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ABSTRACT 

STUDY OBJECTIVE OR BACKGROUND:  To assess Rhode 
Island (RI) physician knowledge, attitudes, and confi-
dence to succeed in Accountable Care Organizations 
(ACOs).  

STUDY DESIGN AND METHODS: We surveyed RI physi-
cians’ attitudes and beliefs about ACOs, including scales 
measuring Physician Knowledge (7 Multiple Choice and 
True/False items), Attitudes (8 Likert scale items), and 
Confidence (7 Likert Scale Items), and examined how 
physician characteristics related to these measures. 

PRIMARY RESULTS:  The response rate was 6 percent 
(72/1183). Means (100-point scale) and standard devia-
tions were calculated for Knowledge 65.3 (22), Attitudes 
for ACO participants 56.3 (13.2) and ACO non-partici-
pants 42.7 (14.3), and Confidence 32.4 (25.9). Primary 
care physicians had higher Attitudes compared with spe-
cialists among ACO participants (60.2 vs. 51.8, p=.047) 
and ACO non-participants (48.2 vs. 34.4, p=.030). 

PRINCIPAL CONCLUSIONS: RI Physicians have low 
scores in Knowledge, Attitudes, and Confidence scales in 
ACOs. Primary care physicians have more positive Atti-
tudes about ACOs than specialists. This study is limited 
by its low response rate.

KEYWORDS : Population Medicine, Value-based Care, 
Accountable Care Organizations, Alternative Payment 
Models  

INTRODUCTION

Since the initiation of the Medicare Shared Savings Program 
(MSSP) and Pioneer programs in 2012, Accountable Care 
Organizations (ACOs) have been at the center of the US 
healthcare system’s transition from volume to value-based 
reimbursement.1 As of January 2018, there were 619 ACOs 
participating in Medicare’s ACO alternative payment model 
(APM) programs, caring for approximately 12.6 million 
beneficiaries.2 When including Medicaid and commercial 
ACOs, current estimates indicate there are 1,011 ACOs par-
ticipating in 1,411 ACO-type payment contracts, caring for 
32.7 million Americans.3

While participation in ACO type APMs was voluntary in 
its first years of adoption, external payer-driven incentives 
are increasingly pushing provider organizations to partici-
pate in an ACO. The Medicare Access and CHIP Reautho-
rization Act encourages participation in “advanced APMs” 
through annual 5% bonus incentive payments and an 
exemption from participating in the new Merit-Based Incen-
tive Payment System.4 Current HHS Secretary Alex Azar 
has indicated that acceleration of value-based care will be 
one of his HHS’s four key foci.5

These strong external forces driving ACO adoption raise 
the question of how much of the ACO movement is driven 
by physician buy-in, as opposed to administrator decision- 
making in response to system level pressures and federal 
policies. With clinician wellbeing a central tenet of the 
expanded Quadruple Aim, a more complete understanding 
of physician knowledge, attitudes, and confidence in their 
ability to succeed in ACO-based APMs is essential.6

To address these issues, we surveyed physicians in Rhode 
Island, one of three states estimated to have at least 30% of 
lives covered by ACOs (others Maine and Massachusetts).3 
As ACO-based APMs emphasize accountability to the cost 
and quality of care of a population over an extended period, 
with a focus on caring for multiple common chronic condi-
tions and care coordination between groups of providers, we 
expected that primary care physicians would demonstrate 
greater knowledge, attitudes, and confidence in ACOs than 
specialists.7 Additionally, while smaller (ACOs with approx-
imately 5,000 beneficiaries) physician-led ACOs have his-
torically had higher success rates in receiving shared savings 
payments in Medicare ACOs, we suspected there would be 
no difference in overall engagement among physicians in 
large versus small provider practices, and in hospital-owned 
versus physician-owned healthcare systems versus solo 
practitioners.8 Lastly, we suspected that the majority of 
physicians, whether ACO-participants or non-participants, 
would indicate that they were not part of the decision- 
making process to join an ACO. 

METHODS

Participants
The investigator-generated survey was administered in part-
nership with the Executive Office of Health and Human 
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Services of RI (EOHHS) and an academically affiliated group 
practice between January 2017 and October 2017. Initially, 
the survey was disseminated through EOHHS’s January 2017 
issue of its “Provider Update” e-newsletter; and then the 
Chief Medical Officer of an academic practice distributed 
the survey internally to member physicians twice in Sep-
tember 2017, with a one-month response deadline. No iden-
tifying information was collected and no incentives were 
offered for completion. At the time of survey dissemination, 
the academic practice had an estimated 200 physicians and 
the “Provider Update” newsletter had an estimated listserv 
of 983 Rhode Island physicians. The study was reviewed 
and approved by the Brown University Institutional Review 
Board (IRB).

