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Executive summary  

Background / Purpose of the review  

The NSW Health Integrated Care Strategy is focused on transforming healthcare delivery to improve health 

outcomes, patient experience and efficiency. Implementing integrated care involves changes at system, 

organisation, professional, clinical and consumer levels. The strategy recognises a broader shift in NSW 

Health towards value-based healthcare and an emphasis on partnerships between Local Health Districts 

(LHDs) and Primary Health Networks (PHNs). 

Accountable care organisations (ACOs) are delivery system reform models that are emerging internationally  

as a solution to improve health outcomes and patient experience and to re duce costs of care. An ACO 

brings together multiple providers who agree to be held accountable for financial and quality outcomes for 

a defined population . Given the shift in NSW Health towards value-based healthcare, the applicability of 

ACOs in the NSW health system context warrants consideration. The NSW Agency for Clinical Innovation 

asked the Sax Institute to commission this review in which we: (1) examined the evidence that ACOs and 

their component features improve health system performance; and (2) took the insights from this evidence 

and undertook  a thought leadership activity to inform strategic approach es to innovation in integrated care 

in NSW. 

Review questions  

The review aimed to address the following three questions: 

1. What are the purposes and features of existing ACO and Accountable Care Community models? 

2. How effective have ACO models been to improve health outcomes and patient experience and to 

reduce costs of care? 

3. What barriers and enablers to successful implementation of ACO models have been identified? 

Summary of methods  

We searched relevant literature from both peer-reviewed and grey literature sources between January 2006 

and August 2017. We developed search criteria to combine the domains of integrated care, alternative 

payment models and quality of care. Two reviewers extracted data to describe ACO structure, population 

served, payer models, provider type and outcomes in the domains of quality, cost and patient experience. 

Additional notes were made on those models that described implementation barriers and enablers. We 

presented initial findings to the Agency for Clinical Innovation  (ACI) and a workshop was held to identify 10 

case studies that could potentially be relevant in the NSW health system context to address question three, 

above. We selected a diverse range of case studies on the basis of data availability, payer, provider and 

population mix and posit ive outcomes.  

Key findings  

Seventy papers met the criteria for inclusion in the review and these papers described 146 ACO models. The 

majority of evaluations of ACOs were low quality, with only nine studies using a quasi-experimental design. 

There have been no randomised controlled trials conducted to date.  

Question 1:  

The vast majority of models were from the US (n=121), while the remaining models were from Singapore, 

Denmark, Sweden, New Zealand, Spain, Germany, Britain and the Netherlands. There was a mixed range of 

payers including commercial insurers (n=49), state/regional governments (n=24), national government s 

(n=13) and multi -payer models (n=60). In terms of provider structure, there were broadly three types: those 

that were mixed health professional teams (n=65), mainly physician and/or primary careðled (n=41), 

organisations that included social care providers (n=17) and a range of other provider types (n=22) . The 

majority of models targe ted the general population (n=58 ), the US Medicare models included people with a 

disability or aged over 65 years (n=22), and socioeconomically disadvantaged individuals were the focus in 

programs serviced mainly by US Medicaid programs (n=27). 

Financial incentives mainly included ôone-sided riskõ arrangements in which any savings below a pre-defined 

expenditure benchmark were shared with the payer. A few models consisted of ôtwo-sided riskõ 
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arrangements in which the ACO received a greater proportion of any savings, but also incurred penalties if 

costs exceeded expenditure benchmarks. In addition to these risk-sharing arrangements, a broad range of 

additional incentives were being implemented within  ACOs to encourage providers to engage in population 

health management and move away from fee-for-service models. 

Question 2: 

Sixty-eight models had documented cost, patient experience and care quality outcomes but  only 17 models 

reported  outcomes across all three of these domains. Barriers and enablers to implementation were 

described for 31 of the models , but these descriptions generally lacked detail. 

¶ Cost: About  half of all models reported some form of reduction in total healthcare costs relative to 

expenditure benchmarks but these were mostly beforeðafter, non-independent evaluations. Some 

studies reported cost reductions for high-risk patients. In the US Medicare Shared Savings Program 

overall savings were modest in the first three performance years (<1% overall) but there was wide 

variability, with 36% of ACOs achieving savings >2% and 13% reporting losses of >2%. Higher 

expenditure benchmarks were weakly associated with savings in US Medicare programs. However, 

overall there were few clear predictors of what types of ACOs were making savings, which is possibly 

indicative of the early stages of implementation of these models in most settings. 

¶ Quality : Quality of care outcomes focused on hospital admissions/re-admissions, unnecessary 

emergency department visits, outpatient clinic services, processes of care, patient adherence rates to 

treatment plans, and disease management. Although the quality of the evidence on which to assess 

improvements was variable, most models with outcome data  reported one or more i mprovements in 

various quality of care indicators. Of nine models that reported on mortality outcomes, s ix models 

reported reductions in mortality rates or improvements in life expectancy and three models reported no 

difference. Five of these models had a matched control group . 

¶ Patient experience : The majority of models that documented patient experience showed 

improvements in patient contentment with particular aspects of care, wait times, better access to 

information, and an increase in doctorðpatient communication, although it should be noted that 

baseline experience scores tended to be high and consequently these measures may have reduced 

utility in assessing changes over time.  

Question 3: 

We identified n ine models that met the inclusion crit eria for a more detailed analysis of their 

implementation  ñ six models were individual ACOs and three comprised multiple ACOs participating in a 

collaboration or program . An additional US model that is early in its inception (Accountable Care 

Communities) was also included because an explicit aspect of this model is engagement with non-health 

social service providers. The case studies highlighted the importance of locally specific factors in successful 

implementation of ACO models. Several implementation factors emerged across the cases that were 

relevant to the NSW health system. These included:  

¶ Stimulus funding : Most models that were successfully implemented attracted initial investment to 

support their initiation ; this funding came from a variety of sources including: internal funding from 

within the ACO, one-off grants from various funding bodies , allocation of a portion of private insurer 

budgets to support integrated care initiatives , and government investment (both with and without 

penalties if outcomes were not achieved) 

¶ Governance : In particular, there was a need for strong provider representation in the governance of the 

ACO and consumer engagement through structures such as citizen boards 

¶ Population : Generally these were nonðdisease-focused populations  of fewer than 100,000 people; 

varied attribution models were used ranging from geographically determined ôall-inõ models to 

retrospective attribution based on claims data  

¶ Outcomes : These were reported across several domains, with the inclusion of mandatory reporting 

indicators for payers plus additional indicators that were derived locally  

¶ Collaborative learning : Major infrastructure investments in information management systems 

supported data analytics and the engagement of providers in qualit y improvement activities 

¶ Incentives : There were flexible incentive designs for providers within the ACO with initial preservation 

of fee-for-service reimbursement models and transitioning to population -based payments as models 

matured 

¶ Coordinated care : There was a large investment in care co-ordination activities including investment in 

new workforces of varying skill levels (nurse practitioners, physician assistants, care navigators, peer 

support workers); commissioning of community services that might go beyond health service provision 
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(e.g. gym memberships); improved efficiency in specialty referral processes; and systems to identify and 

eliminate wasteful practices. 

Applicability  

ACOs bring together several elements of integrated care, underpinned by a financial incentive model, with 

the goal of moving  health systems away from volume- to value-driven services. In Australia, at both federal 

and state levels there are several policy shifts that signal alignment with this goal. The NSW Health 

Integrated Care Strategy and more recently several Health Care Homes initiatives (federal, state and local 

models) have made substantial inroads into supporting  this shift. A core element of all these initiatives is the 

strengthening of the primary health care system and improving the interface between hospital, specialty 

and primary health care.  

To date both state and federal governments have engaged in reasonably weak financial incentives and have 

prioritised system redesign to improve performance. A fundamental question for policy makers, therefore, is 

to what extent the financial levers underpinning ACO-like models might  accelerate progress towards a 

higher performing system. Despite the immature evidence base, it is possible ACO models offer an 

additio nal lever to increase health system performance. We propose a conceptual framework in which 

meso-tier organisations, with Local Health Districts and Primary Health Networks at the core, collaborate to 

form an entity that takes responsibility for total cost s and quality of care for a defined population. Such 

organisations could be considered as highly innovative ôstart-upõ entities that generate new knowledge 

about the applicability of ACO models to the Australian health system. 

