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M ore than 440 Medicare accountable care organi-
zations (ACOs) have been established nation-
wide since the Affordable Care Act was passed 

in 2010.1,2 Medicare ACOs in the Medicare Shared Savings 
Program (MSSP) and Pioneer ACO programs voluntarily 
contract with Medicare to be responsible for the health 
outcomes and expenditures of a defined patient popula-
tion. ACOs aim to promote higher-quality care and to re-
duce the growth of healthcare costs through improved care 
coordination, care management programs, information 
technology, and other interventions,3-5 and when ACOs 
succeed in these goals, they may share in the cost savings 
with Medicare. These potential “shared savings” are 1 im-
portant driver for ACO formation.6

 Early results are modest.7 Of MSSP ACOs that initiated 
operations in 2012 or 2013, 118 (54%) lowered expenditures 
compared with benchmark projections. In total, these ACOs 
generated $383 million in net savings for Medicare during 
their first performance year, with 52 ACOs earning shared 
savings payments of more than $315 million.8 ACOs (and 
ACO-like models) continue to form, including in the com-
mercial insurance sector and in state-based Medicaid pro-
grams.9-11 Nevertheless, significant questions remain about 
the financial viability of the ACO model.12,13

Specific regulatory requirements governing the MSSP pro-
vide an opportunity to examine important questions about 
what ACOs plan to do with their shared savings (ie, their 
“shared savings distribution plans”). The MSSP requires ACOs 
to initially submit their shared savings plan in their application 
to the MSSP program, and later to publicly report their distri-
bution plans on required ACO websites.14 Guidance suggests 
that MSSP ACOs should also describe the percentage of total 
shared savings that will be allocated to infrastructure, primary 
care providers (PCPs), specialists, and hospitals in the ACO. 
Importantly, Medicare ACOs have flexibility in how they use 
shared savings, as long as use is consistent with the ACO pro-
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Objectives: To determine if Medicare Shared Savings Program 
(MSSP) accountable care organizations (ACOs) are meeting 
public reporting requirements related to shared savings plans, to 
quantitate the composition of shared savings distribution plans, 
and to investigate whether early ACO success is associated with 
specific plan or ACO characteristics.

Study Design: Cross-sectional study.

Methods: ACO descriptive characteristics and distribution plan de-
tails were abstracted from official ACO websites for all 338 active 
MSSP ACOs launched through January 2014. Publicly available 
MSSP results from 2012 and 2013 start date ACOs were used to in-
vestigate associations with successful shared savings generation.

Results: Of current MSSP ACOs, 313 of 338 (93%) maintain a 
website, 284 of 338 (84%) provided at least a general statement 
about shared savings distributions, and 176 of 338 (52%) reported 
detailed allocation percentages to ACO participants. On average, 
ACOs reporting detailed allocations planned to give 63% (range 
= 0%-100%; SD = 26.3) to their primary care providers (PCPs), 
specialists, and/or hospitals, and 33% (range = 0%-100%; SD = 
25.6) to infrastructure. ACOs including a hospital planned to give 
a larger average percentage to participating entities than those 
without (69% vs 58%; P = .01). ACOs planning to give >50% to 
their PCPs and specialists were more likely to have generated 
savings (P = .001), as were ACOs composed of >10 participating 
entities (P = .004).

Conclusions: Just over one-half of MSSP ACOs report detailed 
shared savings distribution plans online, and these plans vary 
widely. There appears to be no single shared savings distribution 
plan determinate of ACO success. Continued investigation of pre-
dictors for generating savings is needed to inform future shared 
savings models.
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gram mission15; shared savings payments to 
beneficiaries, however, are not permitted.

