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I t may be a new name, but it’s not a new idea. 

However, it has the potential to dramatically 

change eyecare’s role within the culture of 

health care.

The concept behind Accountable Care Organiza-

tions (ACOs) is to provide patients with the right 

care, at the right time, in the right place. It seeks to do 

this by converting health care payments from fee-for-

service to outcomes based and by creating financial 

incentives for health care providers to work together 

and reduce costs.

Better care for individuals and better overall health 

for communities, all while reducing per capita costs, 

was the “triple aim” proposed for health care reform 

by Donald M. Berwick, administrator of the Centers 

for Medicare and Medicaid Services (CMS), 2010-

2011. “Even though he only lasted a couple of years, 

his imprimatur is still felt very strongly today,” Jeffrey 

Guterman, MD, MS, chief medical officer of 

4PatientCare, told Vision Monday about Berwick. This 

triple aim remains the goal of ACOs. 

Defined by the CMS as “groups of doctors, hospi-

tals, and other health care providers, who come 

together voluntarily to give coordinated high quality 

care, the goal of coordinated care is to ensure that 

patients, especially the chronically ill, get the right 

care at the right time, while avoiding unnecessary 

duplication of services and preventing medical errors. 

When an ACO succeeds both in delivering high-

quality care and spending health care dollars more 

wisely, it will share in the savings it achieves for the 

Medicare program.”

ACOs are viewed by some as the solution to ris-

ing health care costs and by others as more work for 

less money.  While the Affordable Care Act is cata-

pulting ACOs into prominence, they did exist prior to 

the health care reform law being signed in 2010. And 

while they’ve evolved from the HMOs and PPOs of 

the 1980s and ‘90s, it’s their differences that their pro-

ponents believe will make them succeed where 

these other models failed.

“Some policymakers think ACOs are the most 
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promising provision of the entire Affordable Care Act 

and an exciting opportunity to improve health care 

efficiency by improving quality and lowering costs. 

Some critics and skeptics think ACOs are gatekeepers 

that threaten patient choice and access to optome-
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trists,” considered a group of optometrists who wrote a 

paper about What Optometrists Need to Know About 

ACOs for the American Optometric Association 

(AOA). “Both views could be correct, to some extent,” 

they said. Unfortunately, even those on the front lines 

of establishing ACOs can’t be sure of their outcome. 

Whatever the outlook, ACOs are growing substan-

tially. Premier Performance Partners expects hospital 

participation in ACOs to double in 2014, according to 

its fall 2013 Economic Outlook C-suite survey of 

senior health care executives. This growth is project-

ed to accelerate, with about 50 percent of the survey’s 

respondents suggesting their hospitals will participate 

in an ACO by the end of 2014. Overall, 76.5 percent 

of respondents say their hospital does or will partici-

pate in an ACO. “About four million Medicare ben-

eficiaries are now in an ACO, and, combined with the 

private sector, more than 428 hospitals have already 

signed up. An estimated 14 percent of the U.S. popu-

lation is now being served by an ACO,” according to 

Kaiser Health News.

To prepare for participation in ACOs, “there have 

been more mergers and acquisitions in the hospital 

space than anywhere in the last five to 10 years,” Celi-

na Burns, president of Davis Vision, told Vision Mon-

day. “In addition, hospital systems that employ their 

own physicians have increased by the double digits in 

the last five years,” she said. “The best way to control 

them in the value-based model is to employ them. All 

of this is positioning for accountable care.”

With many independent optometrists currently 

griping about competition from corporate as well as 

online optical retailers, ACOs have the potential for 

rewarding those who focus on the medical side of 

optometric care. Instead of competing on price with 

other retailers of frames and lenses, optometrists who 

join an ACO can benefit from helping manage 

patients with chronic diseases and even from diag-

nosing them in the first place. 

With these goals in mind countered by the caveat 

that the success or failure of ACOs is still unclear, the 

following sections provide the facts you need to know 

about accountable care organizations before you can 

even think about joining one. Or, as Stephen Monta-

quila, OD, chair of the AOA’s Third Party Center 

Executive Committee, put it, “building this airplane 

while it’s still in the air.” n

M A R C H  3 ,  2 0 1 4  V I S I O N M O N D A Y . C O M

Just One Type of Coordinated Care, ACOs Come in Many Forms

Facebook.com/VisionMonday
@VisionMonday

ACOs: What You Must Know
• The goals are to improve care for people and communities while reducing costs.