Conclusion  

Accountable care models are emerging internationally as strategies to foster the development of a high -

performing health system. They should be seen as a continuum of approaches that build on many initiatives 

to promote value-based care. This Evidence Check highlights a large amount of activity in the development 

of accountable care models, particularly in the US, Britain and Europe. However, evaluations of these models 

are early in their evolution and the current literature is dominated by low-quality stud ies. The case study 

analysis highlights several implementation factors that may be essential to driving success. Many of these 

factors align closely with existing initiatives in the NSW health system. Despite the immature evidence base, 

we conclude that incorporating accountable care elements into existing and emerging models in NSW is 

worth pursuing. Several conceptual factors are discussed in this report to stim ulate discussion on how ACO 

models could be implemented in NSW. 
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Background 

Accountable care organisations (ACOs) are emerging as a solution for improving  health outcomes and 

patient experience and reducing costs of care. A model of multi -dimensional health service integration, an 

ACO brings together multiple providers who are accountable for fina ncial and quality outcomes for a 

defined population. Given the shift in NSW Health toward s value-based healthcare, ACO models warrant 

consideration. 

ACOs emerged in the US more than 10 years ago but  have grown exponentially since the passing of the 

Affordable Care Act in 2010. Other countries have also developed an interest in these models and several 

pilot and demonstration projects are being trialled, particularly in Britain and Europe. ACOs vary greatly in 

terms of provider make-up (integrated delivery systems, multi -specialty groups, primary care physician led), 

mechanisms to achieve desired outcomes (e.g. promotion of patient-centred medical homes) and 

contractual options  (e.g. alliance contracting and contractual joint ventures ). In addition, Accountable Care 

Communities (ACCs) are emerging as a broader arrangement in which non-traditional healthcare providers 

such as social and other community service providers are engaged to achieve cost and quality outcomes on 

a community-wide population basis. 

The NSW Health Integrated Care Strategy is focused on delivery system redesign to improve health 

outcomes and patient experience and to reduce costs of care. It is multifaceted in nature and involves 

changes at system, organisation, professional and clinical levels. The strategy recognises a broader shift in 

NSW Health towards value-based healthcare and emphasises partnerships between Local Health Districts 

and Primary Health Networks. 

The Agency for Clinical Innovation (ACI) is the lead agency in NSW for promoting innovation, engaging 

clinicians and designing and implementing new models of care and is a key partner in the NSW Integrated 

Care Strategy. ACI engaged the Sax Institute to commission an Evidence Check to examine the evidence that 

ACOs and their associated elements improve health outcomes and patient experience and reduce costs of 

care. This Evidence Check is a thought leadership exercise to inform the ACIõs strategic approach to 

innovation in integrated care in NSW. 

Purpose 

The aims of the Evidence Check are to: 

¶ Conduct an environmental scan to identify ACO models in the literature  that may be applicable to NSW 

¶ Review the evidence of their effectiveness on health outcomes, patient experience and costs of care 

¶ Assess barriers and enablers to model implementation for a purposively selected sample of ACO 

models. 

Review questions  

The following questions were formulated to address the above aims: 

1. What are the purposes and features of existing ACO and ACC models? 

2. How effective have ACO models been to improve health outcomes and patient experience and to 

reduce costs of care? 

3. What barriers and enablers to successful implementation of ACO models have been identified? 

Following completion of the review, its findings were presented to key NSW stakeholders as part of a 

facilitated workshop. Workshop participants f ocused on two broad questions: (1) how are existing ACO 

models applicable in the NSW health environment; and (2) what capabilities and enablers would be required 

to successfully implement these models? The discussion generated by these two questions was summarised 

and the implications were incorporated into this Evidence Check. 
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Methods  

Definition  

The definition of an ACO is broad for the purpose of this Evidence Check. Essential criteria include models in 

which: 

¶ Providers contract with a payer/commissioner to take responsibility for the cost and quality of care  

¶ There is a defined population and budget  

¶ Care is managed across the continuum ranging from primary and preventive services through to 

services delivered in hospitals and residential aged-care facilities. 

A fourth desirable criterion was the inclusion of models that had an explicit community engagement 

component and some notion of accountabi lity to consumers in the structure and funct ions of the ACO. 

Because the evidence base was relatively immature, we used a loose definition of the term ômodelõ. In some 

cases, this referred to a specific contract between providers and payers and in other cases to multiple 

models within a program such as a government or commercial insurer program.  We did not explicitly 

include or exclude specific models on the basis of their names, but rather scrutinised the content of the 

models to assess whether they met the criteria described above. For example, there is some debate as to 

whether ACOs differ to any substantive extent from the Health Maintenance Organisations (HMOs) that 

have been present in the US health system landscape for decades. Although we acknowledge there may be 

some overlap, the key differences are that HMOs are payer-centric models while ACOs are provider-

constituted  entities. Another differentiating factor is HMOs are generally more restrictive about which 

providers a patient can use, whereas ACOs do not restrict provider choice. A third differentiating factor is  

that ACOs explicitly incorporate quality accountability , addressing a long-held criticism of HMOs, which are 

seen as being focused primarily on efficiency gains. These distinct ions are not always clear, however, and 

some HMO models embrace many elements associated with an ACO and therefore were not excluded 

simply because of their name. 

A fundamental element of ACOs is providers taking responsibility for the total healthcare expenditure for a 

defined population. Determining expenditure benchmarks can be complex , but in the simplest scenarios a 

target benchmark is established based on historical and projected trends in expenditure. In more complex 

models, expenditure benchmarks take into consideration  regional averages and adjustments based on the 

risk profile of  the population served by the ACO. In terms of defining spending accountability, ACOs broadly 

fall into two  categories. In one-sided models  an ACO benefits from meeting quality and cost targets by 

sharing in a portion of the savings (typically 50%) but does not incur any penalties for cost overruns. In two-

sided models  an ACO typically receives a greater proportion of any savings but also takes on the risk of 

incurring a penalty if it spends beyond the target expenditure benchmark. The models are diagrammatically 

represented in Figure 1: 
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Source: Personal communication Z Song, Harvard TH Chan School of Public Health 

Figure 1: Risk sharing in Accountable Care Organisation models  

 

Peer review literature  

Searches were generated and combined across three broad domains: integrated care models, alternative 

payment models and quality of care. Initial search terms (either as medical subject heading, title or keyword 

searches) in each of these domains included:  

Integrated care  

(health care, care, model, delivery model) AND any of the following (integrated, team, team-based, 

multi -professional, multisector, multiagency, interdisciplinary care, seamless, continuity, coordinated, 

partnership, shared, joined-up, pooling, vertical, horizontal, collaborative, cross-organisational, 

intermediate care, joint care, all-inclusive, comprehensive, total care, interface, service interaction, 

patient care team) 

Alte rnative payment models  

Accountable care organizations, accountable care organisations, accountable care, accountable care 

communities, value based care, value based insurance, value based purchasing, risk sharing, financial, 

reimbursement, incentive, managed care programs, health maintenance organization, alternative 

payment, cost sharing 

Quality of care  

quality, quality of healthcare, quality of care, total quality management, clinical performance 

assessment, clinical competence, guideline adherence, performance measurement, outcome 

assessment/measurement, process assessment/measurement, quality assurance, quality improvement 

and quality indicators 

Searches were limited to literature published from January 2006 to August 2017. The final search terms used 

are included in Appendix 1.  

Inclusion/exclusion criteria  

Articles were excluded at the title review stage if none of the focus areas of interest, above, were present in 

the title. Articles proceeding to abstract review were then examined for relevance and were excluded if the 

key search terms, above, were not present. At full text  review, articles were excluded if they did not include 

examples of specific models. Expert opinion from an international advisory group was sought and further 

targeted internet searches were also conducted to locate grey literature on additional models and provide 

further information on the models found in the literature review . Endnote was used to manage articles 

retrieved. 
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Case study selection  

After the review team had completed questions 1 and 2, the Sax Institute facilitated a workshop with the 

reviewers and the ACI Primary Care and Chronic Services Directorate. The workshop prioritised the ACO 

models that were broadly applicable to the NSW health system and we examined these models to complete 

question 3. We prioritised models that had been implemented and evaluated. Criteria for inclusion were:  

1. Models that were relatively advanced in their development  

2. Diverse payer arrangements (federal government, regional/state government, commercial insurer or a 

multi -payer arrangement) 

3. Models that were of potential relevance in the NSW health system context 

4. Availability of outcome evaluation data .  

For the case studies, we conducted an additional  desktop search for relevant grey literature. This included 

organisation websites, annual reports, blogs and commentaries. Expert opinion  was also sought from several 

people who were involved in the implementation of some of the ACO models and they reviewed the case 

study summaries that we prepared (Appendix 5). 

