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Introduction

This Policy Research Perspective (PRP) assesses patrticipation growth in medical homes and
accountable care organizations (ACOs) as well as in a variety of payment methods between 2012
and 2020 using data from the American Medical Association’s (AMA) Physician Practice Benchmark
Surveys. The first section of the PRP focuses on medical homes and Medicare, Medicaid, and
commercial ACOs, examining participation in these models and differences across practice
arrangements. The second section focuses on involvement in fee-for-service (FFS) and alternative
payment methods (APMs), including pay-for-performance, bundled payments, shared savings, and
capitation. Also assessed is the relationship between participation in medical homes and ACOs with
payment methods.

In 2020, 32.3 percent of physicians were in practices that participated in medical homes. Forty-three
percent of physicians worked in a practice that belonged to a commercial ACO, 36.7 percent to a
Medicare ACO, and 29.5 percent to a Medicaid ACO. Although participation in commercial and
Medicaid ACOs increased from 2018 (by 4 and 3 percentage points, respectively), participation in
Medicare ACOs decreased (by almost 2 percentage points) and participation in medical homes
remained roughly the same (within half a percentage point). Nonetheless, 54.9 percent of physicians
reported participation in at least one ACO type, compared to 53.8 percent in 2018 and 44.0 percent
in 2016.

The data also show that 44.5 percent of physicians received at least some payment based on pay-
for-performance for care that they provided, 40.1 percent received bundled payments, 23.8 percent
received capitation, and 21.5 percent received shared savings. Sixty-seven percent of physicians
worked in practices that received at least some revenue from an APM for care they provided (up
from 63.1 percent in 2018). FFS, however, was still the most prevalent payment method with 88.1
percent reporting at least some payment from this method in 2020. Further, an average of 70
percent of practice revenue came from FFS and 30 percent from APMs. Despite consistency over
time in both the receipt of FFS and the average revenue share from FFS, the data show a shift away
from complete reliance on FFS for all revenue between 2014 and 2020.
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Data and methods

The AMA’s Physician Practice Benchmark Surveys include nationally representative data on
physicians who provide at least 20 hours of patient care per week, are post-residency, and are not
employed by the federal government at the time of the survey. The Benchmark Surveys were
conducted in September 2012, 2014, 2016, 2018, and 2020 with approximately 3,500 respondents
each year.!

This PRP focuses on questions in the survey related to participation in medical homes and ACOs as
well as involvement with FFS and various APMs. The Benchmark Surveys serve as one of the few
sources of physician level data on this topic. In the survey, physicians were asked if their practice is
currently “accredited” or “recognized” as a medical home, and whether their practice participates in a
Medicare, Medicaid, or commercial ACO. Additionally, after being given a brief definition of various
payment methods (FFS, pay-for-performance, capitation, bundled payments and shared savings),
physicians were asked if insurers use any of those payment methods to pay their practice for care they
provided. For each payment method that is received by the practice, physicians were then asked to
provide their best estimate of the share of practice revenue from that payment method. Physicians
can indicate that they “don’t know” the answer to any of these questions.

Physician participation in medical homes and ACOs

Nearly a third of physicians (32.3 percent) were in practices that participated in medical homes in
2020 (Figure 1). Among the three ACO types, participation in commercial ACOs was most prevalent
(42.7 percent), followed by Medicare ACOs (36.7 percent) and Medicaid ACOs (29.5 percent).

Most existing research on ACO prevalence focuses on the number of ACO contracts or covered
lives. Data from the start of third quarter of 2019 show that of around 1600 ACO contracts, 55
percent were for commercial ACOs, 38 percent for Medicare ACOs, and 7 percent for Medicaid
ACOs (Muhlestein et al., 2019). In terms of the nearly 44 million patient lives covered by these ACO
contracts, 60 percent were from commercial ACOs, 30 percent from Medicare ACOs, and 10 percent
from Medicaid ACOs (Muhlestein et al., 2019). Although these metrics differ from the physician level
data in the Benchmark Survey, the results are similar in that commercial ACOs were the most
prevalent and Medicaid ACOs the least.

