “Triple 
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Aim”: namely, better care for the individual, better health for the 
population, and lower growth of  expenditures.7

METHODS
Each quarter, we receive the claims files from Medicare—referred to 
as Claim and Claim Line Feeds (CCLFs). They detail claims Medi-
care receives from each physician, hospital, and other healthcare ser-
vice providers, such as skilled nursing facilities. We send the CCLFs 
to a data analytics firm, Verisk Health, for further analysis, and their 
findings are forwarded to Premier—a healthcare performance im-
provement alliance of  3000 hospitals—to be digested and to cull 
out important clinical findings. These findings are then reviewed by 
our data analyst (author ME) and clinician (author PG) to select the 
key clinical findings for presentation to our physicians—mainly, our 
primary care providers (PCPs).

It should be noted that claims may not be available for all patients, 
as patients have the opportunity to opt out of  sharing their infor-
mation with their physician. This occurred in less than 3% of  our 
patients, however. 

The types of  information sent to the PCPs include basic demo-
graphics and information on clinical areas that have a significant 
impact on expenses, such as hospital admissions, readmissions, and 
emergency department (ED) visits. For example, Table 1 shows that 
the largest individual practices—namely practices A, B, and C—are 
cost-efficient and have fewer admissions, readmissions, and ED vis-
its than the ACO norm, as well as many more office visits than the 
ACO norm.

The clinical quality provided by the PCPs is based on the 33 mea-
sures required by Medicare (Table 2). These measures cover 4 major 
areas: patient/caregiver experience; care coordination/patient safe-
ty; preventive health; and at-risk populations for diabetes, vascular 
disease, hypertension, heart failure, and coronary artery disease. A 
full score is achieved when the measure compliance achieves the 
90th percentile level.

The savings achieved by the ACO are determined by an elaborate 
risk-based formula (Table 3).8 The following presentation describes 
our experience in the second year (January-December 2014) of  the 
CMS contract. In the first year, our total savings was $10,747,669 
and our savings share came to $5,266,358. It should be noted that 
the “first year” was 21 months long (April 2012-December 2013) 
and the quality was measured on reporting, not on compliance. In 
both contract years, current expenses were compared with a 3-year 
historical expense benchmark. To eliminate the possibility of  ran-
dom variation being responsible for a savings or a loss, Medicare sets 
a minimum savings rate (MSR) that has to be exceeded on the upside 
to be considered a true savings, and a minimum loss rate (MLR) 
that has to be exceeded on the downside to be considered a true 
loss.9 The size of  the minimum rates is dependent on the number of  
Medicare beneficiaries at the individual ACO—the larger the ACO, 
the smaller the minimum rate.

RESULTS
We will review the major steps leading up to identifying whether the 
ACO achieves cost savings or not in the second year (2014).

Beneficiary Assignment
If  a beneficiary has at least 1 primary care service from a physician 
in the ACO, the beneficiary will be assigned to the ACO after they 
complete a 2-step process.5 First, the beneficiary receives the plurali-
ty of  their primary care services from a primary care physician in the 
ACO. PCP is defined as a physician specializing in internal medicine, 
general practice, family practice, or geriatric medicine. Second, if  
step 1 did not occur, a beneficiary could still be assigned to the ACO 
if  the beneficiary receives the plurality of  their primary care services 
from other non–primary care professionals within the ACO, includ-
ing physician specialists, nurse practitioners, clinical nurse specialist, 
and physician assistants.

Overview of  Shared Savings Calculations
Let’s consider the method for determining shared savings (Table 3).8 
First, we have to identify the number of  beneficiaries assigned by 
CMS to our ACO and, more accurately, the person-years (#2 in Ta-
ble 3). Next, the per-capita historical benchmark expenditures (#3 
in Table 3) and the actual per-capita expenditures (#4 in Table 3) 
are identified. The total benchmark expenditures and actual expen-
ditures are calculated as shown in Table 3. The total savings is the 
difference between the two. The minimum savings rate percentage 
is selected from a table (not shown) that illustrates how the rate 
varies inversely with the population size. In our case, the minimum 
savings rate in dollars is less than the total savings10; therefore, our 
ACO has the opportunity to share in the savings with Medicare. 
Potential net savings for the ACO are 50% of  the total savings, and 
Medicare keeps the other 50%. How the ACO performs on the 33 
quality measures from CMS is critical to receiving all or part of  the 
savings.11 As our final quality score is 89%, we are able to keep 89% 
of  50%, or 44.7%, of  the potential net savings. Then, from that 
number, a portion is taken out for the sequester adjustment (#15 in 
Table 3) when the federal government was shut down in 2014. The 
final net earned savings performance payment becomes $2,832,988. 