ACO framework  

McClellan and colleaguesõ ACO framework was used to extract information for the case studies. This 

framework was developed by an international working group to descri be and assess efforts to imple ment 

accountable care in diverse settings around the world.1 It was primarily based on a literature review and 

semi-structured interviews with working group members. The framework comprises five domains:  

¶ Population ñ defining a specified population for which providers are jointly accountable  

¶ Performance  ñ determining target outcomes for the specified population , including resource use  

¶ Metrics and learning  ñ developing and refining metrics to help determine whether ou tcomes are 

improving and to learn from these measurements and variations in results  

¶ Payment and incentives  ñ restructuring payments and other incentives to align with the target 

outcomes, including details of risk-sharing arrangements  

¶ Coordinated delivery  ñ implementing steps to coordinate the delivery of care within teams of 

clinicians, across providers, and between providers and patients to improve that delivery. 

A hierarchy of elements within each domain was developed to rank the level of progress being made in 

each component area (Table 1). For the case study review, we used this as a guide when extracting and 

analysing information on model elements.  

Table 1: Accountable care f ramework ñ component rankings  according to level of maturity 1 

Rank Population  Outcomes  Metrics and 

learning  

Payments and 

incentives  

Coordinated 

delivery  

5 Intersections 

between 

different 

morbidity 

groups carefully 

planned and 

accounted for 

Outcomes that 

matter to 

people; 

prioriti sed 

according to 

individual goals 

Aggregated 

longitudinal 

data made 

public in format 

consistent 

across providers 

Full capitation 

with minimum 

required quality 

standards; 

differential 

payments 

according to 

outcomes 

Clinical and data 

integration 

across full 

provider 

network; 

patients co-

design care 

4 At-risk 

individuals 

identified using 

comprehensive 

data sources 

Focus on 

prevention and 

wellness; goals 

adjusted 

according to 

patient risk level 

Results shared 

with patients in 

usable form; 

monitoring built 

into clinical 

workflow  

Upside and 

downside 

shared savings; 

strong 

professional 

competition  

Patients 

empowered to 

self-care; care 

plan and 

managed 

transitions 

3 Registry of 

population 

integrated with 

electronic health 

record 

Goals 

comparable with 

those of other 

providers and 

aligned with 

Real-time and 

summary 

learning; results 

shared with 

Shared upside 

savings and risk 

for patientsõ 

whole health; 

Clinicians 

empowered to 

adjust 

interventions to 
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clinical global 

best practice 

payer and 

clinicians 

performance 

bonus to staff  

improve 

outcomes 

2 Defined 

population (for 

example, by 

morbidity, age, 

geography or 

payer) 

Incorporation of 

patient 

experience into 

targets 

Evidence-based 

leading clinical 

indicators linked 

to outcomes 

Bundled 

payments with 

quality controls 

for episodes of 

care 

Multidisciplinary 

team meetings; 

all team 

members used 

to maximum 

potential  

1 Patient-based 

(instead of 

disease-based) 

view of existing 

funding and 

providers 

Basic clinical 

outcomes 

decided at local 

level 

Administrative 

measures, 

limited 

transparency, 

summary 

evaluation only 

Pay-for-

performance 

bonuses on top 

of fee-for-

service or block 

payments 

Basic electronic 

data-sharing 

across providers 

0 No identified 

population  

No target 

outcomes 

No metrics or 

learning 

Payments for 

activities only 

Uncoordinated 

provision of 

elements of care 
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Findings 

Database search 

The electronic database search yielded 2254 articles. Duplicates (n=419) were removed and 1835 articles 

were reviewed by title. We excluded articles if key words were not present in the title (n=482). Abstracts 

were then reviewed and articles not containing the focus points of the Evidence Check (description of type 

of models and their implementation) in the abstract were removed (n=1057). The full texts of 296 articles 

were then reviewed and, of these, 234 were found to be out of scope ( the body of the article did not 

describe the type of models and their implementation). An additional 8 papers were included on 

recommendation from the expert advisory group. Seventy papers were included in the review (Appendix 2).  

Question 1 : What are the pu rposes and features of existing Accountable Care Organisations and 

Accountable Care Community models?  

A total of 146  models were described with varying degrees of detail  in the 70 included articles (Figure 2). 

The majority of identified models were fr om the US (n=121), largely attributable to programs arising from 

the 2010 Affordable Care Act. The remaining models (n=25) were from Singapore (n=1), Denmark (n=1), 

Sweden (n=1), New Zealand (n=1), Spain (n=1), Germany (n=2), Britain (n=7) and the Netherlands (n=11). 

Although all models focused on improving outcomes in quality, patient experience and costs, there were 

varying priority areas within models, namely, improving complex care management and preventive care 

services, avoiding unnecessary hospital admissions and emergency department attendance, improving care 

navigation with community services, and greater provider alignment across health networks. 

In terms of payers, 49 models involved commercial insurers, 60 included mixed payer contracts, 24 included 

a state/regional government and 1 3 had a national government payer. In terms of provider structure, there 

were broadly three types: those that were mixed health professional teams (n=65), mainly physician and/or 

primary careðled (n=41), and organisations that included social care providers (n=17). Information on the 

provider setting for a number of models could not be determined from the literature available (n=21).  

The majority of models targeted the general population (n=5 8), usually by participating in  an insurance plan 

from a payer contracting with the  ACO. The remaining target populations included mainly US Medicare-

eligible people (aged over 65 years or with a disability, n=22) and individuals classified as socioeconomically 

disadvantaged (n=27). Beneficiaries within this last group were primarily serviced by US Medicaid programs. 

Many models lacked sufficient detail to identify the target populations (n=39).  

  



 

 
 

16 ACCOUNTABLE CARE ORGANISATIONS| SAX INSTITUTE 

 

 

Figure 2: Number of models by structural characteristics  
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Question 2 : How effective have ACO models been to improve health outcomes and patient 

experience and to reduce costs of care?  

The strength of evidence found in the literature review was low as the majority of papers were case studies 

(n=33) or reviews (n=25). In addition, most were commissioned or conducted by the organisation 

implementing or governing the model so there might  be some degree of bias in the evidence presented. 

There were only a small number of quasi-experimental studies (n=9) that used matched control groups to 

assess outcomes of the models. Only a few models used a qualitative design (n=3). 

There were a limited number of models with outcome data and descriptions of enablers and barriers 

available (n=68). We accessed published independent evaluations to determine cost, patient experience and 

care quality outcomes. Of the 68 models with outcomes reported, only 17 had all three outcomes described 

(Figure 3). Thirty-one models had some description of implementation barriers and enablers included, but 

generally these descriptions were cursory (see Appendix 3 for source articles).  

 

 

Figure 3 ñ Models reporting outcomes  

 
Models in the US mainly reported outcomes based on a predetermined set of quality measures set out by 

the Centers for Medicare &  Medicaid Services (CMS). In total, 33 indicators across four domains were used 

for the first three reporting periods (2013 ð2015) and are shown in Appendix 4. The patient/caregiver 

experience data reported for ACOs participating in CMS programs are based on a survey of a random 

sample of beneficiaries conducted by a third party. Claims data are used for the remainder of the indicators. 

A total quality score is aggregated for these 33 measures (100 points being maximum). Some indicators are 

ôreporting onlyõ indicators, where the maximum score is allocated if minimum data are reported  regardless 

of the actual performance score for that indicator.  This is mainly applicable in the first performance year of 

entering the program  and in subsequent years the actual score is used to assess overall quality scores. 

The remaining US models used varying cost and quality metrics. Where these models were engaged in CMS 

programs they included the mandatory 33 measures described above plus additional locally specific 

measures. Non-US models did not have a set framework of cost and quality metr ics available or defined but 

generally adhered to measures that align with  the ôtriple aimõ of improving the health of populations , patient 

experience of care and per capita costs. There were no quantitative evaluations that assessed provider 

satisfaction. 

Cost 

Forty-seven models reported outcomes on cost (Figure 1). Outcomes included proportion of shared  savings, 

percentage decreases in total cost of care, expenditure reductions for high-risk patients and overall return 

on investment (n=3) (Table 1). There was some suggestion of a learning effect, with savings increasing with 

length of time participating in the ACO program. The size of savings appears to be highly variable between 
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ACOs. Performance data from the US Medicare Shared Savings Program for the first three performance 

years (2013ð2015) show the median savings has been modestly positive each year (0.16% to 0.45% savings); 

36% of ACOs were achieving savings >2% while 13% reported losses >2%. The savings distribution has been 

broadly similar each year with no evidence to date of any reduction in mean or median savings (Figure 3). It 

should be noted, however, that these reported savings do not take into consideration any up-front 

investments made by the ACO and so real savings initially may be much smaller and the return on this initial 

investment may take several years to accrue. 