Trends in participation and awareness

Participation in medical homes has increased by almost 9 percentage points from 2014 (23.7
percent) to 2020 (32.3 percent) (Figure 2). Most of this growth occurred early on in this period as
participation barely shifted from 2018 to 2020.2

Data from the Benchmark Survey show that while participation in Medicare ACOs increased by 10
percentage points from 2014 (28.6 percent) to 2018 (38.2 percent), there was a decrease in

1 See Kane (2021) for additional details on survey methodology.
2 The 2012 Benchmark Survey included a differently structured question on medical home participation so estimates

from that year are not comparable with those from later years. Questions on ACO participation started in 2014 for
Medicare ACOs and 2016 for Medicaid and commercial ACOs.



participation in 2020 (to 36.7 percent) (not statistically significant). Despite the recent decline in
Medicare ACO participation, the data also show an increase in Medicaid and commercial ACO
participation. From 2016 to 2020, participation increased by 11 and 9 percentage points for
commercial ACOs (31.7 percent to 42.7 percent) and Medicaid ACOs (20.9 percent to 29.5 percent);
however, the increases from 2018 to 2020 were less substantial than those from 2016 to 2018. The
percentage of physicians in practices that were part of at least one of the three ACO types was 54.9
percent in 2020, similar to 53.8 percent in 2018 and up from 44.0 percent in 2016.2 Lastly, the
percentage of physicians in practices participating in a single ACO type decreased from 19.4 percent
in 2018 to 17.4 percent in 2020, while participation in multiple ACO types increased from 34.4
percent in 2018 to 37.5 percent in 2020 (data not shown).

Many of the patterns found in the Benchmark Surveys are consistent with other research on ACO
trends that utilize different metrics. Muhlestein et al. (2021) note that 2010 to 2018 saw rapid growth
in the number of ACOs and ACO-covered lives but that both plateaued afterwards when 2019 and
2020 unprecedently saw more ACO exits than entrants. While the number of commercial and
Medicaid ACO contracts have steadily increased, Medicare ACO contracts have not and Medicare’s
share of total ACO contracts decreased from 41 percent in early 2018 to 34 percent in the first
quarter of 2021 (Muhlestein et al., 2021). Such reports on recent declines in Medicare ACO
participation are consistent with the Benchmark Survey results discussed above. Data from the
Medicare Shared Savings Program (MSSP) show that, after steady increases in the number of
ACOs from the beginning of 2014 to 2018, there were fluctuations that ultimately resulted in a net
decrease in the number of ACOs by the beginning of 2021 (Centers for Medicare and Medicaid
Services, 2021b). Declines in participation after 2018 coincide with when greater downside risk
requirements were incorporated in the MSSP (Muhlestein et al., 2021). In fact, Bleser et al. (2019)
find that bearing downside risk was one of several factors significantly associated with the risk of
exiting the MSSP program. As such, its growth may continue to abate due to the push to take on risk
as well as other factors (Gaus et al., 2021).

Finally, Figure 2 also shows that roughly a quarter of physicians were unaware of their practice’s
participation for medical homes (24.3 percent) and each ACO type (22.7 percent for Medicare
ACOs, 25.9 percent for commercial ACOs, and 28.5 percent for Medicaid ACOs).* Thus, the
participation estimates reported in the previous section may understate actual participation in these
models. Further, the small changes in these percentages from 2016 to 2020 suggest that changes in
awareness were not driving the trend of physicians indicating their practice belonged to an ACO.

Participation by practice type

Differences in medical home and ACO patrticipation across practice types in 2020 are presented in
Figure 3. For medical homes and all three ACO types, solo practitioners were the least likely to
participate, followed by physicians in single specialty practices and multi-specialty practices.> Twelve

3 T-tests indicate that the difference between 2018 and 2020 in the percentage of physicians in practices participating
in at least one ACO type is not statistically significant at the 5% level.
4 Awareness of participation varied greatly by employment status. Fifty-three percent of employees were unaware of

their practice’s participation for at least one of the three ACO types compared to only 29.0 percent of owners.
51n 2020, 14.0 percent of physicians were in solo practice, 42.6 percent in single specialty practice, 26.2 percent in
multi-specialty practice, and the remaining in other practice types (Kane, 2021).



percent of solo practitioners participated in medical homes compared to 27.3 percent of physicians
in single specialty and 43.0 percent of physicians in multi-specialty practices. Similar differences can
be seen with the ACO models. Among solo practitioners, 20.0 percent, 13.2 percent, and 24.0
percent participated in, respectively, Medicare, Medicaid, and commercial ACOs. Compared to these
solo practitioners, participation rates were substantially higher for physicians in single specialty
practices (between 12 and 17 percentage points higher) and multi-specialty practices (between 24
and 28 percentage points higher).