Population Segmentation
There are some finer points that are considered in the calculation. 
Knowing the distribution of  the population is also relevant. There 
are 4 enrollment groups that CMS reports: 1) patients with end-stage 
renal disease (ESRD), 2) patients who are disabled, 3) aged and du-
al-eligible patients who have both Medicare and Medicaid coverage, 
and 4) aged but non–dual-eligible patients who have only Medicare 
coverage. The patients with ESRD are the most expensive, but make 
up only 0.6% of  our total patient population; consequently, focusing 
on the expenses generated by patients with ESRD, while important, 
is not an initial priority. The aged/non–dual eligible patients are the 
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Table 1. Admissions and Visits per 1000 Plus Cost and Utilization Summary for All Practices and Individual Practices

PRACTICE 
CODE

NUMBER OF 
BENEFICIARIESa

RELATIVE RISK 
SCOREb

INPATIENT 
ADMISSIONS

ACO NORM 
(ADMISSIONS)

READMISSIONSc ACO NORM 
(READMISSIONS)

OFFICE VISITS
ACO NORM 

(OFFICE)
ED VISITS

ACO NORM 
(ED)

AVERAGE COST 
PER MEMBER

MEDICARE $PMPM
MEDICARE 

$PMPM NORM

All 13,385 1.07 216 317 0.12 0.16 12,716 9632 503 835 $21,540 $879 $858

A 1538 0.94 137 317 0.12 0.16 12,954 9632 320 835 $17,284 $720 $858

B 1176 0.90 153 317 0.06 0.16 11,992 9632 381 835 $15,905 $663 $858

C 2219 0.86 149 317 0.10 0.16 11,894 9632 378 835 $15,838 $660 $858

D 628 0.91 165 317 0.11 0.16 10,995 9632 333 835 $16,720 $696 $858

E 257 0.91 158 317 0.09 0.16 12,383 9632 331 835 $18,497 $771 $858

F 436 1.94 471 317 0.13 0.16 12,954 9632 1063 835 $44,923 $1872 $858

G 36 1.43 319 317 0.00 0.16 17,250 9632 736 835 $35,542 $1473 $858

H 877 1.10 219 317 0.11 0.16 11,478 9632 471 835 $22,238 $926 $858

I 4505 1.20 274 317 0.14 0.16 13,552 9632 647 835 $25,779 $1074 $858

J 33 1.95 803 317 0.28 0.16 13,348 9632 1500 835 $48,465 $2019 $858

K 21 1.48 405 317 0.31 0.16 5119 9632 571 835 $31,220 $1301 $858

L 381 0.88 136 317 0.13 0.16 13,333 9632 365 835 $16,043 $668 $858

M 604 0.96 176 317 0.11 0.16 13,430 9632 382 835 $18,287 $762 $858

N 77 1.20 292 317 0.08 0.16 14,649 9632 500 835 $25,810 $1075 $858

O 76 0.76 169 317 0.05 0.16 10,331 9632 599 835 $15,867 $661 $858

P 39 0.77 115 317 0.00 0.16 11,371 9632 551 835 $12,965 $540 $858

Q 176 1.18 315 317 0.10 0.16 15,923 9632 514 835 $23,432 $976 $858

R 148 0.86 128 317 0.19 0.16 11,111 9632 324 835 $14,349 $600 $858

S 17 0.99 206 317 0.00 0.16 10,029 9632 471 835 $32,939 $1372 $858

ACO indicates accountable care organization; ED, emergency department.
aTotal number of  beneficiaries should be at least 50, and preferably 100 or more before drawing a conclusion about making efforts to improve. 
bRelative risk score is the total risk within a population using Model 125.
cReadmission rate is inpatient readmission rate, not per 1000.
Source: Data from Verisk Health analytics for period of  July 2012 to June 2014.
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Table 2. Quality Measure Results for Our ACO, 2014a