 

Figure 4. Normalised distribution of e xpenditure outcomes for ACOs participating in the US Medicare 

Shared Savings Program*   

Constructed by authors from CMS data2 (*Outliers removed) 

The size of savings is mildly correlated with the size of the per capita benchmark target , suggesting ACOs 

whose baseline expenditure is relatively high going into the program may  have a higher likelihood of 

making greater savings (Figure 5). 
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Figure 5. Correlation between per capita target benchmark and % savings for ACOs participating in the 

US Medicare Shared Savings Program (n=392)  

Constructed by authors from CMS using 2015 performance year data (Outliers removed) 

 

Quality  

Fifty-three models reported outcomes on quality of  care (Figure 3). Outcomes included hospital admissions/ 

readmissions, unnecessary emergency department visits, outpatient clinic services, processes of care, patient 

adherence rates to treatment plans, disease management and lowering mortality rates (Table 2.) Only nine 

models reported on mortality outcomes , with six report ing reductions in mortality rates or improvements in 

life expectancy and three reporting no difference. Five of these models had a matched control group. 

Improvements in social care, mental health and housing services were reported in some studies that 

targeted socioeconomically disadvantaged populations . Although some studies described no significant 

difference in quality outcomes, these were sparsely reported and generally did not provide any specific 

quantitative estimates to substantiate this claim. 

Performance data from the US Medicare Shared Savings Program for 303 ACOs with quality scores showed 

high total overall scores (median score 93.6%). There appeared to be little association between quality and 

savings scores with an approximately equal distribution of ACOs across all combinations of cost and quality 

outcomes (Figure 6). 
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Figure 6: Relationship between quality scores and savings for 303 ACOs participatin g in the Medicare 

Shared Savings Program 

Constructed by authors from CMS data from 2015 performance year2 

 

Patient experience  

Thirty-two models reported outcomes on patient experience ( Figure 3). Outcomes primarily involved patient 

satisfaction levels, waiting times, better access to information and an increase in doctorðpatient 

communication (Table 2). The vast majority of patient experience outcomes were reported as beforeðafter 

measures in case studies (n=27). In general, stronger forms of evidence (such as reviews, evaluation and 

quasi-experimental studies) did not include out comes with detailed information on patient experience. 

There was limited evidence of worsening outcomes and most studies did not provide quantitative measures 

to support this. Three studies reported no significant improvements in patient  experience and these models 

were all Medicaid initiatives with a target population of socioeconomically disadvantaged populations. 
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Table 2. Reported outcomes (68 of 146  models with available data)  

Outcomes  Number 

of 

models 1  

Improvements reported 2  No significant  improvem ent/ 

worsening of outcomes 3  

Patient 

experience  

32 ¶ Improved patient satisfaction scores (n=9) (12%ð

39%)1, 3-11 

¶ Reduced waiting times (n=3); reduced time to see 

specialists (25 days), quicker access to surgery (14ð

34 days), CAT scans (12 days) and MRI scans (15 

days)1, 5, 8, 11-13 

¶ Better informed/improved perception of health 

status (n=9)8, 11, 14-16 

¶ Improved communication with health professionals 

(n=11)7, 8, 11, 14, 15, 17, 18 

¶ No impro vements in 

timeliness of care13, 19 

¶ Minimal effects on overall 

service experience8 

Cost 

savings  

47 ¶ Cost reductions for high-risk patients (n=6) (3%ð

38%)6, 8, 16, 20-24 

¶ Savings achieved (n=13) (1%ð8.4%)1, 5, 12, 17, 21, 25-28 

¶ Decrease in total cost of care (n=9) (3%ð28%)5, 8, 24, 

29-34 

¶ Return on investment (n=3)8, 9, 35, 36 

¶ No dif ferences in total 

Medicaid costs32, 37 

¶ No di fference in inpatient 

costs8, 17, 37 

¶ No difference in 

emergency department 

(ED) costs30, 37, 38 

¶ No dif ference in long-term 

costs8, 17 

Quality of 

care 

53 ¶ Reduction in hospital admission/ readmissions 

(n=5) (1.1%ð54%)3, 5, 9, 11, 14, 15, 17, 22, 34, 35, 39 

¶ Reduction in ED utilisation (n=4) (4%ð9.1%)7, 12, 23, 25, 

34 

¶ Improved disease management (n=3) (3.7%ð13%)8, 9, 

11, 23, 26, 31, 34, 40-42 

¶ Improved processes of care (n=2) (15%ð98%)8, 23, 31, 

34, 35, 38, 43 

¶ Reduction in unnecessary services (n=3) (15%ð

98%)3, 9, 15, 17, 44 

¶ Increased outpatient clinic visits (n=3 ) (3.3%ð45% 

per month) 8, 9, 11, 26 

¶ Increased patient adherence rates [medication, 

treatment plans] (n=2 ) (30%ð89%)8, 18, 21, 32, 43 

¶ Lower mortality in intervention vs . control (n=6)  

(3%ð3.9% mortality reduction ; 1.25ð1.4 years 

increase in life expectancy)8, 12, 23, 41, 45 

¶ No di fference in mortality 

rates8, 10 

¶ Increased hospital 

admissions23, 44 

¶ Increased ED visits44 

¶ Increased use/cost of 

screening services17, 37 

Notes : 

1. Total number of models reporting at least one outcome measure in each of the domains 

2. n= the number of models reporting quantitative outcome  improvements. Effect sizes are the range of 

estimates across all models that reported an outcome. References include both models with 

quantitative and qualitative outcomes (improvement reported but size of effect not reported).  

3. The models that reported  no improvement only provided qualitative statements to support this claim  

(see reference list for more details of the specific models). 
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Question 3 : What barriers and enablers to successful implementation of ACO models have been 

identified?  

Nine models were identified that met the inclusion criteria f or a more detailed analysis of their 

implementation  ñ six models were individual ACOs and three comprised multiple ACOs (Brookingsð

Dartmouth ACO collaborative, Colorado Regional Care Collaborative Organisations and Oregon 

Coordinated Care Organisations). An additional US model that is early in its inception (Accountable Care 

Communities) was also included, although no outcome data are available. Table 3 shows the models 

included: 

Table 3: Models included for case study analysis  

 

 Model  Country  Payer Population  

1 Partners HealthCare US Centers for Medicare & Medicaid 

(CMS) (Pioneer program) 

Medicare members 

(aged over 65 years 

and those eligible due 

to a disability) 

2 Alternative Quality 

Contract 

US Commercial insurer ñ Blue Cross 

Blue Shield of Massachusetts 

(BCBSMA) 

BCBSMA Health 

Maintenance 

Organisation 

members 

3 Coastal Medical ACO US CMS (Medicare Shared Savings 

Program) 

Medicare patients  

4 Brookingsð

Dartmouth ACO 

Collaborative 

US Multi -payer commercial insurers 

and CMS 

Combination of 

Medicare and 

insurance plan 

members 

5 Regional Care 

Collaborative 

Organisations 

US Colorado state government 

Medicaid initiative  

Medicaid members 

(those meeting a 

poverty level 

threshold variably 

defined by each US 

state) 

6 Co-ordinated Care 

Organisations 

US Oregon state government Medicaid 

initiative  

Medicaid members 

7 Accountable Care 

Communities 

US CMS Medicare and 

Medicaid members 

8 Gesundes Kinzigtal Germany Two regional, commercial insurers All those insured with 

one of two statutory 

health insurers in a 

defined region  

combined with opt -in 

consent for specific 

care programs  

9 Ribera Salud Spain Valencia regional government All residents within a 

defined region  

10 Better Together 

(Nottinghamshire)  

Britain National Health Service All residents within a 

defined region  

 

A detailed appraisal of each model using the ACO framework is included in Appendix 5. The case studies 

highlight  the importance of  locally specific factors in the successful implementation of ACO models. Several 
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implementation factors are common across these cases and these are summarised below based on overall 

governance and the ACO framework domains. 