Participation by specialty mix

There were differences in medical home and ACO participation by whether there were at least some
primary care physicians in the practice (Figure 4).6 Physicians in practices that had primary care
physicians were substantially more likely to participate in each of the four models than those that did
not have primary care physicians in their practice. For medical home participation, there was over a
20 percentage point difference in 2020 between physicians in practices that had a primary care
physician (18.5 percent) compared to those that did not (38.9 percent). This difference was
narrower, but still substantial for physicians in each of the three ACO models: 12 percentage points
for Medicare ACOs and roughly 7 percentage points for both Medicaid and commercial ACOs.” That
physicians in practices with primary care physicians had greater ACO patrticipation rates may relate
to the fact that high-performing ACOs, where collaboration is key in ensuring continuous patient care
(Jabbarpour et al., 2018), are characterized by primary care physicians that can effectively
communicate and coordinate patient care and information (D’Aunno et al., 2016).

Trends in participation by practice ownership

Physicians in physician-owned practices were substantially less likely than those in hospital-owned
practices to indicate their practice was involved in medical homes and ACOs (Figure 5).8 In 2020,
21.3 percent of physicians in physician-owned practices compared to 42.3 percent of physicians in
hospital-owned practices participated in medical homes, a 21 percentage point difference.® Although
this participation gap was narrower for ACOs, it was still substantial at 18 percentage points for
Medicare ACOs, 16 percentage points for Medicaid ACOs, and 12 percentage points for commercial
ACOs.

As discussed in Rama (2019), differences in participation rates by practice ownership may relate to
the fact that hospital-owned practices were more likely to have primary care physicians (a specialty

8 Fifty-five percent of the physicians included in Figure 4 were either a primary care physician themselves or indicated
that their practice included primary care physicians. Primary care specialties include the following: family medicine,
general practice, internal medicine, obstetrics/gynecology, and pediatrics.

7 T-tests indicate that the difference in the participation rates for practices with a primary care physician and practices
without a primary care physician for medical homes, Medicare ACOs, Medicaid ACOs, and commercial ACOs is
significantly different (at the 5% level).

8 Physician-owned practices are practices that are wholly owned by physicians. Hospital-owned practices include
practices that are jointly owned between physicians in the practice and a hospital or hospital system or practices that
are wholly owned by a hospital or hospital system. See Kane (2021) for the shares of physicians in the 2012-2020
Benchmark Surveys that belong to each practice ownership structure.

9 T-tests indicate that the difference in physician-owned and hospital-owned practice participation rates for medical
homes, Medicare ACOs, Medicaid ACOs, and commercial ACOs is significantly different at the 1% level.



mix that has higher participation rates as shown in Figure 4). Additionally, hospitals have the capital
and infrastructure to implement quality reporting and data-sharing (Colla and Lewis, 2016),
advantages that may influence participation in ACOs and medical homes.

Figure 5 also shows the 2014 to 2020 trends in medical home and ACO participation by practice
ownership.t? Participation in medical homes ultimately increased by 6 percentage points for
physicians in physician-owned practices from 2014 (15.2 percent) to 2020 (21.3 percent).
Participation in medical homes among physicians in hospital-owned practices steadily increased
from 2014 (33.0 percent) through 2018 (42.9 percent), before plateauing in 2020 (42.3 percent).

For physicians in physician-owned practices, participation in Medicare ACOs steadily increased
between 2014 (21.6 percent) and 2018 (30.3 percent), before dipping by almost 2 percentage points
in 2020. For physicians in hospital-owned practices, participation in Medicare ACOs remained stable
between 2014 (40.3 percent) and 2016 (39.5 percent) before increasing by over 10 percentage
points in 2018 (50.6 percent). As in physician-owned practices, there was a dip in Medicare ACO
participation among hospital-owned practices between 2018 and 2020 but one that was more
substantial (4 percentage points).

Participation in Medicaid ACOs steadily increased for physicians in physician-owned practices
between 2016 (14.8 percent) to 2020 (20.7 percent) — ultimately a 6 percentage point increase.
Although physicians in hospital-owned practices initially reported a substantial 10 percentage point
increase in participation from 2016 (26.5 percent) to 2018 (36.5 percent) participation plateaued in
2020 (36.5 percent).

Different than Medicare and Medicaid ACOs, participation in commercial ACOs increased for both
practice ownership categories between 2016 and 2020. Participation in commercial ACOs for
physicians in physician-owned practices steadily increased over this period, with an overall change
of 9 percentage points. There was a more substantial 12 percentage point increase in participation
for physicians in hospital-owned practices.