ACO  
MEASUREa 

NUMBER
DESCRIPTION OF 33 MEASURES

OUR ACO 
PERFORMANCE  

RATE

POINTS EARNED/
TOTAL POSSIBLE 

POINTS

ALL ACOS’ 
MEDIAN  

RATE

90TH 
PERCENTILE 
BENCHMARK

  Domain: Patient/Caregiver Experience        

1 Getting timely care, appointments, information 77% 1.70/2 81% 90%

2 How well your doctors communicate 92% 2.00/2 93% 90%

3 Patients’ rating of doctor 91% 2.00/2 92% 90%

4 Access to specialist 87% 1.85/2 84% 90%

5 Health promotion and education 60% 1.85/2 58% 61%

6 Shared decision making 71% 0.00/2 75% 77%

7 Health status/functional status 69% 2.00/2 71% N/A

Points earned in domain 11.40/14

  Domain: Care Coordination/Patient Safety        

8 Risk standardized, all-condition readmissionb,c 16 2.00/2 15 15

9
ASC admission: COPD or asthma in older 
adultsc,d 1.03 1.40/2 1.03 0.27

10 ASC admission: heart failurec,d 1.19 1.10/2 1.18 0.38

11
Percent of PCPs who qualified for EHR 
incentivee 78% 3.40/4 80% 91%

12 Medication reconciliation 94% 2.00/2 92% 90%

13 Falls: screening for fall risk 70% 1.85/2 45% 73%

Points earned in domain 11.75/14

  Domain: Preventive Health        

14 Influenza immunization 80% 1.70/2 58% 100%

15 Pneumococcal immunization 73% 1.55/2 57% 100%

16 Adult weight screening and follow-up 92% 1.70/2 68% 100%

17
Tobacco use assessment and cessation 
information

98% 2.00/2 91% 90%

18 Depression screening 67% 2.00/2 37% 52%

19 Colorectal cancer screening 74% 2.00/2 58% 100%

20 Mammography screening 76% 2.00/2 63% 100%

21
Proportion of adults who had blood pressure 
screened in past 2 years

95% 2.00/2 59% 90%

Points earned in domain 14.95/16

(continued)
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ACO  
MEASUREa 

NUMBER
DESCRIPTION OF 33 MEASURES

OUR ACO 
PERFORMANCE  

RATE

POINTS EARNED/
TOTAL POSSIBLE 

POINTS

ALL ACOS’ 
MEDIAN  

RATE

90TH 
PERCENTILE 
BENCHMARK

  Domain: At-Risk Population        

  Subdomain: Diabetes        

Beneficiaries with diabetes who met all of the 
following criteria:

39% 2.00/2 37%

22 A1C control (<8%)f 79% – 26% N/A

23 LDL-C (<100 mg/dL)f 68% – 26% N/A

24 Blood pressure <140/90 mm Hgf 76% – 26% N/A

25 Tobacco non-usef 92% – 26% N/A

26 Aspirin usef 98% – 26% N/A

27
Percent of beneficiaries with diabetes with 
A1C in poor control (>9%)c 9.60% 2.00/2 18% 10%

  Subdomain: Hypertension        

28
Percent of beneficiaries with hypertension 
whose blood pressure is <140/90 mm Hg

82% 2.00/2 69% 80%

  Subdomain: Ischemic Vascular Disease        

29
Percent of beneficiaries with IVD with 
complete lipid profile and LDL-C control is 
<100mg/dL 

67% 2.00/2 59% 79%

30
Percent of beneficiaries who use aspirin or 
other antithrombotic

93% 1.85/2 85% 98%

  Subdomain: Heart Failure        

31 Beta-blocker therapy for LVSD 97% 2.00/2 88% 90%

  Subdomain: Coronary Artery Disease        

Percent of beneficiaries with CAD who met all  
of the following criteria:

78% 2.00/2 80%

32 Drug therapy for lowering LDL-Cf 80% – 69% N/A

33
ACE inhibitor or ARB therapy for patients with 
CAD and diabetes and/or LVSDf 89% – 69% N/A

Points earned in domain 13.85/14

A1C indicates glycated hemoglobin; ACE, angiotensin-converting enzyme; ACO, accountable care organization; ARB, angiotensin II receptor blocker; ASC, ambulatory surgery center; 
CAD, coronary artery disease; COPD, chronic obstructive pulmonary disease; EHR, electronic health record; IVD, ischemic vascular disease; LDL-C, low-density lipoprotein choles-
terol; LVSD, left ventricular systolic dysfunction; N/A, not applicable; PCP, primary care provider.
a The total number of  ACO measures studied ranges from 322 to 333, depending on the measure assessed.
b  For ACO measure 8, a single summary risk standardized readmission rate is derived from the volume-weighted results of  5 different specialty models.  
c For ACO measures 8, 9, 10, and 27, a lower performance rate indicates better performance. 
d For ACO measures 9 and 10, shows a ratio of  observed over expected rate.  Hence, a ratio >1.00 indicates a higher than expected admission rate and poorer quality. 
e ACO measure 11 is double-weighted because of  the importance of  the EHR incentive program. 
f Composite score for Diabetes subdomain includes ACO measures 22-26 and Coronary Artery Disease subdomain includes ACOs 32 and 33.