 

Governance : In all the case studies effective leadership at multiple levels throughout the organisation was a 

critical enabler. Executive leadership was clearly important , but engaging providers and provider groups in 

the governance of the ACO and setting its strategic priorities was also important. In some ACOs, like 

Gesundes Kinzigtal, providers held majority equity in the ACO and therefore drove decisions about strategy, 

funding and distribution of incentives. Another key factor emphasised by some ACO models and networks 

(BrookingsðDartmouth and Gesundes Kinzigtal) was the need for long-term contracts to allow providers 

sufficient time to acquire new capacity to engage with care delivery changes. The US models tended to have 

no citizen representation in the governance structures; however, the German (Gesundes Kinzigtal) and 

British models (Better Together) emphasised citizen engagement as being central to the leadership and 

activities of the ACO.  

 

Population : There was a wide range of population sizes and make-up in the case studies. In most ACOs size 

was determined by the payer arrangements (either an attribute d population based on previous claims data 

(Partners, Coastal Medical, Monarch Healthcare), part of an existing coverage arrangement (e.g. existing 

members covered under a Blue Cross Blue Shield plan), or regionally determined , such as with the European 

models. Population size varied greatly, from about 10,000 people to as large as 250,000 with Ribera Salud. 

Gesundes Kinzigtal had a philosophy that numbers should not exceed about 100,000 people; otherwise 

physician networks became too dispersed and there was less opportunity for collaborative networks to 

form. 

 

Performance: The case studies tended to use blended performance measures comprising a combination of  

mandatory repor ting to the  payer and locally derived sets for quality improvement ( QI) programs. The 

complexity and breadth of indicators that could be collected was dependent on sufficiently robust 

information management systems. Some programs also highlighted the impor tance of provider acceptance 

of these indicators and the need for robust underlying data to support their acceptance (Colorado). In one 

case study there were some concerns about unintended consequences from incentivising certain indicators 

and under-cutting others. Non-incentivised indicators including chlamydia screening, cervical cancer 

screening and well-child visit rates all declined over the first 15 months of the program. Aside from this 

isolated example, there was little evidence of this issue in other case studies. Several ACOs had also 

undertaken independent evaluations (Blue Cross Blue Shield, Oregon, Colorado, Gesundes Kinzigtal) and 

these tended to use more robust methodological designs to assess outcomes.  

 

Metrics and learning : All ACO case studies invested in information systems, development of appropriate 

metrics and engaging providers in regular use of data to analyse and act on areas of performance variation. 

Key elements undertaken by most of the case study organisations included the following:  

 

¶ Strategies to promote optimal use of  electronic health records (EHRs)  

¶ Data-sharing arrangements between providers and practice 

¶ Use of data analytics such as provider dashboards that allow for drilling down to patient-level 

information and fo r peer-ranked performance feedback 

¶ Use of risk stratification tools to identify chronic and complex care patients . 

 

Payment and Incentives : Although a return to providers of any savings incurred was fundamental to ACO 

arrangements, the manner in which these incentives were distributed was highly variable. Most ACOs 

retained some portion  of any savings to support operational functions, but the majority was generally 

distributed either to practices or individual providers. However, incentives at the provider level remained 

relatively small compared with income generated from fee-for-service activities. For example, in the Ribera 

Salud model only about 10% of provider income was related to performance incentives. There was 

considerable missing detail, however, on what additional  incentives were available for providers. Some ACOs 

paid providers for participation in quality improvement ôcirclesõ (e.g. Gesundes Kinzigtal) and others received 

additional bonus payments for other activities.  Consequently, provider-level incentives may not need to be 
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large to engage providers and the maintenance of fee-for-service arrangements may be attractive to 

providers as it does not disrupt the status quo. 

 

Coordinated c are: Perhaps the strongest potential for ACOs to transform prevailing models of care was in 

the promotion of coordinated care . Case study organisations were making varied efforts to promote 

integration of care across the continuum from primary prevention to inpatient care . Investment in 

collaborative networks included both clinical and operational staff . Measures included investing in telehealth 

services and facilitating after -hours access to the general practice electronic health record (Better Together), 

employment of a new care coordinator workforce with differing skill levels (Blue Cross Blue Shield, Ribera 

Salud), programs to integrate behavioural health with primary care (Partners), and strategies to eliminate 

duplication of services and overuse of unnecessary services (Blue Cross Blue Shield). Although outcome data 

are yet to emerge, two ACO case studies are actively engaging social care services (ACC programs, Better 

Together) in addressing fragmented health and social service delivery, and the successes and challenges of 

such models will be awaited with interest. 

 

Another important implementation enabler was the role of initial infrastructure investments to transform the 

ACO from prevailing models of care. Some ACOs such as the Oregon model received exceptional and large 

federal government funding injections to initiate the program  (US$1.9 billion over five years). Although the 

state government was held accountable for this stimulus package and could incur penalties, this start-up 

funding allowed for important investments in technical and workforce capacity. In commercial payer ACOs 

similar up-front  investments were made by the insurer (e.g. Blue Cross Blue Shield), while in other models  

external grant funding was sought by the ACO or internal revenue was allocated for infrastructure upgrades 

(Gesundes Kinzigtal, Partners, Coastal Medical). In Germany, as part of the German Health Care Act, 

insurance companies are required to invest 1% of their budget into integrated care cont racts and this was 

leveraged as start-up investment funds in the Gesundes Kinzigtal model. Another strategy to support a 

critical mass of infrastructure support was through the formation of learning collaboratives in which multiple 

ACOs worked together and used their collective experience to achieve shared objectives (e.g. the 

BrookingsðDartmouth ACO collaborative). 
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Discussion  

Although ACOs are evolving rapidly, the evidence base for understanding their role in the healthcare system 

remains at an early stage. The literature is dominated by case studies and commentaries and most of the 

evaluations are internally conducted beforeðafter evaluations. Consequently, the knowledge base with which 

to guide interpretation has major caveats. Despite these caveats, some patterns from the models identified 

in this Evidence Check are emerging that are instructive for the future direction of ACOs. We discuss these in 

terms of structure, capability and outcomes. 

Structure  

ACO structures are highly variable with a broad range of payers (national and regional governments, 

commercial insurers and mixed payer models) and providers (integrated systems with hospitals included, 

primary care physician led models, and a few emerging models that include social service providers). 

Although complexity increases with the breadth and number of providers and payers, there are substantial 

benefits from having a critical mass of representatives across the healthcare spectrum engaged in ACO 

contracts. A key success factor seems to be the experience of providers in engaging with alternative 

payment models. Those ACOs where providers have participated in medical home initiatives, bundled 

payment schemes and other population -based payment programs may have acquired ôcorporate 

knowledgeõ that supports their engagement in ACO contracts.46 For those providers that are relatively new 

to such contracts there may be considerable inertia that needs to be overcome; however, there is some 

evidence from the US Medicare programs that there is a learning curve, and that duration of participation in 

the program is associated with improved outcomes .47 

In the more robust evaluations, much of the earlier savings have come from improving referral network 

efficiency (e.g. increasing referral to lower cost specialists).27 In health systems with wide variation in 

specialist price and out-of-pocket costs this represents a highly effective ôlow-hanging fruitõ from which to 

realise savings. However, this may not be easy to achieve in health systems where there is less variation in 

specialist prices and where prices have already been driven low, particularly under a single-payer model 

such as the British National Health Service. Another challenge with improving hospital efficiency is that there 

remain perverse incentives not to make efforts to reduce hospitalisation where fee-for-service rates far 

outweigh any potential savings that may accrue from a shared savings arrangement. Consequently, this can 

threaten the premise of providers working together to integrate higher quality care at lower cost.  

Population selection is also highly varied, with some models regionally defined, others having opt -in 

enrolment and the majority of the US Medicare programs using retrospective attribution of beneficiaries 

based on historical claims data. Each of these population  attribution models come s with strengths and 

limitations. Regionally defined models have the benefits of being all-inclusive and avoiding the potential for 

favourable risk selection either by choosing healthier patients or higher-performing providers  to be in the 

ACO. Opt-in models have the potential for stronger patient engagement in the ACO and give members 

more ability to promote patient -centred models of care including  patient-reported experience and outcome 

measures. The clear weakness with opt-in models is also related to risk selection and the potential to miss 

the hardest to reach populations that may be the very group where opportunities to drive both quality and 

efficiency are greatest. Retrospective attribution models based on claims have the benefit of being easier to 

manage administratively. However, they have substantial limitations if populations are dynamic and there is 

a high rate of flux both into and out of the ACO provider group. This gives the ACO diminished ability to 

influence population health processes and outcomes. It also dramatically reduces patient engagement 

opportunities. Populatio n size also varies in the models we studied. With some notable exceptions (e.g. 

Ribera Salud), the population s ranged from about 10,000 to 100,000 people.  

