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ABSTRACT

The purpose of this report is to support policy makers, payers, and health organizations
who are considering implementation of an accountable care system (ACS) in Ontario to address
persistent issues of rising costs and quality and fragmentation of care. We undertook a rapid
review of the literature to better understand the scale and scope of organizational changes that
may be required, the challenges that might be experienced, and potential policy and regulatory
considerations that may be necessary for Ontario to build an accountable and integrated care
system. This report expands on recent examinations of the component features and evidence of
performance of accountable and integrated care organizations in countries around the world.

In this report, we broadly consider an ACS as an integrated system of care where patients
are actively involved in the design and process of care and services, and providers are
remunerated based on the value of care and services they provide to their patients. An essential
element of all ACSs is strengthening primary health care and improving the interface between
primary care and other providers across the continuum of care. ACSs differ in their approach to
care integration, governance structures, contracting models, funding and payment mechanisms,
incentives, target populations, interventions, and level of engagement with patients and
communities. The importance of locally specific factors is particularly apparent in successful
implementation of accountable care in the international context. In many international cases, the
emphasis is placed on prevention and a social support system. ACSs fund providers across health
care settings and across health and social care, providing different incentives to maintain and
improve health by improving care quality.

Although diverse and context-driven, ACSs experienced common challenges and were
also supported by a set of key enablers. Common challenges were: 1) Improving population
health; 2) Embracing a value-based philosophy of care; 3) Addressing the lack of information
technology and timely data; 4) Addressing population assignment and patient engagement; 5)
Shifting to a value-based payment system; and 6) Sustaining accountable care over time. Three
key enablers were: 1) Aligning public health and social care interventions with delivery system
redesign; 2) Introducing supportive policies at a macro-level; and 3) Leveraging strengths,
knowledge and experience. While not explicitly discussed in many articles, trust is an essential
underpinning element of successful collaboration to deliver better and more integrated care in the
context of complex multi-organizational systems. Therefore, we highlight trust as a key enabler of
successful implementation of accountable care in Ontario.

Considering ACSs as a philosophy of care with diverse implementation approaches rather
than as a fixed model is important when considering the applicability of ACSs to Ontario, given
that the development, implementation, and success of ACSs is variable and strongly dependent
on context. It is the underlying philosophy of integrated and accountable care that can be
transferred between health systems with each system determining the best organizational
structure that can support accountable care in a specific context. In light of these findings, we
used a strength-based approach to highlight the opportunities that exist in the Ontario health
system to support the philosophy of accountable care, considering how international challenges
and enablers relate to Ontario. While ACS are not a panacea for short-term financial gain,
development of these models is an important step toward a more integrated and population-based
health-oriented system of care.



EXECUTIVE SUMMARY
BACKGROUND

The purpose of this report is to support policy makers, payers, and health organizations
who are considering implementation of an accountable care system (ACS) in Ontario to address
persistent issues of rising costs and quality and fragmentation of care. We undertook a rapid
review of the literature to better understand the scale and scope of organizational changes that
may be required, the challenges that might be experienced, and potential key enablers such as
policy and regulatory considerations that may be necessary if Ontario were to build an
accountable and integrated care system. In this report, we broadly consider an ACS as an
integrated system of care where patients are actively involved in the design and process of care
and services, and providers are remunerated based on the value of care and services they provide
to their patients. This report expands on recent examinations of the component features and
evidence of performance of accountable and integrated care organizations in countries around
the world (1-6). Our rapid review more specifically focuses on structural and operational aspects
of implementation of accountable care, including organization and delivery of care and services
across the continuum of care, population health management, patient and provider engagement,
payment, financing, and contracting, quality and value, and use of new technologies. Our review
informs the discussion of applicability of ACSs to Ontario by describing implementation of
accountable care in relevant international contexts including Germany, the Netherlands, the
United Kingdom (UK), New Zealand, Spain, and the United States (US).

KEY FINDINGS

Implementation experience

ACSs differ in their approach to care integration, governance structures, contracting
models, funding and payment mechanisms, incentives, target populations, interventions, and
level of engagement with patients and communities. These systems of care are often context
driven; the importance of locally specific factors is particularly apparent in successful
implementation of accountable care in the international context. An essential element of all ACSs
is strengthening primary health care and improving the interface between primary care and other
providers across the continuum of care. In many international cases, the emphasis is placed on
prevention and a social support system. ACSs fund providers across health care settings and
across health and social care, providing different incentives to maintain and improve health by
improving care quality. In the US, many accountable care organizations (ACOs) are built on
existing organizational structures; however, designing and implementing ACOs often requires the
development of new infrastructures, redefined capabilities, and behaviors that are congruent with
the Triple Aim philosophy (7). In many cases, ACO partners had little or no previous experience
managing risk, and also lacked necessary infrastructure for integrating care processes and
measuring performance and outcomes (7). International ACSs invested heavily in information
management systems that support data analytics and help engage providers in quality
improvement activities.