 Whether and how ACOs are meet-
ing these policy requirements is unknown 
but of significant interest to all stakehold-
ers,16,17 and patients may be interested in 
whether savings benefit them directly (eg, 
via new care programs and interventions) 
or indirectly (eg, via incentives to clinicians 
and hospitals to improve care quality).18 
Although savings distribution to ACO 
PCPs and specialists is considered a key 
component of ACO success, how much and on what ba-
sis ACOs will do so is unspecified and unknown.19 Final-
ly, ACO leaders and policy makers may be interested in 
what ACOs are doing regarding shared savings, because 
savings distribution plans likely reflect ACO strategic 
planning and what ACOs believe will help to incentivize 
desired care patterns.20 

The objective of this study was to begin describing the 
landscape of how MSSP ACOs publicly report and plan 
to use their shared savings. We also conducted a prelimi-
nary investigation on whether certain ACO organizational 
characteristics appear to be associated with certain intend-
ed uses of shared savings. Finally, using early results from 
the MSSP, we examined whether certain organizational 
characteristics or shared savings distribution plan design 
elements are associated with ACO financial success. 

STUDY DATA AND METHODS 
Study Sample

We examined the official ACO websites for all 338 ac-
tive MSSP ACOs initiated in April and July 2012, Janu-
ary 2013, and January 2014. At the time of our study, 5 
ACOs had been approved to participate, but were not in-
cluded in the CMS database of active ACOs (these were 
not included in this analysis).21 Website addresses were 
found using information available on the CMS website,21 
but because the CMS website did not include website ad-
dresses for the January 2014 start date, we located these 
on the Internet. Among 338 ACOs, 322 had an available 
official website for review; all 16 ACOs without a website 
locatable by routine search methods were in the January 
2014 group. Pioneer ACOs were excluded from analysis.

Data Abstraction Strategy
We designed a data abstraction strategy based upon 

information expected from MSSP public disclosure re-
quirements14 and our study objectives, such as key ACO 

descriptive characteristics and composition, public report-
ing, and proposed shared savings distribution plan features 
(eg, percentage of distribution to infrastructure). A data 
abstraction form covering these domains is not publicly 
available to our knowledge; therefore, we developed one to 
capture desired data. We piloted a draft form on a subset (n 
= 30) of ACOs from the July 2012 group, then met and re-
vised the form into a final version (eAppendix Table, avail-
able at www.ajmc.com). This version was used to collect 
data on all MSSP ACOs from June 3 through July 23, 2014. 

Some variables collected during data abstraction war-
rant explication. We hypothesized that organizational 
complexity might affect shared savings plan characteristics 
or ACO success, because larger, more complex organiza-
tions may complicate how an ACO forms and operates. 
As a proxy of complexity, we collected data on the number 
of individual entities (ie, clinicians, clinician group prac-
tices, hospital, and/or other participating providers) par-
ticipating in each ACO. We refer to this as the number of 
“participating entities” in each ACO. To illustrate, by our 
definition, an integrated health system that forms an ACO 
within its existing organizational structure has 1 partici-
pating entity, whereas an ACO that forms from a private 
practitioner, a group practice, a multi-specialty group, and 
a hospital—all of whom were previously unaffiliated as de-
fined by ACO rules—would have 4 participating entities. 
Our use of participating entity is generally consistent with 
the CMS regulatory definition of an ACO participant.15 

We also hypothesized that ACO composition might af-
fect shared savings plan characteristics or success. Although 
ACO regulations refer to ACO “providers,”15 we identified 
whether an ACO included hospitals, PCPs, and special-
ists from information provided on official ACO websites. 
Whether an individual or group practice in an ACO is pri-
mary care or specialty may not be evident by name alone; 
therefore, we independently confirmed these practices in 
all cases by reviewing their websites. Moreover, because an 
ACO composed of a single participating entity (such as an 

Take-Away Points
Analysis of publicly reported organizational characteristics, shared savings distribu-
tion plans, and early financial success of accountable care organizations (ACOs) in 
the Medicare Shared Savings Program (MSSP) demonstrated that: 

n	 	 Most ACOs are meeting their public reporting requirements related to shared 
savings distribution plans.

n	 	 ACOs vary widely in how they plan to distribute shared savings.

n	 	 In a preliminary investigation using early MSSP ACO results, ACOs that planned 
to allocate the majority of shared savings to their primary care providers and special-
ists or were composed of more individual participating entities (ie, clinicians, clini-
cian group practices, hospital, and/or other participating providers) were more likely 
to have generated savings.
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integrated health system) might include multiple clinician 
groups (such as PCPs, specialists, and hospitals) relevant 
for shared savings plan characteristics, we elucidated the 
composition of these ACOs in similar fashion. 

