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A B S T R A C T
Background: New payment and care organization approaches, such
as those of accountable care organizations (ACOs), are reshaping
accountability and shifting risk, as well as decision making, from
payers to providers, within the Triple Aim context of health reform.
The Triple Aim calls for improving experience of care, improving
health of populations, and reducing health care costs. Objectives: To
understand how the transition to the ACO model impacts decision
making on adoption and use of innovative technologies in the era of
accelerating scientific advancement of personalized medicine and
other innovations. Methods: We interviewed representatives from
10 private payers and 6 provider institutions involved in implement-
ing the ACO model (i.e., ACOs) to understand changes, challenges, and
facilitators of decision making on medical innovations, including
personalized medicine. We used the framework approach of qualita-
tive research for study design and thematic analysis. Results: We
found that representatives from the participating payer companies
and ACOs perceive similar challenges to ACOs’ decision making in
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terms of achieving a balance between the components of the Triple
Aim—improving care experience, improving population health, and
reducing costs. The challenges include the prevalence of cost over
care quality considerations in ACOs’ decisions and ACOs’ insufficient
analytical and technology assessment capacity to evaluate complex
innovations such as personalized medicine. Decision-making facili-
tators included increased competition across ACOs and patients’
interest in personalized medicine. Conclusions: As new payment
models evolve, payers, ACOs, and other stakeholders should address
challenges and leverage opportunities to arm ACOs with robust,
consistent, rigorous, and transparent approaches to decision making
on medical innovations.
Keywords: accountable care organizations, coverage policy, decision
making, personalized medicine.

Copyright & 2017, International Society for Pharmacoeconomics and
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Introduction

In a 2008 seminal article, Berwick et al. [1] proposed the Triple
Aim for US health care: improving the experience of care,
improving the health of populations, and reducing health costs.
The Triple Aim became an overarching objective of the US 2010
health reform and precipitated the rise of new payment and care
organization models [2,3]. The accountable care organization
(ACO) model, first introduced in 2006 as a means to shift
accountability from the individual provider to the organization
level [4], emerged in the health reform era as a mechanism for
achieving the Triple Aim and health system transformation [3,5].
An ACO is a provider-led organization with a strong base of
primary care, collectively accountable for quality and per capita
costs across the full continuum of care [6]. In 2012, the Centers for
Medicare & Medicaid Services launched two ACO initiatives—the
Pioneer ACO Model and the Medicare Shared Savings Program [7].
Early results have been promising in the overall cost savings and
quality improvement, but showed modest cost impact, some
patient attrition, as well as variability in results across participat-
ing ACOs [8–13]. All along, experts viewed the ACO model as work
in process and highlighted the necessity to continue its evolution
and enhancement [14–18]. Nevertheless, adoption of the ACO
model by payers and health systems continues to gain momen-
tum [5,19–21].

An ACO’s accountability for the Triple Aim inherently entails
assuming a higher degree of financial risk, previously carried by
health care payers [7,18], as well as increased responsibility for
ociety for Pharmacoeconomics and Outcomes Research (ISPOR).
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decision making on how to achieve the Triple Aim [15,20,22].
Berwick et al. [1] argued that this decision making is “an exercise
in balance” because some actions could advance one aim but
counter other aims. They noted that the adoption of innovative
medical technologies was a critical example of the necessity to
balance decisions in the Triple Aim context because some
technologies could improve the health of individuals and certain
populations but raise costs. Furthermore, a simulation of ACO
results showed that use of guideline-recommended tests and
drugs improves quality but reduces cost savings or increases
costs [23]. As scientific progress produces new diagnostics,
therapeutics, and digital health technologies, it becomes crucial
to understand how and by whom decisions on medical innova-
tions are made in the era of the Triple Aim and ACOs.