Data
Survey Content
In collaboration with the Rhode Island Quality Institute we 
developed a survey with four main sections (Table 1). The 
full survey is shown in the Appendix. The survey is entirely 
investigator generated and not validated by prior reports. 

Knowledge Scale
In an effort to assess how much physicians comprehend 
about ACOs and emerging developments around APMs, the 
Knowledge scale aimed to assess respondents’ overall under-
standing of ACOs through six multiple choice and one true/
false question. 

Attitudes Scale
This eight-item scale aimed to assess how physicians feel 
ACOs impact their medical practice, career satisfaction, 
patient health, as well as the long-term importance of ACOs 
to the medical profession. ACO participants were asked 
to respond in the context of their experience with ACOs, 
and ACO non-participants were asked to respond how they 
anticipate ACO participation would impact the various 
constructs. 

Confidence Scale
This seven-item scale aimed to assess the overall confi-
dence level among ACO non-participants in their ability to 

succeed in specific elements of participating in an ACO, if 
their organization chose to join one. 

Additional Items
All participants were asked if they currently participate in 
an ACO, anticipate participating in an ACO in the next five 
years, and if they were included in decision-making to par-
ticipate in an ACO. ACO participants identified with which 
types of payers (Medicare, Medicaid, or commercial) they 
had ACO contracts. ACO non-participants were given the 
opportunity to select reasons why their organization chose 
not to participate in an ACO from a list of 12 in a “select all 
that apply” format, with an option to name unlisted reasons 
in a free text section. Lastly, all respondents were given the 
opportunity to submit qualitative comments about ACOs. 

Pilot Testing
In February 2016, the survey was pilot tested with six phy-
sicians including four primary care and two specialist phy-
sicians. The pilot participants reported the survey took 
between 8-15 minutes to complete. Adjustments were made 
based on feedback.

ANALYSES
The Knowledge, Attitudes, and Confidence sections were 
scored on a 100-point scale. The Knowledge section score 
was a raw percentage of questions answered correctly. For 
both the Attitudes and Confidence Sections, responses to 
Likert Scale questions were assigned a numerical value (0, 
25, 50, 75, 100). The overall score for both the Attitudes and 
Confidence Sections were the mean of the individual item 
responses.

For descriptive statistics of respondent demographics, we 
calculated frequencies for categorical variables, and means 
and standard deviations for continuous variables. To assess 
differences in outlook toward ACOs between primary care 
physicians and specialists, we compared mean Knowledge, 
Attitudes, and Confidence scores. To assess whether any 
relationship exists between practice size or type and overall 
engagement toward ACOs, investigators compared Knowl-
edge, Attitudes, and Confidence Score by practice size (four 
groups) and professional status (three groups). 

RESULTS

Respondent Characteristics
Seventy-two physicians responded to the survey, for a 
response rate of 6% (72/1183). Eighty-six percent of partic-
ipants were MD or DO providers, 69% identified as male, 
and there was an even split between primary care and spe-
cialist physicians (Table 2). Among all Rhode Island physi-
cians, 33% are primary care physicians, 67% are specialists, 
60% identify as male, and 40% identify as female.9

Table 1. Survey Composition

Section # Construct # of Items Scales Used

1 Demographics 11 N/A

2 Knowledge 7 Correct/Incorrect Answers; 
Total Sum Score Correct

3 Attitudes 8 5-Point Likert  
(1=Most negative attitude, 
5= Most positive attitude)

4 Confidence 7 5-Point Likert  
(1=Lowest Confidence, 
5=Highest Confidence)
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Survey Responses and Scales
The mean, median, and standard deviations of the three 
core constructs, the Cronbach’s alpha of each construct, as 
well as of total number of reasons against participating in an 
ACO and total number of payer types with ACO contracts, 
are shown in Table 3. Respondents in an ACO had more  
positive Attitudes than those not in an ACO (56.3 vs 42.7). 

Among the 22 ACO non-participants who completed 
the Reasons Against Participating in an ACO section of 
the survey, the most commonly selected reasons were the 
financial risk involved (N=13/22), uncertainty of long-term 
viability of APMs like ACOs (N=13/22), lack of proper finan-
cial incentive in payment models (N=12/22), and quality  
measure reporting burden (N=12/22).