Some ACOs have stressed that even more important than restricting the population numbers is the need to 

ensure physician numbers do not become too great. A potential success factor in some models is that 

physicians know each other, which fosters a personalised network in which providers are more motivated to  

work together on quality improvement  activities. This raises the possibility that when provider numbers are 

too large, the system becomes more dependent on strong financial incentives to drive behaviour change. 

Conversely, with smaller more intimate ly connected provider groups, non-financial incentives may have a 

stronger effect and financial incentives do not need to be as strong. This is not to say that larger 
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organisations cannot foster smaller, more personalised networks within the broader structure. Such a 

structure may allow economies of scale to be achieved for critical infrastructure support such as information 

technology, but maintain a grassroots approach that nurtures local provider and consumer engagement. 

Capability  

There were many examples from the literature where ACOs were either deploying innovative practices or 

evidence-based practices at a scale to achieve efficiency and quality gains. This was particularly the case in 

three areas: information management, incentive design and care coordination. The majority of ACO models 

described large investments in information technology upgrades. This included hardware upgrades, 

investments in the interoperability of electronic health records (EHRs), strategies to encourage providers to 

more actively use EHR, data analytics platforms, and the capacity to give regular feedback to providers to 

allow performance tracking, benchmarking against other providers and participation in collaborative 

learning. Although a single EHR may represent the gold standard enabler for sharing information, this is not 

realistic in many systems with greater physician autonomy, and therefore interoperable systems with shared 

records, secure messaging between providers, and portals to allow patients to view some or all aspects of 

their EHR are potential strategies for improving exchange of information.  

Provider incentive design is complex and no clear patterns emerged from the literature on common design 

features. In general, although at the ACO level there are substantial changes and incentives to generate and 

share savings with payers, at the provider level more traditional models of either salary, fee-for-service or 

fee-for-service with partial capitation for selected populations or health conditions are the norm. With the 

exception of British National Health Service models (e.g. Better Together), most models do not deploy  

global capitation payments at both the ACO and provider levels. The case studies highlight that incentives 

to providers for performance improvement conseque ntly play a relatively minor role in their payment 

compared with status quo reimbursement models (Appendix 5). Some ACOs also provide financial 

incentives to providers to participate in quality improvement activities in addition to any savings that might 

be shared for expenditure reductions. 

Investments in primary care medical home structures were prominent in successful ACOs. In particular, many 

ACOs are making workforce investments to support care coordination and the transition of care from 

hospital to community. This workforce, however, is complex and varies greatly in skill level and scope of 

practice. Some ACOs are deploying highly trained nurse practitioners in care coordinator roles while others 

are engaging lesser trained physician assistants or even lay peer-support workers. 

Successful implementation of these capabilities requires substantial initial infrastructure investment. Some 

models received major government funding to s timulate initial activity while  others received support from 

commercial insurers or self-funded their infrastructure upgrades. These investments are considerable, may 

far exceed any savings accrued, and consequently may take some years to achieve an acceptable return on 

investment. Some have commented that such large infrastructure investments preferentially favour large 

ACOs that can achieve the critical mass needed to justify such outlays, leading to the suggestion that only 

ôsuper-ACOsõ are able to survive in such an environment.48 

Outcomes  

Based on the available evidence, few definitive conclusions can be made about outcomes for ACO models. 

The more rigorous, quasi-experimental studies tended to show modest savings and improvements in quality 

and patient experience scores. Overall in the US Medicare programs, mean savings have remained small at 

less than 1% but there is a wide variability and some ACOs are achieving savings in excess of 10%. There are 

also a substantial number of ACOs that remain unable to curb expenditure and are incurring expenditure 

overruns. Programs that require ACOs to transition to two -sided risk-sharing arrangements may therefore 

not be sustainable. The degree to which an ACO can save may be driven by a range of factors. Of critical 

importance are the methods used to derive expenditure benchmarks. For ACOs with relatively high per 

capita expenditure benchmarks, there may be opportunities to make early savings by ôtrimming excess fatõ. 

For other ACOs whose entry benchmarks are low, the opportunities to save may be more difficult. Newer 

ACO models are using regional, risk-adjusted benchmarks rather than historical benchmarks; this will enable 

high-performing ACOs to maintain their high performance rather than to perpetually generate savings. 

Quality outcomes were subject to large reporting biases and it is again difficult to be definitive about 

improvements to date.  However, most ACO models reported improvements in a variety of clinical and 

process outcomes and patient experience measures. Although there will always be concerns that quality 

indicators, when narrowly constructed, may encourage improvement in some areas at the expense of non-
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incentivised areas, few studies reported this being a concern to date. Perhaps more important are the 

processes by which quality indicators are generated and the need for provider and consumer engagement 

so they can agree jointly on which metrics are most suitable for their circumstances. Programs with 

mandatory indicator datasets for reporting to funders  (e.g. Appendix 5), combined with locally developed 

indicators, may be the most effective means of striking a balance between top-down and bottom -up 

mechanisms for measuring quality. The ability to have flexibly implemented quality indicator programs relies 

on advanced information management systems and strong provider engagement. This again underscores 

the importance of investment in infrastructure upgrades and change-management processes to support the 

meaningful use of EHR systems. 

Although patient experience measures are critical for ACO reporting, the baseline scores on these measures 

were extremely high in the literature and therefore may have reduced utility in gauging performance 

improvements. Few ACO models were routinely recording patient -reported outcome measures and this is 

likely to be an important area for future indicator development.  
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Applicability  

There is no single ACO model for success. This Evidence Check highlights that  attention  to the local context 

is essential to the implementation of these models. ACOs bring together several elements of integrated 

care, underpinned by a financial incentive model that  serves to move health systems away from volume to 

value-driven services. To this extent these models are likely to be just one of many system nudges to 

achieve a higher performing health system.  

McClellan suggests there are four ôno-regretõ principles that policy makers should adhere to when 

transitioning to accountable care for populations : (1) take a broader perspective than illness; (2) start to pay 

for outcomes; (3) create a favourable environment for organis ations to collaborate ; and (4) encourage 

interoperable data systems.49 At both federal and state levels there are several policy shifts that signal 

alignment with these principles. In particular, the NSW Health Integrated Care Strategy demonstrators and 

innovators projects have made substantial inroads into supporting  this shift. More recently, the Australian 

Health Care Homes (HCH) trial is investing in primary care reform and at a local level several Primary Health 

Networks (PHNs) are innovating in this area. The ACI Navigating the Healthcare Neighbourhood program is 

seeking to capitalise on these primary care reforms to increase collaboration between organisations. These 

initiatives have many similarities with ACO models. Table 3 highlights some of the similarities and 

differences between the NSW Integrated Care Strategy, HCHs and ACOs. 

 

Table 3: Comparison of NSW Integrated Care Strategy , Health  Care Homes and ACOs 

Domain  NSW Integrated Care 

Strategy *  

National Health Care 

Homes (HCH) trial  

ACOs 

Population  Partially disease-focused 

ñ many local initiatives 

focus on specific 

populations  

Mainly focused on people 

with chronic and complex 

care 

Generally not disease-

focused  

 
Large size (>300,000) but 

specific initiatives target 

smaller subgroups 

Small practice-level 

populations  (<5000 

people) 

Small to medium size 

(10,000 to 100,000) 

 Patient population tends to 

be drawn from LHD/PHN 

region but not exclusively 

region-based 

Patient population 

determined by practice 

Mixed patient populations 

ranging from regional all -

in models through to 

attributed beneficiaries 

based on claims data 

 Some specific initiatives to 

target under -served 

populations  

No specific initiatives to 

target under -served 

populations  although 

Aboriginal Community 

Controlled Services are 

actively participating  

Some ACOs exclusively 

target under -served 

populations  

 

 Patient engagement varies 

depending on local 

programs 

Voluntary patient 

enrolment  

Usually no patient 

enrolment  

 Providers mainly opt in  to 

specific initiatives 

Providers opt in  Providers opt in with 

successful models 

achieving high 

engagement (>80%) 
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Performance 

outcomes  

Quality and experience 

reported mainly at LHD/ 

PHN level by some 

LHDs/PHNs 

Quality reported at PHN 

level (for reporting 

purposes to the funder) 

and may be reported at 

practice level for quality 

improvement purposes 

Quality, experience, costs 

generally reported 

internally at provider, 

practice and ACO levels  

No public reporting  Program performance data 

likely to be publicly 

reported  

Public reporting at ACO 

level common 

Some limited cost-

effectiveness evaluations 

conducted. Ministry of 

Health program evaluation 

will report on cost -

effectiveness 

Cost-effectiveness 

evaluation of program will 

be conducted 

Cost analyses integral to 

ACO model. Independent  

economic evaluations less 

common 

 

Patient-reported outcome 

measures not included in 

majority of initiatives  

Patient-reported outcomes 

are being included  

Only a minority of ACOs 

are currently including 

patient-reported outcomes  

Metrics and 

learning  

Data aggregated and 

reported at LHD/PHN level 

in one region but not in 

most other areas 

PHNs using dashboards for 

aggregated data analysis, 

provider feedback and 

promotion of quality 

improvement activities. 