We also believed it was important to assess whether in-
volvement of an external stakeholder might affect shared 
savings distribution plans. We defined “external stakehold-
er involvement” as present when an external stakeholder 
investor or company representative (not apparently other-
wise affiliated with an ACO participating entity) was pres-
ent on the governing board, or when the distribution plan 
included distributions to investors/shareholders. 

Analysis
Shared savings distribution plans were analyzed to 

determine if the composition of ACOs or the presence 
of external stakeholders were associated with differences 
in distribution plans. Once early MSSP financial perfor-
mance results became available, we examined the 58 ACOs 
that generated savings to determine whether certain ACO 
characteristics or shared savings distribution plans were as-
sociated with success in generating shared savings.22

Study data were collected and managed using REDCap 
version 5,23 and statistical analysis was conducted using 
STATA version 11 (StataCorp, College Station, Texas). For 
comparisons of categorical variables, a χ2 test was used, and 
for comparisons of means, an unpaired t test was utilized.

RESULTS
General ACO Characteristics

We found that 313 (93%) of the MSSP ACOs have in-
formation regarding their composition publicly available 
on their website. Of these ACOs, 131 (42%) have more 
than 20 participating entities, while 42 (13%) are composed 
of only 1 (Table). More specifically, 140 (45%) included 
PCPs, specialists, and hospitals, 124 (40%) had PCPs and 
specialists, while 49 (16%) were composed entirely of pri-
mary care physicians. Those meeting our definition of in-
volving external stakeholders numbered 67 (21%). 

In rare instances, other types of clinicians were noted 
as being in the ACO. These included chiropractors, podia-
trists, hospice, clinical laboratories, home care, pharmacies, 
dentists, physical therapists, optometrists, senior living 
centers, social services, and others. Among all ACOs, 49 
(14%) included an academic medical center (AMC). 

Public Reporting of Shared Savings Distribution Plans
We found that 285 (84%) ACOs publicly reported their 

shared savings distribution plan in various levels of de-

tail. Of these 285, 81 (28%) had “to be determined” (TBD) 
listed under their savings distribution plan, 28 (10%) had 
general statements regarding how distributions would be 
allocated (eg, “to incentivize physicians and build infra-
structure”) but without specific percentages, and 176 (62%) 
had detailed plans with specific percentages of the savings 
allocated to distinct categories (Figure 1). 

Shared Savings Distribution Plans
Among 176 MSSP ACOs with detailed plans avail-

able, 155 (88%) reported savings allotments for infrastruc-
ture (mean amount = 33%; range = 0%-100%; SD = 25.6; 
median = 25%); 166 (94%) reported savings allotments to 
their PCPs, specialists, and/or hospitals (mean amount 
= 63%; range = 0%-100%; SD = 26.3; median = 70%); and 
29 (16%) reported savings apportionments for “other” rea-
sons, such as investor allocations or payments to “strate-
gic partners” or a “specialty advisory committee” (mean 
amount = 4%; range = 0%-50%; SD = 11.7; median = 0%) 
(Figure 2). Of note, 25 (14%) ACOs with detailed plans 
available reported planning to use shared savings to cover 
any expenses before apportioning savings to any partici-
pants (Figure 1). 

In 166 cases, shared savings allocations were broken 
down into amounts for hospitals, PCPs, and specialists. 
Of the 77 ACOs including a hospital, 42 (55%) reported a 
specific percent designation to the hospital (mean amount 
= 9%; range = 0%-60%; SD = 15.0; median = 0%). Of the 
166 ACOs reporting allocations to participating entities 
137 (83%) designated a specific percent for clinicians, in-
cluding PCPs and specialists (mean amount = 58%; range 
= 12.5%-100%; SD = 20.3; median = 59%). Of these 137, 
95 (69%) reported specific allocations for PCPs (mean 
amount = 49%; range = 6.25%-100%; SD = 21.2; median = 
50%) and specialists (mean amount = 11%; range = 0%-48%; 
SD = 12.5; median = 6%). 