Table 2. Respondent Characteristics (N=72)

*   Morale and Feelings about Current State of Medical Profession  
     (5-Point Likert Scale from Very Negative to Very Positive)

** Feelings about Future of Medical Profession  
     (5-Point Likert Scale from Very Negative to Very Positive)

Respondent 
Characteristics

N
Respondents 

(%)

Degree Type

MD or DO 62 86%

NP or PA 1 1%

All Other 9 13%

Gender
Male 50 69%

Female 22 31%

Age

<40 13 18%

40-59 39 54%

60+ 20 28%

Ethnicity

Caucasian 56 78%

African-American 2 3%

Hispanic 1 1%

Pacific Islander 2 3%

Other 11 15%

Number of  
Active Licenses

1 55 76%

2 12 17%

3+ 5 7%

Specialty

Primary Care 35 49%

Specialist 36 50%

N/A 1 1%

Professional Status

Employed by hospital, 
group,  other entity 49 68%

Practice owner, 
partner, associate 21 29%

Other 2 3%

Practice Size

Solo 13 18%

2-10 physicians 18 25%

11-30 physicians 18 25%

31+ 21 29%

Use of EMR in 
practice

Yes 67 93%

No 5 7%

Morale*  
(mean (SD)) 3.5 (1.2) 72 100%

Optimism about 
Medical Profession** 
(mean (SD))

3.4 (1.3) 71 99%

Total Respondents  72 100%

Table 3. Scales and responses

* Scale ranges from zero to 100, with 100 = best attitude or highest confidence.
** Only non-ACO participants responded

Scale Name Items Scoring Respondents Median
Mean 
(SD)

Cronbach’s
Alpha

Knowledge 7
Percent 
Correct 

(out of 100)
72 71.4

65.3 
(22)

0.41

Attitude 
Towards 
ACOs*

8
zero to 

100
0.73

Respondents 
in an ACO

8
zero to 

100
41 56.3

56.3 
(13.2)

Respondents 
not in an 
ACO

8
zero to 

100
20 39.1

42.7 
(14.3)

Confidence 
in Ability to 
Succeed in 
ACO Model 
(Respondents 
Not in an 
ACO)*

7
zero to 

100
28 25

32.4 
(25.9)

0.94

Number of 
Reasons 
Against 
Participating 
in an ACO**

12

Total 
Reasons 
Selected 

(Out of 12)

22 3
3.9 

(2.6)
--

Total 
Number of 
Payer Types 
with ACO 
Contracts

3

Total 
Number of 
Contract 

Types 
Among 
ACOs 

(Options 1, 
2, 3)

43 2
1.97 

(0.87)
--

16M A R C H  2 0 1 9   R H O D E  I S L A N D  M E D I C A L  J O U R N A L   R I M J  A R C H I V E S  |  M A R C H  I S S U E  W E B P A G E  |  R I M S

http://www.rimed.org/rimedicaljournal-2019-03.asp


POPULATION MEDICINE

Bivariate Relationships
There were no significant relationships between any of the 
independent variables measured and either the knowledge 
score or the confidence score. 

Attitudes
Among ACO participants, primary care physicians had 
more positive attitudes about ACOs (higher scores) com-
pared with specialists (60.2 vs. 51.8, p=.047, Table 4). Among 
ACO non-participants, the same trend held, with primary 
care physicians having more positive attitudes than special-
ists (48.2 vs. 34.4, p=.030). The number of reasons selected 
against ACO participation was significantly and negatively 

Significant Analyses Population N
Mean Attitudes Score 

(sd), Out of 100
P-value

Primary Care vs Specialists (N=60)

Among ACO 
Participants (N=40)

Primary Care 23 60.2 (14.3)
p=0.047

Specialists 17 51.8 (10.1)

Among ACO Non-
Participants (N=20)

Primary Care 12 48.2 (15.2)
p=0.030

Specialists 8 34.4 (7.7)

Impact of Involvement in Decision-making to Join ACO (N=51)

Among ACO 
Participants (N=36)

Involved in Decision-making 13 63.9 (13.8)
p=0.009

Not Involved in Decision-making 23 51.9 (11.8)

Among ACO Non-
participants (N=15)

Involved in Decision-making 11 37.5 (9.2)
p=0.071

Not Involved In Decision-making 4 49.2 (12.1)

Table 4. Attitude Score Comparisons by Specialty, Involvement in Decision-making

Theme Representative Quotes

Positive outlook -“Promotes inter-professional collaboration. Creates healthy community and good business climate if effective.”

Suspicion of 
external influence 
on autonomy and 
patient care

- “I don’t trust that people making these rules are looking at patients’ or physicians’ best interests. I believe they are 
insurance company driven and therefore acting based on financial incentives, not the welfare of patients or availability of 
medical services to those who cannot afford medical care.”

- “This is all about cost containment and provider productivity without positive quality impacts on patient care.  I see the 
patient getting further lost in the system as a number not a person.”

- “I would prefer to run my own practice and enjoy the independence.  I am not interesting in being involved with an 
organization that would change the work culture in a negative way - and yes I have worked for an ACO in the past.”