Physician involvement in fee-for-service and alternative payment methods

The vast majority of physicians (88.1 percent) reported that their practice received payment from
FFS in 2020 (Figure 6). Nonetheless, 66.8 percent of physicians indicated their practice received at
least some payment from APMs (data not shown). Among the APMs, pay-for-performance and
bundled payments were most prevalent, with 44.5 percent and 40.1 percent of physicians indicating
their practice received at least some payment through these methods. Just under a quarter of
physicians indicated their practice received at least some payment through capitation (23.8 percent)
and shared savings (21.5 percent).

10 A factor to consider in the overall change in the percentage of physicians indicating their practice belonged to a
medical home or ACO (Figure 2) is that the percentage of physicians who worked in physician-owned practices has
decreased by 11 percentage points between 2012 and 2020 (Kane, 2021). As such, both shifts in the physician
population across practice ownership categories and shifts in medical home and ACO participation within each
practice ownership category may have impacted the overall percentages in medical home and ACO patrticipation.



Trends in participation and awareness

Data from the Benchmark Surveys suggest that the prevalence of FFS has remained consistent over
the last decade (Figure 7). In 2012, 89.4 percent of physicians reported at least some payment from
FFS similar to 88.1 percent in 2020. During this period, the prevalence of this payment method
dipped to a low of 83.6 percent in 2016, still a substantial majority of physicians.

In contrast to the steadiness of FFS involvement, the data suggest an uptick in the prevalence of
APMs. Participation in at least one APM has seen a cumulative 9 percentage point increase from
2012 (57.6 percent) to 2020 (66.8 percent) (data not shown). More specifically, involvement in pay-
for-performance has steadily increased during each iteration of the survey by 2 to 3 percentage
points resulting in a cumulative increase of 15 percentage points between 2012 (29.4 percent) and
2020 (44.5 percent), the largest increase of the four APMs surveyed.

Between 2012 and 2020, involvement in shared savings more than doubled from 8.3 percent in 2012
to 21.5 percent in 2020 — a 13 percentage point increase. Although there are fewer published results
on commercial arrangements compared to public sector programs in shared savings (Murray et al.,
2018), anecdotal reports of commercial payers developing and testing shared savings programs
(Beaton, 2018) introduce the possibility that increased participation by commercial payer programs
in this payment model might be driving this change and offsetting the recent decreases in MSSP
participation discussed earlier.

Involvement in bundled payments has also increased albeit more modestly. In 2012, 32.0 percent of
physicians were in practices involved in bundled payments; this increased to 34.8 percent in 2016
and ultimately 40.1 percent in 2020 for a cumulative increase of 8 percentage points. However, it
should be noted that bundled payments often reflect episode-based care, which may result in only
certain specialties and practices being able to effectively participate.!!

In contrast to the other APMs surveyed, involvement in capitation has remained at roughly one
guarter of physicians. After an initial uptick in involvement between 2012 (21.7 percent) and 2014
(26.1 percent), the percentage of physicians reporting capitation as a payment method in their
practice has remained flat or slightly declined (25.1 percent in 2016, 23.9 percent in 2018, and 23.8
percent in 2020).

Figure 7 also shows the percentage of physicians that were unaware of their practice’s involvement
in each payment method between 2012 and 2020. For FFS, the percentage of physicians that were
unaware of their practice’s involvement remained low during this period, around 6 percent in most
years, and with a high of only 10.6 percent in 2016. Rates of unawareness for other payment
methods were higher than for FFS with shared savings consistently having the highest rate (ranging
from 21.1 percent in 2012 to 29.8 percent in 2016). A consistent pattern across all payment methods
is that the percentage of physicians that were unaware of their practice’s participation status was
higher in 2016 than in any years before or after that.

11 For example, the Centers for Medicare and Medicaid Services (2021a) detail specific definitions for episode-based
care that qualify for coverage in the Bundled Payments for Care Improvement (BPCI) Initiative. Berg et al. (2019)
note that BPCI may be attractive to, for example, orthopedic physicians since many qualified episodes of care can be
bundled but the value of available bundles for other specialties may be too low to be an attractive option.



A number of factors may be responsible for this pattern. First, there has been an ongoing shift in the
physician population from physicians as owners to physicians as employees (Kane, 2021).
Compared to owners, employees have lower awareness of practice participation in APMs (data not
shown). Thus, increases in the percentage of physicians that were unaware of their practice’s
participation status through 2016 may have been partly due to this underlying shift in the physician
population. At the same time, new payment programs and policies have required greater
involvement at the individual physician level. For example, in the first performance year of the
Quality Payment Program (2017), 94 percent of the 777,283 physicians eligible for the Merit-Based
Incentive Payment System participated in this track (Quality Payment Program, 2019). Such
changes in programs and policies may have also impacted the increases in physician awareness
that occurred after 2016. To that point, although there has been increased awareness for both
owners and employees since 2016 (data not shown), more substantial increases were present for
employees.