The importance of ACO decision making has been described
in the literature, with the focus on decisions about whether a
provider organization should form an ACO [24], agreeing how to
structure ACO governance and risk [15,22], engaging physicians
in key aspects of ACO decision making, including clinical proto-
cols [20,25,26], and determining what care to refer to outside
providers [27]. Nevertheless, ACO decision making on adoption of
innovative medical technologies does not appear to have
received attention: we found only two commentaries highlighting
this topic and expressing concerns about disincentives for ACOs
to adopt medical technology innovations [28,29].

To address this gap, we undertook a study with ACOs and
private payers on aspects relevant to decision making. In the
non-ACO environment, payers evaluate an innovative technol-
ogy, and whether it is medically necessary, and then convey this
decision in a coverage policy [30–32]. A payer’s positive coverage
decision determines whether the technology is reimbursed for
the payer’s enrollees (subject to benefit design) and has consid-
erable influence on providers’ decisions to adopt and use this
technology [33–37]. To examine whether or how decision making
is changing in the ACO environment, it was important to include
both sides of the ACO arrangement—ACOs and payers. We
focused on private payers because they cover two-third of the
US insured population [38], increasingly participate in ACO
arrangements [16,19,39], and their participation is considered
key to the long-term success of the ACO movement [8,26,40,41].

To examine decision making on innovative technologies, we
focused on personalized medicine (also referred to as precision or
genomic medicine)—an important field with accelerating scien-
tific and technological development and substantial promise for
health, health care, and prevention [42–45]. Payers have reported
challenges to their coverage decisions on personalized medicine,
including the fast-paced scientific development, rapid prolifera-
tion of tests, as well as the lack of evidence on the validity and
utility of many tests [30–32,46–50]. These challenges may also be
relevant in ACO decision making on personalized medicine. We
used a specific example of innovative cancer genomic panels that
identify a variety of an individual’s cancer germline (cancer risk)
or somatic (tumor) mutations in one test. These panels are often
expensive [51,52], not yet consistently covered by payers
[50,51,53–56], and their use in clinical practice is controversial
and hotly debated [57–68]. Thus, they present an opportunity to
explore decision making on innovative technologies in the ACO
setting.
Methods

Study Cohort and Methods

The study was conducted in accordance with the protocol
approved by the University of California, San Francisco Institu-
tional Review Board. We used qualitative research methodology,
specifically the framework approach [69,70], to design and con-
duct the study. This method uses semistructured interviews and
thematic analysis and has been effectively used in our and
others’ research to examine payer and provider decision making
on medical innovations [31,46,47,49,50,71–74].

The interview cohort was assembled using purposive sam-
pling [75]. To identify and recruit payer representatives, we
leveraged our University of California, San Francisco Center for
Translational and Policy Research on Personalized Medicine
(TRANSPERS) Evidence and Reimbursement Policy Advisory
Council. The cohort included 10 senior executives from 10 private
payers, including six major national and four regional plans.
Together, the 10 payers cover more than 125,000,000 enrollees
[76], which comprises approximately 44% of all covered lives in
the United States [77]. The executives were responsible for, and
knowledgeable of, technology decision making and the ACO
arrangements in their respective organizations.

The cohort also included six executives from six ACOs. We
identified and recruited these representatives through a Chicago-
based collaboration of medical centers and other stakeholders on
personalized medicine in oncology. All six ACOs were located in
the Midwest, but represented a range of characteristics. They
varied in 1) academic affiliation (one academic and five non-
academic organizations); 2) size (two large systems [10 or more
hospitals], two medium-sized systems [4 or more hospitals], and
two single-hospital systems); and 3) experience with the ACO
model (two ACOs with 3 years or more since implementation; one
with 1 year since implementation; and three in the beginning
stages of implementation). All recruited ACO representatives had
knowledge of their respective ACO arrangements.

On the basis of the goal and topics of our study, we developed
an interview questionnaire (Table 1) and provided it to the cohort
members ahead of the interviews. We started the payer inter-
views with the topics of the landscape, arrangement structures,
and future direction of ACOs in their respective provider bases.
These topics were beneficial to include because they provided
important context for the understanding of ACO decision making
and related challenges and facilitators conveyed by interviewees.
The topic of ACO landscape was relevant only to payer inter-
viewees because they work with multiple ACOs in their network,
whereas ACO interviewees provided perspectives from one ACO.
All other interview topics were included in both payers’ and
providers’ questionnaires and focused on their perspectives on
the shift of decision making between payers and ACOs and
factors impacting ACO decisions on medical technologies, using
the example of cancer genomic panels.