• ACO growth is projected to accelerate.

• Payments will become outcomes based, not fee-for-service.

• Financial incentives encourage providers to work together and reduce costs.

• Evolved from HMOs, ACOs are a different model of coordinated care.

• Both CMS-based and commercial, ACOs come in many forms.

• You need electronic health records to participate in ACOs.

• Networks of ODs will be more attractive to ACOs than sole practitioners.

• ODs must be proactive to be included, or risk being left behind.

• ODs must prove their value to ACOs by improving quality and reducing costs.

• A major role for ODs will be identifying and managing chronic diseases.

• ACOs are local and regional, not national, different in every state and every community.

ACOs: Changing Eyecare’s Role in the Culture of Health Care

T here are 35 ACOs participating in the 

Advance Payment ACO Model.

“If you’ve seen one ACO, you’ve seen 

one ACO,” said Jerry Sude, OD, chairman and co-

founder of OD Excellence, an alliance of ECPs in 

the forefront of educating optometrists about join-

ing accountable care organizations. “They’re all dif-

ferent, some are hospital based, some not hospital 

based, some are owned by primary care physicians 

or groups of physicians, and some are very small that 

only need a location or two of optometrists, and 

some are large that need a lot of optometrists.” 

Some are Medicare based, following federal rules to 

be paid by the government, while others are com-

mercial based, reimbursed by private health insur-

ance companies.

“There are a lot of different kinds of ACOs,” said 

Alistair Jackson, M.Ed., founder of EyeCare Advice. 

“There are Medicare ACOs and non-Medicare 

ACOs. Some of them have open panels, and some 

of them have closed panels.” Continued on page 39
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“Under Medicare, you can’t have an exclusive 

closed network of providers, but under a commer-

cial payer contract it could be totally closed,” said 

Lendy Pridgen, MBA, MHA, director, AOA Third 

Party Center.

While ACOs are getting the hype, CMS lists seven 

categories of innovation models for payment and ser-

vice delivery defined both through the Affordable 

Care Act as well as through previous legislation. 



ACOs Are Built on a Foundation of Electronic Health Records

S toring patient data in an electronic health 

record and sharing it across a health informa-

tion exchange are essential for participating 

in an accountable care organization.

“People on paper will be fighting for their lives,” 

said Richard Hom, OD, MPA, FAAO, national opto-

metric director of WellPoint, Inc., about converting 

from paper-based patient information to electronic 

health records. “This will be the siren call for all peo-

ple on paper. If they want to fight for patients in the 

next 10 years, they’ve got to be electronic.” 

Signed in 2009 as part of the stimulus bill, the 

HITECH (Health Information Technology for Eco-

nomic and Clinical Health) Act established financial 

incentives to subsidize and encourage health care 

providers to implement the use of electronic health 

records (EHRs). The Federal government has paid 

and continues paying practitioners who demonstrate 

the “meaningful use” of these EHRs. 

According to the latest CMS figures, since Novem-

ber 2013, a total of 13,469 optometrists have regis-

tered for the Medicare EHR incentive program, and 

the number keeps growing. Although financially 

rewarding for providers who implement EHRs, these 

incentives are not the ultimate goal of higher quality 

health care at a lower cost.

“This is not about the incentive money for attesting 

to meaningful use; that’s the gravy,” said EyeCare 

Advice’s Jackson. “It’s about the survival of your prac-

tice. ACOs are of no benefit to providers who have not 

embraced certified EHR technology, like the guy who 

shows up for a football game but forgot his pads and 

helmet at home and is not in a position to play ball.”

The ability to meaningfully use electronic health 

records sets the foundation upon which the basic 

tenets of health care reform are built, reduced costs 

and improved patient care, achieved, in the case of 

EHRs, through electronically storing and sharing 

information. Once providers have achieved the goals 

of meaningful use stage 1 (data capture and sharing), 

stage 2 (advance clinical processes), and stage 3 

(improved outcomes), then they are ready to partici-

pate in the loftier goals of health care reform, among 

them the ability to share information via health infor-

mation exchanges.

