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Value-based payment models are one of those rare ideas in
health care policy that enjoy bipartisan support. The concept
is appealing: clinicians are held responsible for total spend-
ing and quality targets for patients, enabling them to make

care decisions that prioritize
health outcomes over ser-
vice volume. Studies on ac-

countable care organizations (ACOs), the earliest versions of
such models that started in traditional Medicare through the
Affordable Care Act, have shown some evidence of savings with
time, with success dependent on factors like whether the ACOs
are physician (vs hospital) led or their proportion of primary
care physicians.1,2

Enter Medicare Advantage (MA), the increasingly popu-
lar alternative to traditional Medicare in which the federal gov-
ernment outsources plan administration (including provider
networks and utilization review, which are unique to MA) to
private insurers. Increasingly, these insurers pass on the full
financial risk of MA plans to clinicians. Yet we know surpris-
ingly little about what does and does not work in these value-
based MA arrangements.

In this issue of JAMA Internal Medicine, Schwartz et al3 used
2015 to 2021 data and a difference-in-differences approach to
compare overall and low-value care use by patients in Huma-
na’s MA plans who were in provider organizations that either
voluntarily transitioned to risk-based MA provider contracts
(upside only, meaning financial bonuses but no penalties, or
2-sided risk, meaning both) vs stayed with the same con-
tracts. The upshot? Across 35 outcomes, there were few dif-
ferences in care use, most of which disappeared after account-
ing for trends that preceded the contract changes.

Why were there no consistent effects? To answer this, it
helps to take the perspective of the clinicians entering these
arrangements. Provider organizations signing on to these con-
tracts might attempt to succeed in them by hiring value-
minded physicians, setting up technology (eg, electronic health
record clinical decision support, telemedicine), and creating
programs and workflows (eg, hypertension management reg-
istries, specialist electronic consultations) meant to improve
population health and curb spending.4,5 These efforts re-
quire time, money, and having a large enough share of pa-
tients in value-based models for them to make financial sense.

Clinicians in the organization (who would likely prefer to be
payer agnostic) must know which of their patients are eli-
gible for which programs based on their insurance plans. While
these contracts dictate how and how much payers pay health
systems and other provider organizations for enrolled MA
members, it also matters how the organizations choose to dis-
tribute that money to employed clinicians. For instance, con-
sidering that primary care physicians are central to the suc-
cess of value-based payment, do the organizations provide
bonuses and/or pay them a certain amount per empaneled pa-
tient to afford them the flexibility and time to provide non-
billable yet valuable services, like care coordination and asyn-
chronous secure messaging, or do they stick to traditional visit
productivity-based models that are often counterproductive
to value-based payment goals?

For low-value services specifically (like cancer screenings
for adults older than certain ages), while such care is bad for
spending and quality, many provider groups may not see
low-value care reduction as a financial priority,6 and it is hard
for health systems to intervene when much of this low-value
care is delivered outside of their walls.7 Any potential ben-
efits from these contracts would have to be large enough to
be noticeable beyond the effects that the utilization manage-
ment approaches of some MA plans have already had on
reducing low-value care.8,9 For other outcomes the research-
ers examined, like outpatient visits and testing, the “right”
amount of utilization change is unclear. Finally, while
Schwartz et al3 compared 1-sided vs 2-sided risk, there is sub-
stantial heterogeneity within these plan types, which
requires unpacking. There may also be heterogeneity in how
different provider groups or different clinicians respond to
these contracts. For example, we have found that under MA,
women who are primary care physicians tended to perform
better on quality metrics and on reduction of emergency
department visits and hospitalizations than their counter-
parts who are men, with a commensurate reversal of the gen-
der wage gap.10

In summary, Schwartz et al3 provide valuable evidence that
full risk sharing with provider organizations in MA is not yet
showing signs of consistent benefit. The idea of passing on risk
may still be a good one, but only more time (and, impor-
tantly, a closer look at the messy details) will tell.
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