The interviews were conducted between January and July
2015, took 30 to 45 minutes each, and were taped and transcribed.
Two investigators independently performed thematic analyses
and coding according to the framework approach of qualitative
research [69,70]. Disagreement was resolved by discussing differ-
ences and reaching consensus. Analysis showed saturation of
themes, that is, repetition of themes across interviewees, and
thus sufficiency of the interview cohort for the purposes of this
study [78].

Cancer Genomic Panels

Cancer genomic panels are defined here as innovative genomic tests
interrogating multiple cancer genes and/or syndromes that use
next-generation sequencing and contain well-studied and less-
studied genes. These panels could test for somatic mutations
(tumor genetic testing) and/or germline mutations (for hereditary
cancers). Cancer genomic panels are available commercially
[51,52] and offer important benefits to patient and providers,
compared with traditional single-gene/single-syndrome tests, for
example, faster testing, more comprehensive genetic picture,



Table 1 – Interview questionnaire.

Questions for payers
(Interviewer provides a brief overview of cancer genomic panels)
1 What is the current state and future direction of the ACO model
within your network?
� Do you observe growth? At what pace?
� What are the typical characteristics of providers entering the

ACO arrangements?
� What are the key features of ACOs in your network?
� What is your future direction related to the ACO model?

2 What is your perspective on the shift in decision making on
medical technologies to the ACOs?
� What should be the scope of ACO decision making, if they

assume risk?
� What is the role of payer coverage policies in the ACO

environment?
� How does this impact ACO decisions on cancer genomic

panels, which are not yet covered by payers?
3 What are the factors that impact ACO decision making on cancer
genomic panels and other medical innovations?
� What are the challenges of decision making and adoption?

What are your concerns related to these challenges?
� What are the facilitators of decision making and adoption?

Questions for ACOs
(Interviewer provides a brief overview of cancer genomic panels)
1 What is your perspective on the shift in decision making on
medical innovations to the ACOs?
� What should be the scope of ACO decision making, if they

assume increased risk?
� What is the role of payer coverage policies in the ACO

environment?
� How does this impact ACO decisions on cancer genomic

panels, which are not yet covered by payers?
2 What are the factors that impact your decision making on cancer
genomic panels and other medical innovations?
� What are the challenges of decision making and adoption?

What are your concerns related to these challenges?
� What are the facilitators of decision making and adoption?

ACO, accountable care organization.

Table 2 – Payers’ description of the ACO landscape
and relevant features (results of thematic analysis).

Topic/category Theme from payer interviews

Proliferation of ACO
arrangements with
private payers

� Substantial growth in the
number of ACOs

� In the past, providers initiated
ACO arrangements with private
payers; now, payers initiate ACO
arrangements

� Growth seen across all
geographic areas, ACO types,
sizes, and settings (e.g., urban
and rural)

� Variability in ACO stages and
experience within one payer’s
network

Key features of ACOs � Triple Aim is the overarching
guiding objective

� Cost reduction is the primary aim
while controlling for two other
aims (care quality and patient
satisfaction)

� Wide spectrum of risk/award
arrangements, from no risk and
rewards for savings in total costs
to full risk/reward structures

� Variability in quality metrics
across ACOs within an individual
payer’s networks