“ACOs will be made successful through the trans-

parency and flow of patient data, the ability to access 

patient records to get as much data as possible,” said 

Andy Davis, senior vice president, Advantica. “Practi-

tioners have to have as much information as possible 

for the best treatment possible.” 

The Nationwide Health Information Network 

Exchange, Direct Project, and Connect software solu-

tion are three initiatives launched to help expand 

secure health information exchange efforts. 

“One of key things a provider has to do to be on 

ACOs is to be able to share information,” confirmed 

Jim Grue, OD, director of health policy integration 

with OD Excellence. “This is accomplished through 

approved communications—Direct and Connect. To 

achieve meaningful use stage 2, electronic health 

records software has to support Direct messaging. 

This enables any EHR to share consolidated continu-

ity of care documents with any other EHR via secure 

communications and then be able to take apart that 

document to retrieve the information it contains. With 

one click of the mouse I know exactly what’s wrong 

with the patient without having to ask the patient.” 

It is through health information exchanges being 

established on the state level through which medical 

professionals will securely share information. 

For example, the Pennsylvania eHealth Partner-

ship Authority, in conjunction with optometrists and 

ophthalmologists who currently use or are willing to 

install Direct messaging, is conducting a statewide 

study in conjunction with primary eyecare providers 

on the effectiveness of electronically sharing medical 

records on compliance reporting for diabetic eye 

exams and glaucoma tests.

Another new health information exchange is 

OcuHub, powered by AT&T and Covisint and 

designed specifically for optometrists by the AOA. 

Recently sold to TearLab Corp., OcuHub was created 

to enable ECPs to connect electronically to physicians, 

hospitals and their ancillaries, pharmacies, payers, ben-

efit managers, optical labs, medical labs, imaging and 

radiology services, employer human resource depart-

ments, home care providers, and with patients them-

selves. “The OcuHub platform will be a competitive 

advantage for EHR incentive payments, access to 

insured patients, participation in ACOs and other new 

payment systems,” said Barry Barresi, OcuHub CEO 

and former executive director of the AOA. n

“People on paper will be fighting for their lives.”
– Richard Hom, OD, MPA, FAAO, WellPoint, Inc.
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Storing  patient data in an electronic health record and sharing it across a health information exchange are essential for partici-

pating in an ACO. Reprinted with permission from the American Optometric Association’s “Accountable Care Guide.”



W hen health care is driving toward 

team-based delivery, what happens 

when you’re not on that team?” 

asked EyeCare Advice’s Jackson, implying that 

optometrists need to join in or be left out. By defi-

nition, ACOs are groups, organizations of specialists 

led by a primary care physician or hospital system. 

You can no longer stay alone on “eyecare island,” as 

Jackson puts it in his book, The Value-Driven Eye 

Care Game. 

This also means that although it is possible but 

challenging to do so as a sole practitioner, joining an 

ACO will most likely be as a networked group of 

optometrists, according to most of those involved 

who spoke with Vision Monday.

“Individual optometrists will not be of interest to 

ACOs,” said 4PatientCare’s Guterman. “ACOs will 

contract with organizations that bring a network of 

optometrists into the ACO.”

This is one reason that Vision Source is among the 

groups of optometrists uniquely positioned to join 

ACOs, according to Jim Greenwood, president and 

CEO of the Texas-based national optometric alli-

ance. “We have networks of optometrists in 50 states 

with strong local leadership. We can have the leader 

sit down with these systems and understand what 

their needs and workflow requirements are and then 

lead our members to deliver a solution that addresses 

that need,” he said. “A prime example is Memorial 

Hermann Health System, a leading nonprofit in 

southeast Texas. They filed a new medical insurance 

plan with the state of Texas in October 2013, and 

Continued on page 40

You Can’t Go It Alone With ACOs

“When health care is driving toward team-based deliv-
ery, what happens when you’re not on that team?”
– Alistair Jackson, M.Ed., EyeCare Advice
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ACOs are just one of these models. Within ACOs 

themselves, CMS currently lists eight models, initia-

tives and demonstrations that are either in the review 

stage, ongoing, or no longer active. 