Trends in revenue share

Figure 8 shows the average shares of revenue from FFS and APMs over the 2014 to 2020 period. In
each year, roughly 70 percent of practice revenue came from FFS while only 30 percent from APMs.
In other words, for every $1 of revenue coming into the practice, $0.70 was through FFS and $0.30
was through an APM. Despite increases in the percentage of physicians indicating their practice
received at least some payment from APMs, it appears there has been little impact on the relative
share of revenue.

There are several possible reasons for this. First, as discussed in Rama (2019), many APMs build
on the FFS models in that practices are likely to be paid via FFS and adjustments are made after the
fact to reflect gains from the APMs. Berg et al. (2019) note that existing coding, billing, and payment
processes are mostly unaffected since these APMs (i.e., shared savings and losses) are calculated
and administered retrospectively, thus building upon the FFS architecture. For example, the Value
Modifier program from CMS makes payment adjustments (reward or penalty) of 2 to 4 percent on a
claim-by-claim basis (NEJM Catalyst, 2021). In contrast, capitation, which typically involves a fixed
amount of money per patient regardless of amount of care used, and bundled payments, which
typically involve a single payment per episode of care, do not necessarily fit this structure.
Nonetheless, as discussed earlier, the prevalence of capitation has remained relatively steady
during this period and there have been only modest increases in the prevalence of bundled
payments.

Second, although the average share of revenue from FFS and APMs has remained relatively
constant, the distribution of the shares has not been quite as stable (Figure 9). In fact, there has
been a shift away from complete reliance on FFS between 2014 and 2020. The percentage of
physicians in practices whose revenue came entirely from FFS decreased by 5 percentage points,
from 33.6 percent in 2014 to 28.6 percent in 2020. Commensurate with this shift away from full
payment through FFS is a 1.4 percentage point increase in the percentage of physicians receiving
0% of revenue from FFS (i.e., all revenue comes from APMs), and a 3.6 percentage point increase
in the percentage of physicians receiving at least some, but not all, revenue from FFS (i.e., the
inclusion of at least some APMs in the revenue stream). This points more towards a general



convergence of using a blend of FFS and APMs rather than APMs acting as a full replacement for
FFS.2?

Revenue share by ACO participation

The final figure (Figure 10) presents 2020 data on whether payment through FFS is related to
participation in medical homes and ACOs. Because the goals of coordinating care to improve patient
care and reduce costs are common among most ACO models and various APMs, it is unsurprising
that physicians in practices that belonged to a medical home or an ACO reported a lower average
share of practice revenue from FFS (roughly 60 percent of revenue) compared to those in practices
not participating in those models (roughly 80 percent of revenue). Although this reflects a 20
percentage point difference in FFS revenue share based on the practice’s involvement in medical
homes and ACOs, it is interesting to note that, even in 2020, the majority of revenue came from FFS
regardless of whether or not the practice participated in a medical home or an ACO.

Conclusion

Using nationally representative data from AMA’s Physician Practice Benchmark Surveys, this Policy
Research Perspective presents physician level data on participation in medical homes and ACOs as
well as involvement in fee-for-service and alternate payment models.

In 2020, 54.9 percent of physicians were in a practice that belonged to at least one ACO, similar to
53.8 percent in 2018 but up from 44.0 percent in 2016. Thirty-two percent of physicians were in a
practice that belonged to a medical home, 36.7 percent to a Medicare ACO, 29.5 percent to a
Medicaid ACO, and 42.7 percent to a commercial ACO. From 2016 to 2020, participation increased
by 11 and 9 percentage points for commercial ACOs and Medicaid ACOs. While participation in
Medicare ACOs increased by 10 percentage points from 2014 (28.6 percent) to 2018 (38.2 percent),
there was a decrease in participation in 2020 (to 36.7 percent). Participation in medical homes
increased by 8 percentage points from 2014 (23.7 percent) to 2018 (31.9 percent) before plateauing
in 2020 (at 32.3 percent).

The report also highlights differences in medical home and ACO patrticipation by practice
arrangements. Solo practitioners had lower participation rates in ACOs than physicians in single
specialty practices (between 12 and 17 percentage point differences) and multi-specialty practices
(between 24 and 28 percentage point differences). Physicians in practices that did not have any
primary care physicians were less likely to report involvement in each ACO type than physician in
practices that included primary care physicians (between a 7 to 12 percentage point difference).