Future direction of private
payers related to ACOs

� Payers express satisfaction with
the ACO model

� Intend to increase the number of
ACO arrangements in their
networks

� Plan to increase risk sharing and
move ACOs toward full-risk
arrangements

� Intend to increase member
enrollment with specific ACOs

ACO, accountable care organization.
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avoidance of patient’s testing fatigue, and others [57,63,65,79,80].
Panels are, however, still considered controversial for use in
clinical practice [57–64,66–68], and are not yet broadly covered
by payers for reasons including lack of evidence of clinical utility
[50,51,53–56]. Cancer genomic panels are relatively expensive,
ranging from approximately $1500 to $5000 [51,52]. Nevertheless,
they are being rapidly adopted in clinical practice for asympto-
matic patients as well as patient populations diagnosed with
cancer [59,65]. Thus, cancer genomic panels present an excellent
case for exploring decision making on innovative technologies
between payers and ACOs.
Results

Payers’ ACO Landscape, Features, and Future Direction

Table 2 presents payers’ description of the ACO landscape and
relevant features. All payers reported “exponential growth” in the
number of ACO arrangements in their respective provider net-
works, especially in the last 1 to 2 years. They attribute this
proliferation to several factors: the continuing effort of the
Centers for Medicare & Medicaid Services to roll out ACO-like
arrangements for Medicare and Medicaid beneficiaries; providers’
growing comfort with, and interest in, the ACO model; and the
increasing initiative by private payers to form ACO arrangements,
as opposed to being pursued by providers, as in the preceding
years. Payers reported ACO proliferation in all states of their
jurisdiction and in both urban and rural settings. In their
respective markets, payers observe a variation in ACO sizes, from
single-site hospitals to large health systems, and in ACO types,
from hospitals to provider groups. Payers also observe variation
in ACOs’ maturity because some ACOs have just entered these
arrangements, whereas others have multiple years of experience.

Although the Triple Aim is used in all ACO agreements, payers
shared that year-to-year cost reduction is the primary goal while
maintaining two other aims—quality and patient satisfaction—at
certain levels. Specific cost and risk-reward arrangements were
reported to be highly variable across ACOs, even within one
payer’s network. An ACO could be anywhere in the risk-reward
spectrum: from newer ACOs, still on the fee-for-service basis,
with rewards for annual total cost reductions, to more advanced
models in which an ACO assumes a larger degree of risk and
could incur cost-related rewards or penalties, to those assuming
total risk and full financial impact. Payers also noted a large
variation in quality metrics used to control care quality
across ACOs.



Table 3 – ACO and payer perspectives on the shift in
decision making on innovative medical technolo-
gies from payers to ACOs (results of thematic
analysis).

Topic/category Themes from
ACO interviews

Themes from
payer interviews

Role of payer
coverage
policies in

� Coverage policies
should be for
guidance only.

� Coverage policies
should be for
guidance only, for
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Despite the variable and evolving ACO landscape,
all payers expressed general satisfaction with the ACO model,
especially with their ability to collaboratively focus on cost
reduction with ACOs, which was limited in the fee-for-service
environment. All interviewed payers conveyed their intention to
expand their respective ACO footprint, increasing the number
of ACOs within their provider networks, increasing the number
of their patient members formally enrolled in ACOs, as
well as transferring more risk to the ACOs, with the ultimate
goal for ACOs assuming the full risk for their patient
populations.
decisions to
use new
medical
technologies

ACOs should
make their own
decisions and
policies, if they
assume partial or
full risk

ACOs assuming
partial or full risk

� Coverage policies
should retain their
present role and
define the use of
new technologies
by ACOs

Decisions on
cancer
genomic
panels

� ACO internal
specialists should
take decisions on
whether to use
cancer
genomic panels

� Payers struggle with
decisions on cancer
genomic panels and
welcome transition
of decision
making to ACO

� Payers worry about
transitioning
decisions on cancer
genomic panels to
ACO because of
high cost and
downstream impact

Function of HTA � Should transition
to ACOs with
decision-making
function

� No opinion—not
yet considered
this function

� Should transition to
ACOs with decision-
making function

� Should be retained
by payers

Payer role to
enforce
coverage
policy/monitor
use

� ACOs, not payers,
should decide
whether to
monitor the use
of new
technologies,
according to their
internal decisions

� Payers should
continue
monitoring use,
especially of
expensive
technologies such
as cancer
genomic panels