Each model is slightly different. The Advance 

Payment Model, currently with 35 ACOs, according 

to CMS, is for physician-based and rural providers to 

help smaller ACOs with less access to capital partici-

pate in the Shared Savings Program. Designed to 

improve the quality of care for Medicare fee-for-ser-

vice beneficiaries and reduce unnecessary costs, the 

Medicare Shared Savings Program rewards ACOs 

that lower their growth in health care costs while 

meeting performance standards on quality of care 

and putting patients first. 

Another example, the Pioneer ACO Model coordi-

nates with private payers. For providers already expe-

rienced in coordinating care, the Pioneer Model 

allows them to move from a shared savings payment 

model to a population-based payment model sepa-

rate from the Medicare Shared Services Program. 

There are 23 ACOs in the Pioneer ACO Model, 

according to CMS.

One example of a Pioneer ACO Model, the Flori-

da-based JSA Medical Group has contracted with 

Florida-based John Wachter, OD, owner of Eye Asso-

ciates of Pinellas, a practice in a unique position to 

bring both optometrists as well as the ophthalmolo-

gists that it employs. However, although Wachter told 

Vision Monday that he signed the contract with JSA in 

April of 2013 in an effort to get more “good-paying” 

patients, he has yet to see any.

Patient-centered medical homes are another 

model of coordinated care and can exist both within 

or outside of the scope of ACOs. 

“Some states, such as Minnesota and New Jersey, 

are implementing ACOs for their Medicaid programs,” 

said the AOA’s paper on What Optometrists Need to Know 

About ACOs. “States will generally follow the 

same approach in Medicaid as the federal gov-

ernment chose in Medicare: Measure the cost of 

care of the patient population served by the 

ACO, and measure quality of care provided by 

the ACO to make sure that medically necessary 

services are not eliminated.”

As the country’s biggest payer, CMS is fueling 

the growth of ACOs. However, private insurance 

companies are doing so as well. In July of last year, 

UnitedHealthcare announced it would double its 

ACO contracts to more than $50 billion of reim-

bursements by 2017.

“Private payers are all over this,” Smith Anderson 

law firm partner Julian D. (“Bo”) Bobbitt, Jr., J.D., 

told Vision Monday. Bobbitt compiled the information 

for the AOA’s The Accountable Care Guide. “On the pri-

vate side, there are plenty of insurance companies 

around the country paying for ACOs,” he said. “Phy-

sicians and hospitals will also have a dramatic impact 

on the transfer to value-based care.”

“Currently, private pay ACOs are a much smaller 

percentage of the pie,” added 4PatientCare’s Guter-

man, “but if the model proves successful and Medi-

care shows true savings, which I think it will, the pri-

vate sector will quickly adapt.” n

There are 35 ACOs participating in the Advance Payment ACO Model. 

Source:  Centers for Medicare and Medicaid Services.

Continued from page 36

ACOs in Many Forms



Vision Source members will be the provider of eye-

care for that medical plan.” 

Another group, EyeHome Network is a health ser-

vices organization that is developing national inte-

grated networks of optometrists and ophthalmolo-

gists, with the intent of optimizing eyecare delivery 

to its payers (health plans, medical groups, ACOs, 

self-funded employers) and their members.

“It’s too complex,” said OD Excellence’s Jim Grue, 

OD, about going it alone. “You can’t do it on your own 

unless you spend every weekend going to conferences.” 

Still, some do say that independent optometrists can 

join ACOs on their own, such as Stephen Montaquila, 

OD, chair of the AOA’s Third Party Center Executive 

Committee, who said, “I’m working with an ACO to 

develop a collaborative care group. The ultimate goal 

is to have a large group, but they are willing to bring in 

individuals one by one. Harvey Richman, OD, of 

Shore Family Eyecare in Manasquan, N.J., is one of 

our members invited to join as an individual.” 

Already involved with two ACOs in New Jersey 

(Geisinger Health System and Partners in 

Primary Care) Richman is currently looking 

to join two more. Participating as a specialist, 

he does not benefit from the shared savings 

or additional profits. Although “both are 

fairly new,” he said, he has already seen an 

increase in patients. While he observed, 

“My business model stays the same, but the 

change is forcing me to change,” he is, 

“absolutely joining more ACOs.” 