Finally, 46 plans (16% of plans with distribution plans on-
line) explicitly referenced patients’ potential to benefit from 
shared savings. Furthermore, 16 (6%) referenced specific new 
programs that would be started to benefit patients and fund-
ed by shared savings. Examples included hiring case manag-
ers or launching educational sessions for patients.

Shared Savings Distribution Plans by ACO Type
Comparing the ACOs composed solely of PCPs to the 

ACOs with PCPs and specialists showed little difference 
in the distribution to each category (Figure 2). However, 
ACOs that included hospitals gave a larger average per-
centage to PCPs, specialists, and/or hospitals within the 
ACO compared with those without (69% vs 58%; P = .01). 
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Compared with all active ACOs, ACOs with external 
stakeholders had a higher percentage of plans that were TBD 
(55% vs 18%; P <.001) and a lower percentage of plans with 
specific percentage allocations listed (36% vs 62%; P <.001). 
In addition, compared with the 152 ACOs without external 
stakeholders, ACOs with external stakeholders planned to 
give a smaller average percentage to PCPs, specialists, and/
or hospitals within the ACO (53% vs 65%; P = .04). 

Shared Savings Distribution Plans and Financial 
Performance

No differences in the ability to generate savings were 
found between ACOs based on the inclusion of a hospi-
tal, AMC, or external stakeholder in the ACO.

We also calculated the proportion of ACOs that gen-
erated savings based on numbers of participating entities 

within an ACO (Figure 3). ACOs with 6 to 10 participat-
ing entities were the least likely to have generated savings 
(13%), while ACOs with more than 20 participating enti-
ties were most likely to have generated savings (37%). 

No association was found between the percentage 
of shared savings allocated to PCPs, specialists, and/
or hospitals within the ACO versus infrastructure and 
the ability to generate savings. However, we found that 
ACOs that planned to distribute greater than 50% of 
shared savings to PCPs and specialists were associated 
with a higher probability of generating savings compared 
with those that did not (39% vs 22%; P = .001). Similarly, 
we found that ACOs that planned to distribute greater 
than 60% of shared savings to PCPs were more likely to 
have generated savings compared with those that did 
not (53% vs 24%; P = .01). 

n Table. Characteristics of Accountable Care Organizations in the Medicare Shared Savings Program 

Start date Number of ACOs

April 2012 27

July 2012 87

January 2013 105

January 2014 119

Total number of active ACOsa 338

Number of ACOs with a website 322

Number of ACOs with organizational details on websiteb 313

Number of ACOs with shared savings distribution plan on website (includes “to be determined”)c 285

Number of ACOs with actual shared savings percentage allocations onlined 176

Number of participating entities in ACO 313 reporting

1 42 (13.4%)

2-5 43 (13.7%)

6-10 40 (12.8%)

11-20 57 (18.2%)

20 or more 131 (41.9%)

Composition 313 reporting

PCPs only 49 (15.7%)

PCPs and specialists 124 (39.6%)

PCPs, specialists, and hospital(s) 140 (44.7%)

Academic medical centerse 49/338 (14.5%)

External stakeholdersf 313 reporting

Yes 67 (21.4%) 

No 246 (78.6%)

ACO indicates accountable care organization; PCP, primary care provider. 
aOnly active ACOs, based on a public CMS database, were analyzed. 
bOnly 313 of the active ACOs had a publicly available list of their participating members and governing board composition. 
cOf all ACOs, 285 stated how their savings would be distributed and either stated that their plan was “to be determined,” had general statements, or 
had a detailed plan with specific percentage allocations. 
dOf all ACOs, 176 have provided detailed plans with particular percentage distributions to various categories. 
eAn ACO that included at least 1 Association of American Medical Colleges member institution was termed an academic medical center.
fExternal stakeholders were determined by a distribution to an investor/shareholder or by an outside entity holding a seat on the governing board. 
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DISCUSSION

Our study describes the landscape of MSSP ACO 
shared savings distribution plans with a focus on public 
reporting, plan details, and the association between ACO 
organizational or distribution plan characteristics and 
ACO early financial success in generating shared savings. 