Table 2. Quality Measure Results for Our ACO, 2014 (continued)
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largest percentage of  our population (86.5%). Even though they are 
the least expensive, they receive our immediate attention because 
this group incurs the largest overall expense. Fee-for-service expens-
es are then analyzed for each of  the 4 enrollment types, annualized, 
truncated, and a payment completion factor is added in. Indirect 
Medical Education (IME) payments and Disproportionate Share 
Hospital (DSH) payments, as well as uncompensated care payments, 
are not included.

Historical Benchmark
Next, using a complicated process, we identify the historical bench-
mark for per-capita expenditures in the previous 3 calendar years. 
The first benchmark year is 2009, and it is weighted 10%; the second 
is 2010 with a 30% weight, and the third is 2011 with a 60% weight. 
In addition, the federal Office of  the Actuary (OACT) updates the 
benchmark to account for changes in beneficiary characteristics and 
the absolute amount of  growth in per-capita expenditures. The his-
torical benchmark is updated for subsequent years.

Risk Scoring
Beneficiary risk scoring uses the CMS-Hierarchical Condition Cat-
egories (HCCs) retrospective risk-adjustment model to adjust the 
benchmark years when updating the historical benchmark in sub-
sequent years. Each year, the historical benchmark is updated for 
changes in health status and demographic factors that occur in the 

originally assigned beneficiaries. Consequently, the risk scores could 
go up or down depending on the diagnostic codes gathered by CMS 
claims. In the Verisk Health application, the DxCG risk scores for 
Models 125— a risk score that indicates how much the individual is 
predicted to cost (includes age, gender, eligible months, diagnostic 
codes, selected utilization, and prior cost) by multiplying the risk 
score by the plan average cost per person per year—were developed 
in concert with the HCCs. 

Distribution of  Net Savings Within the ACO
There are many different approaches to dividing up the shared sav-
ings. In our case, this amount is divided into 2 parts. One part goes 
to Hackensack University Medical Center to repay part of  their ini-
tial investment in the ACO—the balance goes to the primary care 
practices. The practices then divide up the amount among their phy-
sicians. The actual amount each practice or tax identification number 
(TIN) receives is based on the number of  beneficiaries cared for by 
the TIN.

DISCUSSION
The story on the ability of  MSSP to reduce costs is mixed. In perfor-
mance year 1, which was 21 months long, 53 of  220 ACOs (24.1%) 
earned shared savings.11 In performance year 2, 97 of  353 ACOs 
(27.5%) earned shared savings.12 Behind the numbers is the fact that 
approximately half  of  the ACOs saved money in each of  the perfor-
mance years, but only the numbers shown exceeded the minimum 
savings rate to allow those few MSSPs to earn savings. For the 2 
performance years, only 38 of  353 ACOs (10.8%) generated savings 
(according to a memo from Holly Wittenberg, Avalere Health, Feb-
ruary 2016). The key factors that we believe most likely made a dif-
ference and permitted us to generate shared savings are as follows.

1. Selection of  Membership
In the initial design for our ACO, the selection of  the member-
ship was critical. We decided to select practices that were already 
certified as patient-centered medical homes (PCMHs). A PCMH 
is defined as “a way of  organizing primary care that emphasizes 
care coordination and communication to transform primary care 
into ‘what patients want it to be.’ Medical homes can lead to higher 
quality and lower costs, and can improve patients’ and providers’ 
experience of  care.”13,14 The National Committee for Quality As-
surance grants the certification. For those physicians who want to 
join the ACO but are not certified as PCMHs, we insist that they 
acquire the software to practice with an electric health record and 
become certified as a PCMH within 1 year. We agree to provide, 
free-of-charge, a trainer to facilitate their acquisition of  PCMH 
certification.