Challenges & Enablers

Although diverse and context-driven, ACSs experienced common challenges and were
also supported by a set of key enablers. These challenges and enablers are examined with
relevance to the Ontario context, and warrant consideration by Ontario decision makers.



CHALLENGE 1:
IMPROVING POPULATION HEALTH

While ACSs developed some expertise in improving quality of care and reducing cost (8),
improving population health remains an elusive goal. In the US, it is not prioritized in the design,
implementation, and operation of ACOs. Outside of the US, ACSs have made progress but noted
a potential conflict between improving population health and compensating providers. In Ontario,
improving population health will require use of integrated and population health-based systems.
Recent introduction of the Patients First Act (2016) and anticipated introduction of the People’s
Health Care Act in 2019 should create Ontario Health Teams that provide integrated care to
defined populations (9), and improve collaboration between hospitals, home and community care,
primary care, and public health to increase access to and quality of care for all Ontarians (10).
Existing large and experienced multidisciplinary primary care practices, informal multispecialty
physician networks, and community Health Links as coordinating agencies (11,12) provide the
necessary foundation for future ACSs in Ontario.

CHALLENGE 2:
EMBRACING A VALUE-BASED PHILOSOPHY OF CARE & CLASH OF
CULTURES

ACSs face large, paradigmatic cultural shifts that take time, effort, and motivation to create
a new organizational culture. Many related cultures, such as culture of quality, provider-driven
guality improvement, collaboration, sharing and learning, and partnership and engagement with
patients, families, and communities will have to be cultivated and addressed to support changes
in organizational culture. Transitioning to value-based care must contend with an embedded,
resistant nature of established patterns of behavior in healthcare. An important relational element
in the context of a complex, multi-organizational Ontario health system is that of building a culture
of trust and accountability between multiple parties involved in the development of ACSs. Trust is
an essential underpinning element of successful collaboration to deliver better and more
integrated care, and is a key enabler of successful implementation of accountable care in Ontario
(13,14). In parallel with building trusting relationships, ensuring strong accountability mechanisms
between all interacting parties is essential. We emphasize maintenance of provider autonomy,
identified as a concern associated with ACOs in the US (15), as a potential challenge in the
Ontario context. The interaction of ACSs with existing governance and accountability mechanisms
must also be considered.

CHALLENGE 3
ADDRESSING THE LACK OF INFORMATION TECHNOLOGY AND
TIMELY DATA

Differing levels of health information technology sophistication and different (non-
interoperable) platforms among ACSs impacted the ability of these organizations to
comprehensively plan and deliver care and services as well as measure progress (16). Ontario
will need to equip its providers with interoperable electronic health records (EHRS) to promote
sharing information across sites, achievement of quality targets, and development of sustainable
ACSs. Although access to and use of shared EHRs has been slow (17), Ontario has the capability
to use administrative data to monitor risks, to achieve quality targets, and shift care to less
expensive settings ( e.g., from hospitals to communities).



CHALLENGE 4:
ADDRESSING POPULATION ASSIGNMENT AND PATIENT
ENGAGEMENT

Although both American ACOs and international ACSs are responsible for an assigned
population, the method of assignment is an important distinction as it can have implications on
how ACSs design their provider networks, engage with the population, and plan and deliver care
and services. International ACSs are responsible for a population in a defined geographic area,
while American ACOs are responsible for insurance policy holders or beneficiaries who may or
may not be residents of the same geographic area. Important lessons drawn from international
ACSs suggest that working with a defined population (e.g., by morbidity or geography) results in
positive outcomes, including improved performance and quality of care. ACSs working with
geographically defined populations may derive benefits from this context for increased patient
and community engagement to support interventions and ensure their success (18). These
experiences can drive patient engagement in the design of ACSs as well as increase engagement
practices in health care as a norm in Ontario.

CHALLENGE g5:
SHIFTING TO A VALUE-BASED PAYMENT SYSTEM

Shifting to a value-based system has been problematic for American ACOs and
international ACSs alike, although alternative payment models used by ACSs such as bundled
payments (Zio), capitation payments (Better Together, Canterbury), or blended payments (North
West London Integrated Care Pilot) seem to better support quality versus quantity of care. In
Ontario, policies should address issues with contradictory financial incentives, particularly with
respect to physician payment (2), account for differences in complexity across patient populations
(19), and ensure appropriate reallocation of funding for greater use (2).