Providers have access to 

EHR auditing tools 

ACOs use dashboards, 

real-time provider 

feedback and quality 

improvement action cycles. 

Providers have access to 

EHR auditing tools 

Local initiatives using data 

feedback and quality 

improvement action cycles 

Strong investment in 

enhancing hospital-sector 

information systems and 

interoperability with 

ambulatory care 

Providers encouraged to 

participate in quality 

improvement activities  

 

Learning collaboratives not 

explicitly part of HCH but 

collaborative programs are 

concurrently being 

conducted by many PHNs 

Learning collaboratives 

underpin most successful 

models 

Investment in shared 

electronic health records, 

interoperability with 

national My Health Record 

and primary care and 

hospital data linkage 

My Health Record 

promoted  

Patient portals and access 

to EHR available in some 

ACOs 

Payment and 

incentives  

Large initial investment to 

three demonstrator sites 

plus investments of varying 

amounts for innovation 

site and previous 

investment via the NSW 

Chronic Disease 

Management Program 

PHNs provide 

infrastructure support to 

assist provider 

engagement 

Both external and internal 

ACO stimulus funding 

common to support initial 

formation and investment 

in core infrastructure 

capabilities 

 

Co-commissioning of 

services with PHNs in 

certain initiatives (not 

common) 

Co-commissioning of 

services with LHDs in 

certain initiatives (not 

common) 

Commissioning of services 

common 
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Both participation 

incentives and outcome-

based incentives being 

implemented in some sites  

Bundled, complexity 

payment for selected 

Medicare services is 

intended to be budget -

neutral 

 

No specific provider 

incentives based on 

outcomes 

Primary care services 

remain predominantly fee-

for-service for those not 

participating in the HCH 

trial 

Shared savings 

arrangement with payer 

and potential financial 

penalties for cost overruns 

 

Distribution o f shared 

savings at discretion of 

ACO but generally bulk 

goes back to providers 

 

ACO provides additional 

incentives to providers to 

participate in quality 

improvement activities  

 

Providers continue to 

operate in predominantly 

fee-for-service 

environment with a few 

ACOs moving to global 

population based 

payments 

Coordinated 

care 

Large investment in care-

coordination initiatives  

Some models engaging 

community and social 

service providers, e.g. 

through health alliances 

Mainly relies on use of 

general practice staff to 

provide care coordination  

 

Some LHD/PHN 

investment through 

commissioning of care 

coordination services but 

not specific to HCH trial 

 

Some models seeking to 

engage community and 

social service providers 

Large investment in care-

coordination initiatives  

 

Emerging models seeking 

to include community and 

social service providers 

under ACO arrangements 

* This summary of the Integrated Care Strategy emphasises activities conducted to date. It is also important 

to note that each LHD/PHN region adopts a locally specific model and therefore variation in implementation 

is expected.  

Table 3 highlights a substantial overlap between the three strategies; a core element to all, however, is the 

strengthening of the primary healthcare system and improving the interface between hospital, specialty and 

primary health care. When considered in the context of Bodenheimerõs 10 building blocks for high -

performing primary care 50, the NSW health system is clearly making strong investments in most of these 

areas (Figure 7).  



 

 
 

ACCOUNTABLE CARE ORGANISATIONS | SAX INSTITUTE 31 

  

Figure 7 ñ Ten building blocks of high -performing primary care 50 

 

Bodenheimer describes payment reform as central to achievement of the 10th building block (ôTemplate of 

the futureõ) and perhaps it is this area where less investment has been made to date in Australia. A 

fundamental question , therefore, for both state and federal policy makers is to what extent the financial 

levers underpinning  ACO-like models might accelerate progress to achieving a higher performing system.  

Considerations for ACO adoption in NSW  

Drawing on the insights from this Evidence Check, we outline several considerations for how such levers 

might be incorporated into existing system reform initiatives . 

1. ACOs are meso-tier entit ies with accountability to both payers (federal, state and private sector) and the 

communities they serve. Given the existing regional boundary alignment between LHDs and PHNs and 

emerging interest in co-commissioning of services, it is essential that these two sectors play a lead role 

in determining how to adopt ACO models into their existing practice . An explicit commitment to 

improving health system performance for Aboriginal and Torres Strait Islander communities would also 

be desirable and the state affiliate bodies of the Aboriginal Community Controlled Health Services 

could also play a central role in establishing an ACO model. Integration of social service providers and 

other private-sector organisations could also be considered at a later stage of maturity.  

2. To support ACO model adoption in the Australian context , it is likely multi -payer agreements would be 

needed in which state, federal and private payers aligned their provider reimbursement strategies to 

allow ACOs to take responsibility for total costs of care for a defined population. To encourage 

adoption of ACO models, a waiver of  risk sharing agreements would also likely be needed in the early 

stages of formation . Efforts could then be directed to conducting essential work to develop appropriate 

cost and quality indicators and their reporting. Over time, successful models could potentially transition 

to a one-sided risk model in which any savings incurred would be shared between payers and the ACO 

and no penalties would be incurred for cost -overruns. Careful preparatory work would be needed to 

determine acceptable expenditure benchmarks and risk-adjustment methods . 

3. The evidence synthesis suggests ACOs are best considered as social enterprises, taking a start-up 

mentality to  their for mulation. Such a mindset stimulates ôground-upõ innovation , with payers playing a 

core role in providing  protection from financial risk  until the ACO achieves sustainability. Leadership 

and organisational design are critical in driving successful enterprises. Leadership structures need to 
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promote shared values through all layers of the organisation with particular attention to local physician 

and citizen engagement. Organisational design that stimulates new possibilities while optimal ly 

executing existing strategies is key to determining the level of entrepreneurship adopted by an 

organisation.1 To nurture innovation, ACOs should also have wide discretion on how they engage 

service providers to improve healthcare outcomes. This would include flexibility in what services are 

commissioned, the provision of support staff for care coordination, reporting mechanisms, 

development of  quality improvement strategies and provision of financial incentives to providers. 

Providers in turn need flexibility in how they participate in the model and , although  additional support 

may be provided to move toward s population -based payment models, there may not be a need to 

make a substantive shift from fee-for-service reimbursement. 

4. In terms of size, structure and outcomes, we propose a ôrule of onesõ ñ 100,000 population , 100 

providers, 10-year contracts, 10% of provider income from incentives with the goal of achieving an 

intermediate-term 10% improvement in quality measures (over 3ð5 years), and 10% savings on risk-

adjusted, 10-year projected expenditure. Clearly, there needs to be flexibility in these estimates; 

however, the implication of this proposed size is that there would be more than one ACO model 

operating in each LHD/PHN region. The population serviced could be sub-segmented into those with 

high healthcare needs and those of lower need. Locally validated risk stratification tools could play an 

important role in determining priority population groups.   

5. Careful consideration also needs to be given to how people are assigned to an ACO. Consent processes 

with opt -in or opt -out models are appealing to ensure community participation ; however, there is a 

danger of risk selection, with people who could  most benefit from such a model excluded from 

accessing those benefits. Consent models also require considerable administration support. A regional 

ôall-inõ model can mitigate these issues, although  it has the risk of excluding community participation  

and has to address changes in the population  in a defined area. Some mandatory requirements such as 

citizen boards could help address these issues. 

6. To establish optimal models, considerable technical preparatory work is needed in three principal areas: 

(1) Costing ñ conduct economic modelling to determine expenditure benchmarks, cost calculation 

scenarios and reporting mechanisms; (2) population attribution ñ conduct analyses to clarify the issues 

highlighted above; (3) quality indicators ñ conduct analyses and consultation processes to develop a 

minimum dataset of measurable indicators that included a mix of health, process and experience 

measures, with careful attention to potential unintended consequences from encouraging certain 

indicators at the expense of other aspects of care. 