Impact on practice 
sustainability

- “ACOs are forcing practices to participate or else be affected by lower reimbursements. The small practices will struggle or 
be unable to sustain the ability to practice.”  

- “Primary care will remain under reimbursed and underappreciated.  MIPS will constitute a money transfer from small 
practices to large.”

Lack of knowledge 
about ACOs

- “I know nothing about ACOs so most of the previous answers about what I know are guess.”

- “The ACO has little effect on my practice since it is just another bureaucratic acronym in medicine”; “I honestly am not 
sure what an ACO is!?”

Concern about tasks 
involved in ACO 
participation

- “EMRs have not evolved sufficiently to support success in an ACO. They remain the most important drag on real 
efficiency and physician morale.”

- “I would ask do the providers feel supported in the participation of the ACO by assistance with entry of data and do the 
providers feel there is timely…reimbursements?”

Table 5. Open Responses

correlated with Attitudes (r=-0.626, p=.029, data not shown). 
There were no significant relationships between Attitudes 
and sex, age, practice size, or professional status.  

Involvement in Decision-Making to Become an ACO
Fifty-one respondents responded to the item about involve-
ment with decision-making about joining an ACO, of which 
24 said they were involved in their organization’s decision- 
making (Table 4). Among ACO participants, those involved 
with decision-making had higher Attitude scores compared 
with those not involved (63.9 vs. 51.9, p=.009). Among ACO 
non-participants those involved with decision-making had 
a trend toward lower Attitude scores (37.5 vs. 49.2, p=.071). 

Intentions to participate  
in ACOs in future
Thirty-four of 35 of respondents 
who currently participate in an 
ACO plan to continue to partici-
pate in the next five years, while 
one respondent answered “I 
don’t know.” Among non-ACO  
participants, 3 of 10 answered 
that they plan to join an ACO 
in the next 5 years.  

Qualitative Analyses
Table 5 shows primary themes 
with representative quotes from 
respondents about ACOs. 
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DISCUSSION

Physicians may be more wary of ACOs than the rapid 
growth of ACOs indicates. Participants in this study suggest 
that physicians frequently do not participate in their orga-
nization’s decision of whether to join an ACO, suggesting 
that ACO growth may be largely driven by administrators 
responding to system level economic incentives. 

This study indicates that many physicians are poorly 
informed about ACOs, particularly specialists. Even among 
physicians who reported participating in the decision to par-
ticipate in an ACO, the mean attitude score was only 63.9 
(highest score=100). Opportunities for engaging physicians 
may be reflected by themes drawn from this study’s qualita-
tive assessment, in which physicians predominantly express 
concerns over the ACO movement’s influence over physician 
autonomy, practice sustainability, and the ability to succeed 
in ACOs with current health information technology infra-
structure. Physicians expressing a more positive outlook in 
qualitative responses indicate a hope that participation in 
ACOs might foster inter-professional collaboration.

Respondents who currently participate in an ACO have 
contracts with multiple payer types, and overwhelmingly 
plan to continue participating in an ACO in the coming 
years. In step with the Quadruple Aim, further cultivation 
of clinician-level understanding, buy-in, and confidence in 
ACOs will secure this payment reform’s long-term viability. 

There are several study limitations. Our response rate was 
low. The method of dissemination of the survey may have 
limited recruitment of participants, and specific recruitment 
efforts within a single large academic practice may have 
led to oversampling. It is difficult to determine the exact 
response rate, as the link to the survey in the “Provider 
Update” was at the bottom of the 15-page newsletter, and 
we do not know how many newsletter readers saw the par-
ticipation request. Additionally, we do not know how many 
physicians in the sampled academic practice saw the email 
request to participate. Therefore, the results may not be gen-
eralizable to all RI physicians. However, the study was well 
balanced across age, specialty, gender, professional status, 
and participation status in an ACO. Further, this study is 
limited in that the scales involved were developed for the 
purpose of this study and have not been used before. The 
knowledge scale had a Cronbach’s alpha of 0.41, below the 
threshold for acceptable range at 0.70.10 Additionally, as pol-
icies change, some of the material tested in the knowledge  
section may benefit from updating.

In conclusion, based on these data, RI physicians do not 
have positive attitudes, high confidence, or detailed knowl-
edge of ACOs. Further, fewer than half were involved in their 
organization’s decision-making of whether to join an ACO. 
Primary care physicians and ACO-participating physicians 
who were part of the decision-making process to join an 
ACO have more positive overall Attitudes than specialists 
and those not involved in decisions to join an ACO. Efforts 
to engage and educate physicians about ACOs are needed. 
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