CHALLENGE 6:
SUSTAINING ACCOUNTABLE CARE OVER TIME

Short-term sub-optimal performance of ACSs, changing political climates, and concerns
about privatizing health care can impact political support for ACS contracts and ultimately their
sustainability. Shutting down ACSs may result in loss of a systematic approach to care integration,
interoperable information systems accessible to different care sectors and patients, and, in some
instances, public confidence. Fiscal sustainability continues to be an important issue for Ontario
and must be considered for future ACSs. Past experiences demonstrate that spending cuts led
to long- term consequences, such as overcrowding and the need for “catch-up” spending (2).
Ontario decision-makers will need to consider how to sustain ACSs if such structures were to
develop in Ontario.

ENABLER 1:
ALIGNING PUBLIC HEALTH AND SOCIAL CARE INTERVENTIONS
WITH DELIVERY SYSTEM REDESIGN

Efforts to bridge the health care delivery system, public health, and social care vary, but
many include a requirement and/or incentive for the ACS to establish partnerships, including
shared governance arrangements, with local public health agencies and community organizations



(e.g., schools, senior centers, faith-based organizations) for a defined population (20). To support
such partnerships, alignment of funding streams for health, social care, and public health services
has been successfully undertaken by ACS pilots in the UK (21,22) and as part of regulatory
reforms in Spain and New Zealand (23,24). Under the Patients First Act, 2016, Ontario’s public
health units and regional health authorities (Local Health Integration Networks) are already
required to work collaboratively to plan integrated health services for geographically defined
populations across Ontario. In the future, such collaborations would benefit from aligned funding
streams for the organizations charged with public health, health care, and social care planning to
optimize system performance and positively impact population health.

ENABLER 2:
INTRODUCING SUPPORTIVE POLICIES AT A MACRO-LEVEL

Moving towards accountable care requires a concerted effort by legislators, regulators,
policymakers, health care leaders, providers, and the public. Health care delivery system
reform should be linked to other system-level strategies to incentivize different sectors and
providers to work together. Experiences in Germany, New Zealand, and the US demonstrate that
both financial and non-financial incentives can be used to achieve this goal (1). In Ontario, new
policies should be introduced to address the following:

1) Innovative collaborative mechanisms to build integrated systems of care (25).

2) Financial and performance accountabilities as well as local platforms to bring together
primary care practices to participate in provincial or regional accountable care
initiatives.

3) Appropriate payment mechanisms that promote value and address issues with
contradictory financial incentives, particularly with respect to physician payment (2).
These mechanisms should also use risk adjustment to account for differences in
complexity across patient populations (19).

4) Health information technology and procedures, practices, and training for the
establishment and utilization of EHRs to support quality improvement and sharing
information.

ENABLER 3:
LEVERAGING STRENGTH, KNOWLEDGE, & EXPERIENCE.

Experiences across five different countries and health systems demonstrate that
accountable care is-built on existing structures and networks by leveraging strength, knowledge,
and experience”of multiple parties and stakeholders. At the organizational level, the following
factors enabled implementation of accountable care: involvement of a knowledgeable
management partner (5,26); experience with payment experimentation, clinical integration, and
large group negotiations (27); team-based care (28); and leveraging existing provider networks
(5,6,29) and human resources (29,30). At the system level, flexibility of ACS contracts (31-33)
and supportive, suitable payment and care delivery reforms enabled implementation of
accountable care.

In Ontario, several important strongholds such as the presence of large and experienced
multidisciplinary primary care practices, informal multispecialty physician networks that link each
Ontario resident to their primary care provider, growing interest and recognition of relational
elements, structural supports for collaboration and delivery of care, focus on patient and family
engagement, and other system-level reforms (e.g., regionalisation) can support accountable
organizational structures and practices that prioritize population health and experience of care.



APPLICABILITY TO ONTARIO

Considering ACSs as a philosophy of care with diverse implementation approaches rather
than as a fixed model is important when considering the applicability of ACSs to Ontario, given
that the development, implementation, and success of ACSs is variable and strongly dependent
on context. It is the underlying philosophy of accountable care that can be transferred between
health systems with each system determining the best organizational structure that can support
accountable care in a specific context. In light of these findings, we used a strength-based
approach to highlight the opportunities that exist in the Ontario health system to support the
philosophy of accountable care, considering how international challenges and enablers relate to
Ontario.