Most MSSP ACOs are meeting the basic public report-
ing guidelines related to their shared savings distribution 
plans, as set forth by CMS. Nearly 85% of all 338 ACOs 
included basic information about distribution plans; only 
about half, however, included planned percentage distri-
butions to PCPs, specialists, and/or hospitals within the 
ACO. ACOs with external stakeholders were less likely 
than other ACOs to report such details. 

There are several possible explanations for this find-
ing. First, all of the ACOs without a website were in the 
January 2014 start date, and these ACOs might have cre-
ated websites since the study was conducted mid-year, or 
the websites existed but were unable to be found with nor-
mal search functions. Second, since initial public report-
ing guidance was issued in 2012, CMS has issued updated 
guidance in September 2014 that explicitly clarifies that 
ACOs must adhere to the reporting format of CMS.14,24 

From a broader perspective, reporting of discrete per-
centages (as opposed to not reporting them, or reporting 

TBD) may or may not be equivalent to transparency. The 
complexity, uncertainty, and dynamic nature of an ACO’s 
shared savings distribution plan pose challenges for static 
posting online. For example, an ACO may be unable to 
predict all operational costs or clinical program needs in ad-
vance of applying to CMS. For such an organization to post 
discrete percentages—when such percentages are almost 
certain to change—it could actually work against the ethical 
value of transparency. Because at present there is little evi-
dence regarding how different ACO stakeholders (including 
their patients) perceive different ways of reporting shared 
savings, future research could investigate how (if at all) re-
porting affects perceptions, trust, and buy-in to the ACO.25 

We found that MSSP ACOs vary widely in their infra-
structure as well as in planned shared savings allocations 
toward their PCPs, specialists, and/or hospitals (Figure 
2). Overall, these findings are consistent with the intent 
of CMS MSSP regulations, which give ACOs flexibility 
to determine distribution plans tailored to a particular 
ACO’s needs for meeting program goals. 

We also found several notable associations between 
ACO characteristics and distribution plans. First, ACOs 
that included a hospital planned to allocate a larger percent-
age of shared savings to PCPs, specialists, and/or hospitals 
within the ACO compared with ACOs without hospitals. 
This may be because hospitals have fewer infrastructure 

n Figure 1. Online Reporting of Shared Savings Distribution Plans

PCP indicates primary care provider; TBD, to be determined.  
Of the 338 active accountable care organizations (ACOs), 285 had their shared savings distribution plan online. These plans either stated that their plan 
was “to be determined,” had general statements, or had a detailed plan with specific percentage allocations.  
Of the 176 plans with percentage allocations online, 25 of them mentioned that any shared savings received would be used to cover ACO expenses 
before distributions would be given to participating entities and 151 plans did not mention if savings would be used to cover expenses.  
Of the 176 plans with percentage allocations online, 166 included an allocation for PCPs and/or specialists in their distribution scheme and 10 planned to 
reinvest 100% of savings into ACO infrastructure.

General statements:
28 (8%)

TBD:
81 (24%)

Not online:
53 (16%)

Percentage allocations:
176 (52%)

Expenses not mentioned:
151 (45%)

Expenses covered first:
25 (7%)

PCPs and/or specialists in 
distribution scheme: 166 (49%)

Infrastructure only: 
10 (3%)
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needs initially compared with nonhospital ACOs, but deter-
mining the exact reasons for this association requires further 
in-depth study.26-28 Second, ACOs involving external inves-
tors or organizations planned to give a smaller percentage of 
shared savings to the ACO’s PCPs, specialists, and/or hos-
pitals. This could be for several reasons: some savings might 
need to be distributed to the investors, leaving a lesser share 
available for participating entities; or alternatively, ACOs 
with external investors may have other financial arrange-
ments in lieu of shared savings.29 

We found few associations between ACO organiza-
tional or distribution plan characteristics and ACO early 
financial success. In terms of organizational characteris-
tics, our most notable finding was that ACOs with over 
20 participating entities were most likely to have gener-
ated savings (Figure 3). Although not statistically signifi-
cant (perhaps due to the low number of ACOs examined), 
there appeared to be a U-shaped relationship, whereby 
ACOs with 6 to 10 participating entities were least like-
ly to have generated savings. The reasons for this may 
be complex. For ACOs with fewer participating entities, 
greater control over care delivery may make it easier to 

implement new programs and care patterns necessary 
for success. For larger ACOs, ACO participating entity 
number could be a proxy for ACO size (in terms of pa-
tient number or diversity) or for operational complexity 
in functioning in an aligned manner. This finding merits 
further in-depth investigation. 