Whether to go it alone or as a group also 

depends on the ACO. “I’m working with a 

patient-centered home in Akron, Ohio, 

that’s very small and happy with one or two 

optometric locations,” said OD Excellence’s 

Sude, “but I’m also dealing with an ACO with 175 

physicians that wants at least 15 locations to handle 

550 eye exams per month.” n

Optometrists Must Be Proactive to Be Included in ACOs

T he market for ECPs will change,” Edward 

Barnwell, president/founder, KDD Health 

Solutions, told Vision Monday. (Essilor hired 

KDD to write The Eye Care Professional and Emerging 

Models in the Reform of Healthcare.) “Those willing to 

embrace change and initiate organizational compe-

tencies will be successful. There are very few inde-

pendent community pharmacists,” he said as an anal-

ogy. “If the independent ECP does not adopt some 

of these strategies, they will be subject to risk.”

“Someone is not going to do this for you; you have 

to do this for yourself,” added EyeCare Advice’s Jack-

son. Unlike legislation favoring optometrists, often 

promulgated by national and regional optometric asso-

ciations, joining an ACO will be left up to each and 

every optometrist. “Looking back at Medicare parity 

legislation, everything changed at the stroke of a pen, 

but health reform is not like that,” continued Jackson. 

“If you are not learning where you fit in the rubric of 

ACOs, you are going to be left out.”

“Get active or there will be ramifications,” added 

Jerry Sude, chairman/co-founder, OD Excellence. 

“The majority of these entities don’t include vision 

yet. Optometry is its own worst enemy because 

optometrists are reluctant for fear of rejection or 

thinking that ophthalmology has already opened the 

door. Neither is true. If you wait, you are setting your-

self up to not be involved.”

Jackson agreed that ACOs need optometry, but 

optometrists are not being proactive: “If you don’t 

take action, it’s not that nothing will happen. Every-

thing is changing, and if you are not doing something 

to change what you are doing then the survival of 

your business will come into question. If optometrists 

don’t think that they belong, then why would anyone 

else, but the reality is that other doctors are interested 

in optometrists. They acknowledge that optometrists 

know more about the eye, so they probably need an 

OD on the panel.”

“After being denied hospital privileges for years, I 

contacted the hospital-based ACO administration,” 

said Harvey Richman OD, FAAO, FCOVD, a New 

Jersey-based optometrist who is now part of two 

ACOs and looking to join two more. “By demonstrat-

ing optometry’s participation in a board certification 

process, the ACO was actually aggressive in pursuing 

several optometric practices in our state.” 

While being invited to join ACOs is a rarity for 

optometrists, it does happen. In the case of OneCare 

Vermont, optometrists were invited to join (see side-

bar, page 42). “We reached out to everybody in our 

existing Vermont Managed Care PHO network, 

which included optometry,” said Norman Ward, MD, 

about the OneCare Vermont ACO he helps adminis-

trate. “Of 61 optometrists and 35 practices, less than 

half, 26 optometrists and 13 practices, signed up.”

Whether proactive or reactive, there is still time. 

“A lot of optometrists feel they’re getting into the 

game too late,” said the AOA Third Party Center’s 

Pridgen, “but it’s not too late.” n
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“A lot of optometrists feel like they’re getting  
into the game too late, but it’s not too late.”

– Lendy Pridgen, MBA, MHA,  
AOA Third Party CenterC O V E R  T O P I C
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Among the eight essential elements of an accountable care organization,  

a culture of teamwork is of prime importance. Reprinted with permis-

sion from the AOA’s “Accountable Care Guide.”

Don’t Go It Alone



For a number or reasons, one of which being 

that accountable care organizations are still in 

their formative stages, few of them currently 

include optometrists among their providers. How-

ever, there are those that do, and OneCare Ver-

mont is a good example. Having evolved from the 

Vermont Managed Care PHO (physician hospital 

organization), which already included 61 optome-

trists and 35 practices, OneCare Vermont invited 

them to participate. Less than half, 26 optome-

trists of 13 different practices, signed up.

Among them are the following Vermont-based 

optometric practices – Absolute Eye Care, PLLC; 

Eye Care Associates, PC; Eye Vermont; Eyecare 

of Vermont, PLC; Irish Eyes; Middlebury Eye 

Associates, Inc.; Northern Valley Eyecare, Inc.; 

and Vermont Family Eye Care, Inc.