Physicians in hospital-owned practices were more likely to be involved in medical homes and each
of the three ACO types compared to those in physician-owned practices (between a 12 and 21
percentage point difference in 2020). Data from 2018 to 2020 show a decline in Medicare ACO
participation for both physicians in physician-owned and hospital-owned practices, although there
were larger decreases for the latter. The continued increase of Medicaid ACO participation from

12 There were substantial increases in the revenue shares of pay-for-performance from 2014 to 2018 and shared
savings and bundled payments from 2018 to 2020 (data not shown) that suggest these APMs were primary drivers in
the shift away from all revenue coming from FFS over the 2014 to 2020 period.



2018 to 2020 was driven by increases in participation from physicians in physician-owned practices;
participation plateaued for those in hospital-owned practices. Both physicians in physician-owned
and hospital-owned practices have seen steady participation increases in commercial ACOs.

In 2020, 88.1 percent of physicians worked in a practice that received at least some revenue from
fee-for-service. At the same time, 66.8 percent received revenue from an alternative payment
method. Certain alternative payment methods, such as pay-for-performance (44.5 percent) and
bundled payments (40.1 percent), had a greater percentage of physicians working in a practice that
received revenue from that method than others, such as capitation (23.8 percent) and shared
savings (21.5 percent).

Since the Benchmark Survey was first conducted in 2012, the percentage of physicians in practices
that received at least some revenue from fee-for-service has been consistent (remaining upwards of
80 percent), while the percentage in practices that received at least some revenue from alternative
payment methods has had a cumulative 9 percentage point increase from 2012 (57.6 percent of
physicians) to 2020 (66.8 percent). More specifically, participation in pay-for-performance, shared
savings, and bundled payments has substantially increased although capitation, in contrast, has
decreased in prevalence since 2014.

In 2020, roughly 70 percent of practice revenue was from fee-for-service and 30 percent from APMs.
These average shares have been consistent since 2012 in part because many APMs build on the
fee-for-service payment architecture rather than replacing it in full. However, the results of the
Benchmark Survey also show a shift away from complete reliance on fee-for-service between 2014
and 2020, as the percentage of physicians indicating all of their practice’s revenue comes from fee-
for-service decreased by 5 percentage points. Lastly, similar to previous years, in 2020, physicians
in practices that belonged to a medical home or an ACO had a lower share of revenue coming from
fee-for-service (roughly 60 percent of revenue) compared to physicians in practices that were not in
a medical home or in an ACO (roughly 80 percent of revenue).

Overall, this report shows that, notwithstanding the consistency in the average share of revenue
from fee-for-service over the 2012 to 2020 period, physicians were in practices that increasingly
engaged in APMs. The results for ACOs were mixed, as participation in commercial and Medicaid
ACOs continued to rise through 2020 while participation in Medicare ACOs appears to have
plateaued.
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Figure 1. Percentage of physicians in medical homes and ACOs (2020)
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Source: Author's analysis of AMA 2020 Physician Practice Benchmark Survey.
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Figure 2. Percentage of physicians in medical homes and ACOs from 2014 to 2020

2014 2016 2018 2020

Yes 23.7% 25.7% 31.9% 32.3%

Medical home No 52.2% 49.4% 45.2% 43.4%
Don't know 24.1% 24.9% 23.0% 24.3%

Yes 28.6% 31.8% 38.2% 36.7%

Medicare ACO No 46.5% 43.7% 40.1% 40.6%
Don't know 24.9% 24.5% 21.7% 22.7%

Yes 20.9% 26.3% 29.5%

Medicaid ACO No 47.2% 44.0% 42.0%
Don't know 31.9% 29.7% 28.5%

Yes 31.7% 39.0% 42.7%

Commercial ACO No 37.6% 32.7% 31.4%
Don't know 30.7% 28.4% 25.9%

Source: Author's analysis of AMA 2014, 2016, 2018, and 2020 Physician Practice Benchmark Surveys.
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Figure 3. Percentage of physicians in medical homes and ACOs by
practice type (2020)
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Source: Author's analysis of AMA 2020 Physician Practice Benchmark Survey.