In terms of other ACO characteristics, we found that 
ACOs distributing the majority of their savings to PCPs 
and specialists were more likely to have generated savings 
in their first operational year. No association existed be-
tween the generation of savings and amounts allocated to 
specialists, but ACOs distributing over 60% of savings to 
PCPs were more likely to have generated savings. 

While these findings are not necessarily causal, intui-
tively, a greater potential monetary reward for individual 
clinicians, if well advertised to the participating provider 
community, could help incentivize behavior change and 
generate buy-in to the overall goals of the ACO. It is pos-
sible that specific distribution thresholds may play a factor 
in altered perceptions of individual providers. For example, 
individual clinicians may not change their behavior in re-
sponse to a 10% or 30% distribution, but once the allocation 

n Figure 2. Shared Savings Distribution Schemes 

ACO indicates accountable care organization; PCP, primary care provider.  
PCPs were considered to be physicians who had a primary specialty designation of family medicine, internal medicine, or geriatric medicine. The 
percentages reported represent the average of the individual ACO percentage allocations for each category. The “other” category represents allocations 
given to investors/shareholders and non-ACO participants. ACOs including a hospital allocated a larger percentage of shared savings to PCPs, special-
ists, and/or hospitals within the ACO (P = .01).
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rises above a certain threshold, they may be more willing to 
change their behavior. While robust relationships have yet 
to be established, preliminary data suggest that in order to 
generate savings, ACOs should consider allocating signifi-
cant percentages of savings to providers, specifically PCPs.

Limitations
Our study had limitations. First, all data were based 

upon publicly available information at the time of our 
study. Data were not verified with the 338 ACOs exam-
ined, and shared savings plan characteristics may change 
over time. Second, as our results show, only 176 (52%) of 
the 338 ACOs publicly reported specific percentage dis-
tributions to PCPs, specialists, and/or hospitals within 
the ACO. Distribution plans without this detail may dif-
fer, limiting our ability to make generalizable or detailed 
claims about how ACOs are using shared savings. This, 
as well as heterogeneity in data reporting, also prevent-
ed us from conducting regression analyses; as more data 
emerge, these could be considered in the future. 

CONCLUSIONS

By examining publicly reported shared savings distri-
bution plans of MSSP ACOs, we have described for the 
first time the landscape of how MSSP ACOs report and 
plan to use their shared savings. Most ACOs are meet-
ing CMS reporting guidelines, but many are not reporting 
detailed characteristics of their planned shared savings 
allocations. Allocations of those that do report, vary 
widely. We found that ACOs that planned to distribute 
a majority of their savings to providers were more likely 
to have generated savings, as were ACOs with larger (>10) 
numbers of participating entities. However, no 1 common 
path yet exists for ACOs in terms of shared savings uses. 
Our findings, while preliminary, generate important hy-
potheses for future research. As ACOs evolve, it will be 
critical to continue examining how different stakeholders 
perceive shared savings distribution plan reporting and 
whether certain distribution plan characteristics may be 
associated with ACO success or failure.

n Figure 3. Proportion of MSSP ACOs That Generated Savings in Performance Year 1 by Number of Participating 
Entities

ACO indicates accountable care organization; MSSP, Medicare Shared Savings Program.  
aACOs with more than 10 participating entities were statistically more likely to have achieved shared savings (P =.004). 
This graph reflects the 58 MSSP ACOs with a 2012 or 2013 start date that generated savings and were eligible to receive a shared savings payment. An 
ACO participant is “an individual or group of ACO providers/suppliers that is identified by a Medicare-enrolled tax ID number, that alone or together with 
1 or more other ACO participants composes the ACO, and that is included on the list of ACO participants required to be submitted as part of the MSSP 
application.”15 The number of participating entities was determined from publicly available information on each ACO’s website. 
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eAppendix Table. Data Abstraction Form 
 