“We reached out to everybody in our existing 

network, which included optometry,” said Nor-

man Ward, MD, who helps administrate this ACO. 

“I’m a believer in including optometrists. As a 

family doctor, I don’t claim to do anywhere near a 

thorough exam as an optometrist. There certainly 

is a place for optometry to help make diagnoses. A 

year and a couple of months into this journey, we 

are sharing data with our participants by way of 

our clinical advisory board. Our ACO absolutely 

wants to be inclusive of as many kinds of interdis-

ciplinary providers as we can.”

The OneCare Vermont ACO’s network of provid-

ers will coordinate the care of approximately 42,000 of 

Vermont’s 118,000 Medicare beneficiaries. 

“Optometrists are uniquely positioned to 
identify hypertension and diabetes.”

– Celina Burns, president, Davis Vision
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Norman Ward, MD

OneCare Vermont ACO Includes 26 Optometrists

Optometrists Must Prove Their Value to ACOs

W ith reducing costs while improving 

care among ACO’s tenets, optome-

trists who contribute to these goals 

are better positioned to join them. One way to 

achieve this is by showing that they can raise patient 

quality measurement scores.

For example, the Physician Quality Reporting 

System (PQRS) combines incentive payments and 

payment adjustments for reporting information such 

as e-prescribing, exchanging health information, 

implementing electronic health records, and tracking 

results through clinical data registries. Beginning in 

2015, the program penalizes those who do not satis-

factorily report data on quality measures.  

“The performance of an ACO-like system indi-

cates the importance of the ECP in helping achieve 

improved quality of care and the awarding of millions 

of dollars in shared savings and PQRS incentives,” 

stated the KDD white paper on Emerging Models in 

the Reform of Healthcare commissioned by Essilor. 

“ECPs participating within a network of over 600 

physicians in a 2005 Physician Group Practice Dem-

onstration Project involving Medicare fee-for-service 

beneficiaries at St. John’s Health System (now Mercy 

Clinic) in Springfield, Mo., identified early symptoms 

of diabetic retinopathy and other disease in otherwise 

asymptomatic patients. The organization did not 

achieve its threshold for savings in the first two years 

of service but did record 100 percent of its quality 

measures in the same period. Since then it has 

achieved millions in CMS shared savings each year 

while significantly improving patient satisfaction 

scores.” 

Another quality measurement system, Star ratings 

determine patient outcomes and are tied to Medicare 

reimbursement. The Star rating program reimburses 

some Medicare plans at a higher rate, depending on 

how many stars they reach on a scale of five stars. In 

2014, those with three to five stars will receive bonus-

es up to 5 percent, but only those with four or five 

stars in 2015 will receive bonuses.

One component of the Stars rating system is the 

Healthcare Effectiveness Data and Information Set 

(HEDIS), which includes 76 quality measures across 

five realms of care—effectiveness, access, utilization, 

descriptive information, and experience.

Because of optometrists’ ability to influence the 

diagnosis and continuing care of certain chronic dis-

eases, such as glaucoma, diabetes, hypertension, and 

others, optometrists can contribute to the elevation of 

these important Star, HEDIS, and other measures. 

“There are several quality metrics that ECPs are in a 

unique position to help with ACOs,” said 4Patient-

Care’s Guterman, citing diabetes, glaucoma and 

hypertension among them.

“Early detection of diabetics results in higher 

HEDIS scores, which translates into enhanced reim-

bursement,” agreed Davis Vision’s Burns.

Glaucoma and diabetic scores are typically always 

very low, according to OD Excellence’s Sude. “When 

an optometrist is part of a coordinated team, how dia-

betics and glaucoma patients are handled figure into 

Star ratings and how and whether they will be paid,” 

said Sude. “To be part of a coordinated care team, 

many things have to be incorporated into your prac-

tice that may be foreign. One is sending detailed 

reports directly to the primary care physician, not in 

the mail or faxed, for every patient 65 or over on the 
Continued on page 43
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“You have to have local leaders who understand 
the needs of large primary care physician groups.” 
– Jim Greenwood, Vision Source

Not HMOs or MCOs, ACOs Are a New Entity (and Acronym) Altogether

O ne of the reasons the jury is still out on 

whether ACOs will be effective and success-

ful is because some detractors view them 

simply as a rehashing of the decades-old HMO models 

or just another form of managed care organization.