� Payers should
switch to
monitoring
underuse, not
overuse

� Payers should stop
monitoring the use
of genomic
technologies and
rely on ACO quality
metrics

ACO, accountable care organization; HTA, health technology
assessment.
Opinions on the Shift in Decision Making on Medical
Technologies from Payers to ACOs

Table 3 presents ACO and payer opinions on the shift in decision
making on innovative medical technologies from payers to
ACOs. Payers’ decision making on medical technologies takes
the form of evidence assessment and issuance of a coverage
policy declaring the technology medically necessary or experi-
mental/investigational. Coverage policy becomes the basis for
reimbursement and typically has a strong influence on whether
the technology is used by providers. In our study, the
ACO interviewees believed that their heightened risk and
accountability should be accompanied by an expanded scope of
decision making on what kind of new technologies their organ-
izations should adopt. Therefore, they argued that they
should increasingly use payers’ coverage policies as guidance
only, and as the ACO risk level increases, their use of payer
coverage policies should phase out. Specific to cancer genomic
panels, ACO interviewees thought that relevant specialists
within their organizations, such as geneticists, oncologists,
and pathologists, should collectively develop and implement
internal policies on whether to adopt panels, irrespective of
payer coverage.

Payers’ opinions on the future role of coverage policies varied.
Forty percent expected coverage policies to become suggestions-
only for ACOs, and welcomed the transition, especially for
cancer genomic panels. These payers noted that they
“struggle with controversial and expensive genomic technolo-
gies.” They explained that similar to Medicare, they make
coverage policy decisions on the basis of medical necessity
determination and typically do not include cost considerations,
although, unlike Medicare, they are not prohibited by
federal law to consider costs in decisions. These payers
believe that ACOs are in a better position to balance benefits,
risks, and costs. In contrast, other payers (60%) wanted coverage
policies to retain their role in defining the use of medical
technologies by ACOs, especially for genomic technologies and
panels, because of the complexity and cost implications of these
decisions.

ACO interviewees believed that along with the expanded
decision making, they should assume other responsibilities,
presently performed by payers: health technology assessment
(HTA) and the decision on whether to monitor use of new
technologies. Payers’ opinions were, again, split; those in
favor of retaining coverage decision authority (60%) also
needed to retain the HTA function, and the right to monitor
overuse of expensive technologies, such as cancer genomic
panels. Payers favoring transition of decision making
to ACOs (40%) expected to stop monitoring overuse and poten-
tially start monitoring underuse of genomic technologies,
including cancer genomic panels, when they become standard
of care. Several payers (20%) expected to ultimately stop any
monitoring of use and rely on ACO metrics for assessment of
care quality.
Factors Influencing Decision Making on Adoption of Cancer
Genomic Panels

Table 4 presents ACO and payer perspectives on factors influenc-
ing decision making on cancer genomic panels. Payers and ACOs
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expressed similar opinions on challenges of ACO decision making
on innovative technologies, and cancer genomic panels specifi-
cally. They expressed concern that ACO contracts driven by
annual cost-reduction objectives create disincentives to adopt
technologies that may be cost-effective, but not cost-saving
within a year. They explained that this applies to cancer genomic
panels, which are relatively expensive in the short run but may
save expenses over several years by better cancer therapy
selection or broader surveillance for cancer detection. As ACOs
reach a cost-reduction plateau after several years of “cutting easy
fat out of the system,” these disincentives toward innovative
technologies could intensify. Interviewees perceived ACO quality
metrics as too broad and nonspecific to cancer or genomic
assessment to guard against cost-driven decisions. Another
noted challenge was the perceived deficiency in ACO capabilities
required for informed and balanced decision making. These
included limitations in ACOs’ analytic capacity to accurately
assess internal cost/outcome impact of cancer genomic panels,
as well as insufficient experience and expertise in evidence and
Table 4 – Common themes from ACO and payer
perspectives on factors influencing decision making
on cancer genomic panels.