Category Data Description 
Accountable care 
organization (ACO) 
name 

 Name of ACO 

Date of extraction  Date website was accessed 
Medicare start date • April 2012 

• July 2012 
• January 2013 
• January 2014 

Date the ACO became a Medicare Shared 
Savings Program participant 

Location (state, zip 
code) 

 State and zip code where ACO contact address 
is located 

ACO website link  Web address of public reporting document 
External stakeholders • Yes 

• No 
Determined based on distributions to 
investors/shareholders, comments on the 
website, or the inclusion of a nonparticipant 
investor or company on the governing board 

Number of 
participating entities in 
ACO 

• 1 
• 2-5 
• 6-10 
• 11-20 
• More than 20 

Reflects the number of participating entities 
with distinct taxpayer identification numbers, as 
listed on each ACO website 

Composition of ACO 
participating entities 

• Primary care 
provider (PCP) 

• Specialists 
• Hospitals 
• Supplier 
• Home care 
• Chiropractor 
• Other 

PCP, specialist, and hospital participants were 
included if they existed within a larger entity as 
determined by examining the participant list and 
performing a Google search for all business 
names; other categories of participating entities 
were only included if they were a distinct and 
separate entity 

Academic medical 
center (AMC) 

• Yes 
• No 

An ACO with any Association of American 
Medical Colleges (AAMC) member institution 
was termed an AMC 

Distribution plan 
online 

• Yes 
• No 

Reflects if the distribution plan was on the ACO 
website 

Savings distribution 
plan 

• To be determined 
(TBD) 

• General 
statements 

• Detailed plan 

Recorded if the distribution plan was listed as 
TBD, had general statements without specific 
percentages, or was detailed with specific 
percentages 

Plan covers expenses 
first 

• Yes 
• No 

Reflects if savings were used to cover ACO 
expenses before being distributed to another 
category 

Type of expenses 
covered 

• Information 
technology (IT) 

• Administration 
• Care management 
• Infrastructure 

If expenses were covered first, the type of 
expenses covered were recorded based on 
statements within the distribution plan 



• Unknown 
• Other 

Provider distribution • Yes 
• No 

Inclusion of providers in the distribution plan 

References how 
providers are paid 

• Yes 
• No 

States how provider distribution amounts would 
be determined 

Provider distribution 
criteria 

• Attribution 
• Quality 

performance 
• Cost performance 
• Other 

If there was a reference to how provider 
distributions would be determined, what criteria 
were involved? 

Differential 
distribution 

• Yes 
• No 

If an ACO had specialists or a hospital, did they 
plan to give a different percent to each type of 
participant? 

ACO infrastructure 
distribution 

% Percent designated for infrastructure (includes 
IT, care management, administration, personnel) 

ACO participants’ 
distribution 

% Percent given to participants (includes providers 
and hospitals) 

Hospital’s distribution % Percent designated for hospitals 
ACO providers’ 
distribution 

% Percent designated for providers (includes PCPs 
and specialists) 

PCP distribution % Percent given to PCPs 
Specialists’ distribution % Percent given to specialists 
Other distributions % Percent given to other categories (ie, 

investors/shareholders, nonparticipants, or 
reserves) 

Distributions subject to 
change 

• Yes 
• No 

Did the ACO state that designated percentages 
could change? 

Yearly distribution 
change 

• Yes 
• No 

Were different percentages allocated for 
following years? 

Plan tiered • Yes 
• No 

A plan was tiered if it had a certain dollar value 
that would be given to a category followed by 
percentage allocations 

Number of tiers • 1 
• 2 
• 3 

If tiered, this represents the number of tiers (ie, a 
plan that covers expenses first and then allocates 
the remaining money on a percentage basis 
would be a tier of 1) 

Distribution reference 
to patient 
improvements 

• Yes 
• No 

Did the distribution plan make a reference to 
savings being used for improvement in patient 
programs or care? 

Distribution reference 
to new patient 
programs 

• Yes 
• No 

Were distributions going to be used to fund new 
patient programs? 

New patient program 
details 

 What new patient programs were initiated? 

Aggregate savings year 
1 

$ Dollar value of shared savings for performance 
year 1, if reported 

 