2. Providing a Nurse Care Coordinator
The other major commitment we made initially was to provide a nurse 

Table 3. Shared Savings Calculation for Performance Year 2

1 Assigned beneficiaries 15,603 

2 Person-years 15,158 

3 Per-capita expenditures benchmark $13,099

4 Per-capita expenditures actual $12,672

5 Total benchmark expenditures (#2 × #3) $198,546,103

6 Total actual expenditures $192,081,207

7 Total savings (#5 – #6) $6,464,895

8 Minimum savings rate 2.70%

9 Minimum savings required (#8 × #5) $5,312,846

10 Potential net savings $3,232,448

11 Quality performance sharing rate  
(possible 50%) 

50%

12 Our final quality score 89%

13 Our final sharing rate (#11 × #12) 44.7%

14 Interim savings (#10 × #13) $2,890,804

15 Less sequester adjustment $57,816

16 Final net earned savings performance 
payment (#14 – #15)

$2,832,988

Source: Data was obtained from a confidential Hackensack Physician-Hospital Alliance 
ACO, LLC, financial reconciliation report, Performance Year 2, Medicare Shared Savings 
Program, and is available upon request to the corresponding author.
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care coordinator for the larger practices. Their goal is to identify the 
high-risk patients, get to know them well, and assure those patients 
relate to them whenever they felt ill to avoid the knee-jerk response of  
going to the ED immediately. 

To minimize waste and avoid unnecessary hospitalizations, the 
combination of  physician and nurse coordinator working in con-
cert enabled the identification of  areas of  wasteful spending, cre-
ation of  work plans, and provision of  timely appointments to see 
the PCP team. 

3. Informing About CMS Quality Measures
The physicians and nurses were informed of  the 33 quality measures 
required by CMS. It was made clear that compliance with these mea-
sures determines whether savings generated by more efficient care will 
accrue to the ACO. 

4. Identifying a Data Analytics Firm   
The next part was not so easy. We knew that information would be 
the key to success for this project. Consequently, we had to identify 
a data analytics firm to help determine which practices were and 
were not doing well. This information came from CMS in several 
reports—namely, the CCLFs and Financial Reconciliation Reports.15 
We identified 3 companies—Health Endeavors, Verisk Health, and 
Milliman—that are helping us with various parts of  our data analy-
sis. The data from Verisk Health and Milliman go through a second 
filter at Premier Inc, which helps us identify key areas of  required 
attention and areas where more investigation is needed.

5. Using the Data
Using these data analytics firms, we found from the Verisk Health 
analysis that our risk score for our population was higher (24.34) than 
many ACOs (17.17). This factor, in turn, meant that CMS determined 
that our historical expenses should be relatively high. 

6. Examining Regional Differences 
Although there is some evidence that ACOs with higher initial 
benchmark expenditures are more likely to be able to reduce ex-
penditures,16 this factor did not guarantee a reduction in expen-
ditures for all high-cost ACOs. Regional differences need to be 
examined more closely to fully understand this phenomenon.

There are many areas where CMS and the ACOs themselves need 
to improve their programs, but time does not permit serious consid-
eration of  all these areas. For CMS, some of  the areas, for example, 
include revision of  the retrospective attribution of  beneficiaries, 
reducing the complexity of  determining cost savings, reexamining 
the “normal variation” in savings and losses, considering regional 
effects on cost, the role of  merit-based incentive payment system, 
and competition from other alternative payment models such as 
bundled payments and the comprehensive primary care initiative. 

ACOs, themselves, need to deal with leakage of  beneficiaries to oth-
er ACOs, performing annual wellness visits on all assigned benefi-
ciaries, interconnectivity of  numerous EHRs, choosing other areas 
to reduce waste such as skilled nursing facilities and other post-acute 
care options, and selecting appropriate data analytic software.

CONCLUSIONS
The MSSP’s ACOs appear to offer ample opportunity to improve 
the quality of  care for the patient while at the same time, reduce 
the cost of  care. Initial factors that should facilitate these changes 
are having physicians certified as patient-centered medical homes by 
NCQA and providing financial support for increased care coordi-
nation. In this setting, high-risk patients are likely to be seen more 
often in the office in order to prevent deterioration and to better 
manage their chronic conditions. PCMHs and care coordinators will 
provide the greatest opportunity to impact a large segment of  med-
ical care costs by decreasing hospital admissions, readmissions, and 
ED visits, while maintaining a higher quality of  healthcare.

We should emphasize that we do not change physician practice, 
we change physician behavior. By creating the appropriate interven-
tions, we eliminate waste in our bloated healthcare system. We learn 
to address patient needs better. Although we are still good at disease 
management, we learn how to perform health management better 
from the PCMH model.
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