Topic/category Theme from payer and ACO
interviews

Challenges to decision making and adoption of cancer genomic panels
Cost-driven contracts � Cost reduction basis drives focus on

cost savings, not cost-effectiveness
� Annual scope of cost reductions and
metrics limits horizon for longer term
impact of medical innovations

� ACOs reach cost-reduction plateau;
incentive to avoid technologies not
required by specific quality metrics,
such as cancer genomic panels

Limitations of metrics
and measurements

� ACO metric systems are broad
and few

� ACO metrics focus on generic
conditions, relevant to large
populations; lack details necessary
for cancer genomic panels

� ACO analytical capabilities are
limited; accuracy of cost and
outcome measurements is a
challenge

Lacking HTA
capabilities

� ACOs have not yet recognized the
need for HTA

� ACOs do not have experience and
expertise to perform systematic HTA

Facilitators of decision making and adoption of cancer genomic panels
Competition between

ACOs

� ACO competition for patients is
expected to increase

� Genomics and other innovative
technologies could be used by ACOs
for marketing to attract patients

Patient interest in
cancer genomic
panels

� Genomics, including cancer genomic
panels, continue to be visible and of
interest to patients

Genomic research at
some ACOs

� ACOs involved in genomic research
may also adopt them in clinical
practice

ACO, accountable care organization; HTA, health technology
assessment.
technology assessment of complex modalities, such as cancer
genomic panels.

Interviewees noted several factors that facilitate decision
making and adoption of cancer genomic panels. Intensified
competition for patients across ACOs, as well as continued media
and consumer interest in genomics, may drive ACO adoption of
these technologies for marketing reasons. Payers expressed hope
that as cancer genomic panels become standard of care, even in
the absence of relevant quality metrics, patients could be the
driving force of ACOs adopting these panels.
Discussion

Our study examined transitions, challenges, and facilitators of
decision making on medical innovations between private payers
and ACOs by elucidating payer and ACO executives’ perspectives.
Our findings indicate that ACOs in the private payer setting are
here to stay and expand because private payers plan to accelerate
ACO growth and evolution toward full-risk transfer in their
respective networks. This underscored the need for our study
and the necessity to understand ACO decision making on
medical innovations, including personalized medicine. We found
incongruence of payers’ and ACOs’ opinions on decision making.
ACOs believed that they should assume decision-making respon-
sibilities along with risk. Some payers expressed similar opinions,
whereas others expected to retain decision-making authority via
coverage policy and functions of HTA. We also found that payers
and ACOs perceive similar challenges to ACOs’ balanced deci-
sions within the Triple Aim, including the cost-driven approach
to decisions and insufficient analytical and technology assess-
ment capacity for complex innovations, such as cancer genomic
panels. Nevertheless, facilitators of decision making were also
reported, such as increased competition across ACOs for patients
who are knowledgeable and interested in genomics.

Our findings give rise to several topics for further study and a
broader dialogue with relevant health care stakeholders, includ-
ing ACOs, payers, patient organizations, and policymakers. The
first topic is the potential increase in variability in decision
making on medical technologies, translating into varying tech-
nology adoption across ACOs. Personalized medicine is a key
example of this concern. In the non-ACO setting, in which payers’
coverage policies are key in determining technology adoption,
studies have shown variability in decision-making approaches
and in coverage decisions on genomic technologies across payers
[31,47,49], which contributes to variation in genomic technology
adoption [33,36]. Our findings indicate that with ACO prolifer-
ation and decision authority transfer, decision-making variation
may increase because of the rising number of decision-making
entities—ACOs, inconsistency of ACO contracts and metrics, and
varying maturity in decision capabilities. This could lead to
increasingly variable care practices across ACOs.