Note: Responses to whether part of a medical home or ACO type (yes, no, don't know) are significantly different across practice type (p<0.01) using chi-squared test.
The other category consists of physicians who work in faculty practice plans (FPPs), ambulatory surgical centers, urgent care facilities, HMO/managed care
organizations, medical schools, as well as those who are direct employees of hospitals and other “fill in” responses. See Appendix Table 1 for t-tests.
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Figure 4. Percentage of physicians in medical homes and ACOs by
practice specialty mix (2020)
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Source: Author's analysis of AMA 2020 Physician Practice Benchmark Survey.
Note: Only solo, single specialty, and multi-specialty practices are included. Responses to whether part of a medical home or ACO (yes, no, don't know) are
significantly different across practice specialty mix (p<0.01) using chi-squared test. See Appendix Table 1 for t-tests.
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Figure 5. Percentage of physicians in medical homes and ACOs by practice

ownership from 2014 to 2020

2014 2016 2018 2020
. Physician-owned 152% 15.6% 20.3% 21.3%
Medical home .

Hospital-owned 33.0% 37.8% 42.9% 42.3%

ici - 0 0, 0 0,
Medicare ACO PhyS|.C|an owned 21.6% 259% 30.3% 28.7%
Hospital-owned 40.3% 39.5% 50.6% 46.2%

ici - 0, 0 0,
Medicaid ACO PhyS|IC|an owned 14.8% 18.6% 20.7%
Hospital-owned 26.5% 36.5% 36.5%

ici - 0, 0 0,
Ccommercial ACO PhyS|.C|an owned 27.7% 34.1% 36.5%
Hospital-owned 36.5% 45.3% 48.2%

Source: Author's analysis of AMA 2014, 2016, 2018, and 2020 Physician Practice Benchmark
Survey. See Appendix Table 1 for t-tests.
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Figure 6. Payment methods reported by physicians (2020)
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Source: Author's analysis of AMA 2020 Physician Practice Benchmark Survey.
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Figure 7. Percentage of physicians in practices that receive fee-for-service
and alternative payment methods from 2012 to 2020

2012 2014 2016 2018 2020

Fee-for-service

Yes 89.4% 85.9% 83.6% 87.0% 88.1%

No 5.3% 5.2% 5.8% 6.6% 6.1%

Don't know 5.3% 9.0% 10.6% 6.4% 5.7%
Pay-for-performance

Yes 29.4% 32.7% 35.7% 42.3% 44.5%

No 57.2% 50.5% 44.3% 42.6% 41.5%

Don't know 13.4% 16.8% 20.1% 15.0% 13.9%
Capitation

Yes 21.7% 26.1% 25.1% 23.9% 23.8%

No 66.9% 57.8% 55.2% 60.0% 59.9%

Don't know 11.5% 16.1% 19.6% 16.1% 16.3%
Bundled payments

Yes 32.0% 34.5% 34.8% 36.2% 40.1%

No 54.9% 46.6% 44.4% 47.7% 44.0%

Don't know 13.1% 18.9% 24.6% 16.1% 16.0%
Shared savings

Yes 8.3% 13.6% 16.7% 18.9% 21.5%

No 70.7% 59.1% 53.5% 57.3% 53.8%

Don't know 21.1% 27.3% 29.8% 23.8% 24.7%

Source: Author's analysis of AMA 2012, 2014, 2016, 2018, and 2020 Physician Practice
Benchmark Surveys. See Appendix Table 2 for t-tests.
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Figure 8. Fee-for-service and alternative payment method revenue
shares reported by physicians
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Source: Author's analysis of AMA 2014, 2016, 2018, and 2020 Physician Practice Benchmark Surveys.
Note: Differences in mean revenue share from FFS in 2020 compared to other years are not statistically significant (p<0.05). See Appendix Table 3 for t-tests.
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Figure 9. Fee-for-service revenue shares reported by physicians

2014 2016 2018 2020

® 0% revenue from FFS ® Some but not all revenue from FFS 100% revenue from FFS

Source: Author's analysis of AMA 2014, 2016, 2018, and 2020 Physician Practice Benchmark Survey. Physicians that do not know the fee-for-service revenue
shares (roughly 20 percent in each year) are excluded from this analysis.
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Figure 10. Fee-for-service revenue share by medical home and ACO
participation (2020)
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Source: Author's analysis of AMA 2020 Physician Practice Benchmark Survey.
Note: Differences in mean revenue share from FFS based in participation status in medical home and ACO type are statistically significant (p<0.01). See Appendix
Table 3 for t-tests.
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Appendix Table 1. Percentage of physicians in medical homes and ACO by practice characteristics and year