7. A collaborative learning network also appears to be an essential enabler, provid ing a range of support 

functions and serving as a platform for sharing knowledge. This network would play an integration 

support role. Drawing on Valentijnõs conceptual framework on the integrative functions of primary care , 

this would include support with: (1) system integration (alignment of rules and policies within a system); 

(2) organisational integration  (enabling the coordination of  services across different organisations); (3) 

professional integration  (enabling professionals to coordinate services across various disciplines); (4) 

clinical integration  (care service coordination); (5) functional integration (provision of back-office and 

support functions ); and (6) normative integration (promotion of  shared mission and work values).51 

Four domains that are essential in supporting these integration functions are investment in data 

analytics, support for the uptake of digital health initiatives, quality and safety programs that build a 

critical mass of stakeholders with core skills in this area, and business analytics to support sustainable 

business models. The NSW Clinical Excellence Commission is making considerable investments to build 

a culture of quality and safety within the NSW health system and many existing activities could be 

leveraged to support ACO models. There are many additional existing NSW Health initiatives that are 

active in these domains and consequently the collaborative learning network would not necessarily 

require a high degree of new investment to support its function.  Engagement with international 

networks in accountable care models would also be desirable to provide a forum for sharing learnings 

and gaining a better understanding of best practice implementation models.  

8. Finally, it is essential to implement robust, independent  monitoring and evaluation processes. The 

relatively immature evidence base for accountable care and the paucity of rigorous evaluations are 

major barriers to advancing knowledge in this area. Such evaluations are inherently complex and would 

require close attention to the development of appropriate logic models, measurement of in puts, 

                                                        

1 For a discussion of this see Simons R, 2013 òThe Entrepreneurial Gap: How Managers Adjust Span of 

Accountability and Span of Control to Implement Business Strategy Harvard Business Review: Working Paper 13ð

100 

http://www.hbs.edu/faculty/Publication%20Files/13-100_2d6016b2-6861-478c-a488-98ca7d71ba53.pdf
http://www.hbs.edu/faculty/Publication%20Files/13-100_2d6016b2-6861-478c-a488-98ca7d71ba53.pdf
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activities and outputs, and most likely a mixed methods approach combining quantitative and 

qualitative methods to assess short, intermediate and long -term impact. 
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Conclusion 

Accountable care models are emerging internationally as strategies for fostering  a high-performing health 

system. They should be seen as a continuum of approaches that build on many initiatives to promote 

integrated care across the health system. This Evidence Check highlights a large amount of activity in the 

development of accountable care models, particularly in the US, Britain and Europe. However, evaluations of 

these models are early in their evolution and the current literature is dominated by low -quality studies. Data 

from national programs and mor e robust independent evaluations reveal a mixed picture. While there are 

many examples of ACOs achieving positive performance outcomes across a variety of domains, there are 

also many that are not making improvements. Analysis of the in-depth case studies included in this report  

highlight s the importance of several implementation factors that appear central to driving success. In terms 

of applicability to the NSW h ealth system, many of these implementation factors align closely with existing 

initiatives, particularly the NSW Health Integrated Care Strategy and medical home models. Despite the 

immature evidence base, we conclude that incorporating accountable care elements into existing and 

emerging NSW models is worth pursuing . Several conceptual factors are discussed in this report to 

stimulate discussion on how ACO models could be implemented in NSW. 
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Appendices 

Appendix 1 ñ Database search terms  

 

Search Strategy: 

1 Accountable Care Organizations/ Organisations or accountable care.mp. (1586) 

-accountable, accountable care, accountable care organisations, accountable care organizations, care, 

accountable health communities. 

2     Risk Sharing, Financial/ or risk sharing.mp. (1132) 

 -risk, risk sharing, sharing, capitation fee, cost sharing. 

3     òDelivery of Health Care, Integratedó/ (10621) 

 -delivery of health care, integrated, care delivery, health care reform. 

4     òQuality of Health Careó/ (66552) 

-quality of health care, quality of care, guideline adherence, quality assurance, quality indicators, quality 

improvement, benchmarking, standards of care, value, value-based. 

5     òOutcome and Process Assessment (Health Care)ó/ (25160) 

 -outcome assessment (Healthcare), process assessment (Healthcare). 

6     cost sharing.mp. (2989) 

7     models of care.mp. (1971) 

8     delivery of care.mp. (2529) 

9     capitation fee.mp. (4210) 

10     1 or 2 or 6 (5616) 

11     7 or 8 (4483) 

12     1 and 11 (37) 

13     3 and 9 (187) 

14     4 or 5 (90253) 

15     10 and 14 (423) 

16     1 or 12 or 13 or 15 (1958) 
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Appendix 2 ñ Flow chart of articles retrieved  
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(n=2254) 

Titles reviewed 

(n=1835) 
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expert group  

(n=8) 

Search results 

(n=70, 146 models) 

Duplicates 

(n=419) 

Keywords not present in abstract/ 

title  

(n=482) 

Focus points not present in abstract 

(n=1057) 

Out of scope 

(n=234) 
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Appendix 3  ñ Included  studies for review questions 1 and 2  

Model  Author  

Year 

Title  Country  Purpose Description of model  Funder/ 

commissioner  

Healthcare 

setting  

Population  Health 

professio

nals who 

provide 

the 

service 

Scope  Study 

design  

Outcome 

ñ health 

outcomes  

Outcome ñ 

patient 

experience  

Outcome ñ 

costs 

Implem

entatio

n 

barriers  

/enable

rs 

describ

ed?  

Yes/ No  

Accountabl

e Health 

Community 

Model ñ 

see 

spreadshee

t for 

models A, 

B52 

DE Alley, 

CN 

Asomugha

, PH 

Conway 

and DM 

Sanghavi 

2016 

Accountable 

Health 

Communities 

ñAddressing 

Social Needs 

through 

Medicare and 

Medicaid 

US Assess whether 

systematically 

identifying and 

addressing health-

related social needs 

can reduce 

healthcare costs & 

utilisation  among 

community -dwelling 

Medicare & 

Medicaid 

beneficiaries 

3 ôtracksõ implemented 

over 5 years ñ 1. 

Awareness: screening and 

referral only; 2. 

Assistance: screening, 

referral, plus community 

service navigation; 3. 

Alignment: screening, 

referral, community 

service navigation, plus 

partner alignment  

CMS Innovation 

Center & 

Centers for 

Medicare and 

Medicaid 

Services (CMS) 

Primary and 

outpatient  

Wider 

community  

Physicians 

and health 

profession

als 

Health 

and 

social 

care 

Review Not 

described 

Not 

described 

Not described Y 

Super ACO 

models ñ 

see 

spreadshee

t for 

models Að

D48 

DG 

Anderson 

and DE 

Morris 

2015 

Characteristics 

of successful 

ôsuper ACOsõ 

US Not described  Aim to maintain local 

character of independent 

hospitals while meeting 

cost and quality 

requirements 

N/A  Hospital Wider 

community  

Physicians 

and health 

profession

als 

Health 

and 

integrat

ed care 

Review Not 

described 

Not 

described 

Not described N 

Pioneer 

ACO 

model53  

RD 

Anderson, 

E 

Aderholdt,

N 

Chenven, 

M Duncan, 

N 

Haywood, 

M James, 

et al 

2012 

Ascension 

Health partners 

with Centers for 

Medicare and 

Medicaid 

Services to 

provide 

patient-

centered care 

through the 

Pioneer 

Accountable 

Care 

Organization 

model. 

US Develop systems in 

which healthcare 

professionals who 

are not necessarily 

employed by 

Ascension Health 

hospitals engage 

with organisations in 

population health 

strategies that 

include financial 

risk-taking  

Two-sided risk-based 

reimbursement model 

with a population -based 

payment approach 

Ascension 

Health, Seton 

Health Alliance, 

Genesys PHO 

Hospital and 

primary care 

Wider 

community  

Physicians 

and health 

profession

als 

Health 

and 

integrat

ed care 

Case 

study 

Not 

described 

Not 

described 

Not described N 

Multi ple 

models ñ 

see 

spreadshee

t for 

C Baan, H 

Drewes, R 

Heijnk, J 

Struijs 

2016 

Affordable and 

accountable 

care: the 

continuum of 

prevention-care 

and welfare 

The 

Netherl

ands 

Simultaneously 

improve quality of 

care, improve the 

populationõs health 

and reduce per 

capita costs (Vektis) 

Collaboration between 

healthcare providers, 

insurers and 

stakeholders, such as 

municipalities and citizen 

representatives, work 

National 

Institute for 

Public Health & 

Environment 

(RIVM), and the 

Primary care Wider 

community  

Healthcare 

providers 

and 

insurers 

Health 

and 

integrat

ed care 

Review Not 

described 

Not 

described 

Not described Y 