The second topic is maturity and transparency of ACOs’
technology decision making. As longtime technology decision
makers, payers have developed methodologies and expertise in
HTA and evidence evaluation, as well as decision frameworks for
medical innovations [30,31,47]. They established often sizable
technology evaluation and coverage policy departments, which
integrate internal evidence assessment with reports from exter-
nal technology assessment groups and bodies, such as the Blue
Cross Blue Shield Center for Clinical Effectiveness (formerly
known as Technology Assessment Center) [81], Hayes, Inc. [82],
Evaluation of Genomic Applications in Practice and Prevention
[83], and the Institute for Clinical and Economic Review [84].
Sophisticated methodologies tailored to specifics of personalized
medicine are used to evaluate genomic technologies, including
analytic validity, clinical validity, and clinical utility [30,31,48].
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Resulting coverage policies are publicly available and updated
regularly. Our study findings indicate that ACOs lack the capacity
for ongoing, systematic rigorous technology evaluation and
decision making that would parallel payers’ approaches.
Although some ACOs in our cohort were familiar with HTA and
believed they should develop these functions, others did not
recognize this necessity. As the ACO model evolves, an effort to
determine a nimble but rigorous approach to support ACOs’
technology decisions will be necessary. Payers and external
HTA bodies could augment ACOs’ evidence assessment func-
tions, but in the spirit of accountability, each ACO will need to
take responsibility for the rigor, soundness, and transparency of
its decisions.

The third topic that emerged from our study is the impact of
ACO decision-making transition on the patient. As ACOs grow in
number and size, they will serve more and more patients whose
care will increasingly depend on ACO decisions [85,86]. Our
findings indicate that shorter term cost focus in ACO technology
decisions may overshadow other considerations, including
patient centeredness. The variation in decisions across ACOs
could increase variability in patient care practices and quality,
including those in personalized medicine. Some payers in our
study suggested that many patients who are active, empowered,
and informed about innovative technologies, such as genomics,
could influence ACO decision making on adoption of these
technologies. Experts have called for increasing patient engage-
ment in ACO decision making at several levels, including the
system level [25,85–87]. It, however, remains to be seen whether
patients could serve as their own advocates, vis-à-vis ACOs that
are growing in size and power [16,40,41,88]. Further research is
needed to understand patients’ perspectives and roles in this
context, and further efforts are also needed to make these issues
visible to patients.

Our study had limitations. We used a small, but representa-
tive, cohort of 10 private payers—they collectively cover more
125,000,000 enrollees across US geographies—but our ACO cohort
consisted of 6 organizations all located in the Midwest and was a
convenience sample. This cohort, however, included a range of
ACO characteristics, including size, academic affiliation, and
experience with the ACO arrangement. We believe that our
findings from the ACO cohort may be generalizable to other US
regions with a similar mix of ACO characteristics, as in the
Midwest. Generalizability of our findings across the United States
should be a subject of further study. Although our two cohorts
were sufficient for the exploratory purposes and the qualitative
methodology of our study (we achieved saturation of themes
within the two cohorts), further studies on the subject of ACO
decision making should expand the ACO cohort to include
various sizes, types, and geographies. This would allow examin-
ing whether and how ACO characteristics correlate with their
decision-making practices and approaches. In addition, future
research should examine the effect of different payment meth-
ods, including bundled payment, on decision making on medical
innovations, as well as the interaction effect between bundle
payment, various types of payers, and status of ACO.
Conclusions

Our findings indicate that ACO proliferation continues within the
Triple Aim, and they assume an increasing level of risk and
decision authority, including decision on technology adoption.
Nevertheless, we found challenges to ACOs’ balanced and
informed decision making, such as focus on short-term cost
reduction and insufficient technology assessment and analytical
capabilities. Using relatively short time horizons in modeling
the expected benefit of a particular diagnostic or therapeutic
intervention could also lead to underuse of diagnostic tools that
may prove to have high value in the long run. These gaps may
challenge decisions on adoption of new technologies, such as
cancer genomic panels, and contribute to variation in ACOs’
patient care practices. As ACOs evolve, mechanisms and capacity
for decisions on medical innovations should be developed.

Source of financial support: This study was partially funded by
the National Human Genome Research Institute (grant no.
R01HG007063 to K.A.P.).
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