Medical Home Medicare ACO Medicaid ACO Commercial ACO
Don't Don't Don't Don't
Yes No know Yes No know Yes No know Yes No know
2014 23.72 52.22 24.1 28.62 46.52 24.9°
Year 2016 25.72 49 .42 24.9 31.82 43.72 24.5¢ 20.92 47.22 31.92 31.72 37.6 30.72
2018 31.9 45.2 23.0 38.2 40.1 21.7 26.32 44¢ 29.7 39.02 32.7 28.4°
2020 32.3 43.4 24.3 36.7 40.6 22.7 29.5 42 28.5 42.7 31.4 25.9
Solo practice 11.82 75.02 13.22 20.02 70.22 9.92 13.22 74.52 12.32 24.02 61.92 14.12
Practice Single specialty 27.3 50.1 225 32.6 46.4 21 25.0 47.8 27.2 40.7 34.0 25.3
type (2020) Multi-specialty 43.02 28.92 28.12 47.92 27.92 24.2¢ 36.82 31.42 31.8° 50.62 22.42 27.0
Other 45,22 23.0° 31.82 43.42 21.40 35.32 42 52 17.42 40.22 50.92 13.82 35.32
Primary No primary care
care physicians 18.5 56.6 24.9 28.7 49.2 22.1 22.7 515 25.8 37.3 38.4 24.2
physicians At least some
in practice primary care
(2020) physicians 38.92 40.22 20.92 40.82 40.82 18.5° 30.12 43.62 26.4 4412 32.32 23.7
Practice Physician-owned 21.3 60.2 18.6 28.7 56.0 15.3 20.7 60.1 19.2 36.5 43.8 19.7
ownership
(2020) Hospital-owned 42.32 27.82 30.02 46.22 25.92 27.82 36.52 27.22 36.32 48.22 21.72 30.22

Source: Author's analysis of 2014, 2016, 2018, and 2020 AMA Physician Practice Benchmark Surveys.

Notes: Numbers above are percentages. T-tests are run separately for the percentage who said yes, no and don't now to participating in medical homes and ACOs. The table reports pairwise
comparisons between 2020 and each of the other years (for year), single specialty practice and each of the other three practice types (for practice type), physicians in practices with at least
some primary care physicians and those in practices without any primary care physicians (for practice specialty mix), hospital-owned and physician-owned (for practice ownership).  indicates
p<0.01, P indicates p<0.05, ¢ indicates p<0.10
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Appendix Table 2. Percentage of physicians receiving payment from fee-

for-service and alternative payment methods by year

2012 2014 2016 2018 2020

Fee-for-service

Yes 89.4 85.9 83.6° 87.0 88.1

No 5.3 5.2¢ 5.8 6.6 6.1

Don't know 5.3 9.0= 10.62 6.4 5.7
Pay-for-performance

Yes 29.42 32.72 35.7= 42.3¢ 44.5

No 57.22 50.5= 44.3¢ 42.6 41.5

Don't know 134 16.8° 20.1- 15.0 13.9
Capitation

Yes 21.7» 26.1" 25.1 23.9 23.8

No 66.92 57.8¢ 55.2a 60.0 59.9

Don't know 1152 16.1 19.62 16.1 16.3
Bundled payments

Yes 32.0° 34.52 34.8 36.2¢ 40.1

No 54.92 46.6° 44.4 47.7+= 44.0

Don't know 13.12 18.9° 24.62 16.1 16.0
Shared savings

Yes 8.32 13.6° 16.72 18.9= 215

No 70.72 59.1- 53.5 57.32 53.8

Don't know 21.1= 27.3 29.82 23.8 24.7

Source: Author's analysis of 2012, 2014, 2016, 2018, and 2020 AMA Physician Practice Benchmark
Surveys. Notes: Numbers above are percentages. T-tests are run separately for the percentage who said
yes, no and don't now to participating in each payment method. The table reports pairwise comparisons
between 2020 and each of the other years. a indicates p<0.01, b indicates p<0.05, ¢ indicates p<0.10.

Appendix Table 3. Share of revenue from fee-for-service by year and
participation in medical homes and ACO

Average fee-for-service share

2014 71.9¢

Year 2016 70.8

2018 70.3

2020 70.3

. Participant 59.7=
Medical Home (2020) Non-participant -8

. Participant 61.92

Medicare ACO (2020) Non-participant 77.4

L Participant 58.72

Medicaid ACO (2020) Non-participant 77.9

. Participant 62.72

Commercial ACO (2020) Non-participant 791

Source: Author's analysis of 2014, 2016, 2018, and 2020 AMA Physician Practice Benchmark Surveys.
Notes: Numbers above are percentages. T-tests are run for average share of revenue from fee-for-
service. The table reports pairwise comparisons between 2020 and each of the other years (for year), as
well as participating in the model (i.e., medical home, ACO) and not participating in the model. ?indicates
p<0.01, ® indicates p<0.05, ¢ indicates p<0.10.