“When I first started practicing in the early ‘90s, 

talk of capitation was the best way for practices to 

establish themselves and make money, assuming you 

kept costs under control and visits normal,” said Dan 

Dietrichs, OD, formerly of the National EyePA 

Coalition. “It was supposed to be a huge profit mar-

gin, but it was a pyramid scheme. Somebody gets all 

the money and somebody does all the work, but not 

necessarily the same guy. I’m not sure people want to 

do more work for the same amount of money.”

However, a number of health care professionals 

Vision Monday interviewed explained how today’s 

ACOs are different than yesterday’s HMOs. “HMOs 

were good in theory, but very bad in practice,” said 

4PatientCare’s Guterman. “Although there are some 

very good HMOs that have evolved, the biggest 

problem with the HMOs of the ‘80s was the way to 

make a lot of money was to enroll lots of healthy peo-

ple. The good ones were experts at gathering low risk 

individuals. Also, one of the big differences between 

managed care in the ‘80s and the ACOs of today is 

that the board of the ACO is provider majority by 

law.” Now, primary care physicians are at the center, 

dictating care through a limited network.

Another difference between then and now is the 

way in which information is stored and shared elec-

tronically. “The chance that health reform is going 

to succeed is massively different than it was before 

because of EHRs,” said EyeCare Advice’s Jackson. 

“There is a very, very different foundation today 

than there was even 10 years ago. ACOs do not 

equal MCOs or HMOs. There is a massive infra-

structure difference behind health reform, and that 

makes the difference between success and failure. 

Look at hospitals instituting EHRs and the ability 

to exchange information through health informa-

tion exchanges. All that connectability that exists 

today did not exist in the days of HMOs. Now you 

also have all the new laws that back health reform, 

massive legislation driving accountability. There’s a 

momentum behind ACOs because of health reform 

that simply was not there when HMOs and MCOs 

first came on the scene.” n

Think Locally, Act Locally 

H ealth care reform is different in every state, 

different in every community, different in 

every practice,” said OD Excellence’s 

Grue. ACOs are not a one-size-fits-all proposition. 

“This is a local market dynamic,” said Vision 

Source’s Greenwood. “You have to have local leaders 

who can sit at the table with leaders of large primary 

care physician groups and understand their needs and 

tailor a unique solution for their issues.”

“Optometrists have a real opportunity to proac-

tively find partnerships and forge them with primary 

care physicians in their community,” said Davis 

Vision’s Burns. “Now is a great time to identify major 

hospital systems in your area, identify those dominant 

systems and initiate communications with the execu-

tives running and managing ACOs. It appears that 

optometrists have stayed at arms’ length from the 

medical world, but now is the time to get involved.”

“Optometrists need to look at ACOs around them 

geographically in their neighborhood, figure out 

which ones are open, and pursue those ACOs,” said 

EyeCare Advice’s Jackson. “Look at the relationships 

you have with primary care doctors.”

Stephen Montaquila of the AOA’s Third Party 

Center concluded, “The most thing important thing 

to do right now is to make the relationships with the 

local leadership of ACOs.  If an optometrist has a rela-

tionship with a primary care doctor, and if that prima-

ry care doctor is part of an ACO, that could be a key to 

get in. Get involved now! n

results of their glaucoma screen. This is part of Stars, 

but very few optometrists are doing this.” 

The AOA’s Third Party Center has also determined 

a way optometrists can show value by reducing health 

care costs. After analyzing four years of paid claims data 

encompassing over 161 million member months from 

2006 to 2009, an AOA study determined the role of 

optometry in diverting emergency services from hospi-

tal settings. The study revealed that diverting eyecare 

services from the emergency room or primary care 

physicians to ECPs in an outpatient setting, benefits 

realized included improved clinical outcomes and a 

potential cost savings of $0.18 per member per month.

“Optometrists must understand these systems are 

being formed around big ticket items such as hospital 

stays,” said the AOA’s Third Party Center’s Monta-

quila, “but at about 1 to 2 percent of the total health 

care spend, eyecare is way down the list. It’s important 

to show this cost savings that results from emergency 

room diversion.” n

ODs Must Prove Their Value
Continued from page 42