Development of accountable care systems is an opportunity to improve and address
existing deficiencies in the organization and delivery of care in Ontario. There are existing
strengths, rich experiences, and a growing vision for integrated care that can provide the
necessary momentum for such development. Importantly, regulatory changes may be required to
support ACSs in Ontario. First, key goals must be identified as this will determine the scope of
regulatory changes. Second, organizational structures that will support ACSs in achieving their
goals must be determined. Third, statutory amendments are needed to ensure ACSs have full
control over their management decisions with clearly defined responsibilities, and that all
providers within an ACS can share information related to patient care (2).

CONCLUSION

Implementation of ACSs is complex as it requires aligning incentives for value- and
population-based care. It is important to consider ACSs as a philosophy rather than a fixed model
of care as it is the ACS philosophy of care that is of international interest and transferred between
contexts. While ACSs may provide a solution to some of the issues experienced in Ontario health
care, they are not a panacea for short-term financial gain. Instead, development of ACSs in
Ontario should be viewed as a step towards a more integrated and population health-oriented
system of care.



INTRODUCTION
BACKGROUND

An accountable care system (ACS) is an integrated system of care in which payers,
providers, and local authorities work collaboratively to deliver services and manage health and
health resources for a defined population (31-33). ACSs have developed in a number of countries
in the past two decades, including accountable care organizations (ACOSs) in the United States
(US) (32), integrated care systems in the United Kingdom (UK) (21), public-private partnerships
in Spain (34), population-based systems in Germany (35), integrated care networks in New
Zealand (24), and others. With preliminary evidence of positive impacts, ACSs have generated
considerable international interest as a potential solution to persistent issues of rising costs and
quality and fragmentation of care. A number of reports exploring ACSs have focused primarily on
performance, with some discussion of challenges, enablers, and applicability in other countries,
including Canada (1-6). To inform discussion of the feasibility of ACSs in Ontario, our rapid review
incorporates and builds on findings from these reports, specifically focusing on implementation.
This review considers ACSs as a philosophy of care (i.e., care that is integrated and remunerated
based on value rather than volume and where providers are held responsible for the health of
their assigned populations), rather than as a prescriptive model. Using a broad geographic lens,
we explore the implementation of accountable care in the US and internationally using practical
case study examples from Germany, the UK, the Netherlands, New Zealand, and Spain. Finally,
we discuss the applicability of ACSs to Ontario in light of our findings.

Review questions

The following questions guided this review:
e What are the organizational experiences with the implementation of ACSs?
¢ What organizational changes support transition to an ACS?
e What are the key challenges and enablers of implementation of an ACS?
¢ What policy, regulatory and other considerations may be required if ACSs were to be
implemented in Ontario?

Summary of methods

Using a rapid review methodology (36), a comprehensive search strategy was developed, tested,
and applied to multiple databases to identify relevant evidence, followed by a hand search of the
literature. Searches were generated and combined across the broad domains of accountable care
and integrated care and were limited to literature published from January 2013 to March 2019.
The final search terms used are included in Table 1.

Table 1. Search terms using EBSCO platform

Peer-Reviewed Search Grey Literature Search
The following key terms were used: "ACOs; United A combination of the following key terms was used for
States; accountable care organisations; care closer to the search: “Accountable care”, “Accountable care
home; cost effectiveness; integrated care; long term organizations”, “Value-based care”, “integrated care
conditions; new models of care; Managed Care networks”, “discourse”, “opinions”, “new models of
Programs; Managed Care Programs: economics; integrated care”. When reviewing the open Google and
Managed Care Programs: standards; Planning google scholar search engine results, the first 30 pages
Techniques; Program Evaluation; Public Health were reviewed or when new items stopped appearing.
Administration; Public Health Administration: The search was limited to English language.
economics; Public Health Administration: methods;
Reimbursement Mechanisms; State Health Plans; State
Health Plans: economics; State Health Plans:
standards; *Accountable Care Organizations/td

10



[Trends]; *trends; Accountable Care Organizations/|j
[Legislation & J; Centers for Medicare and Medicaid
Services (U.S.); Chronic Disease; Delivery of Health
Care; Disease Management; Forecasting; Health Care
Costs; Humans; Integrated; Medicare; Models;
Organizational; Patient Care Management; Patient
Protection and Affordable Care Act/lj [Leg; Physician
Incentive Plans; Primary Health Care; Quality of Health
Care; United States; accountable care organization;
chronic disease; disease management; forecasting;
government; health care cost; health care policy; health
care quality; human; integrated health care system;
legislation and jurisprudence; medicare; nonbiological
model; patient care; personnel management; primary
health care”

Search results were assessed by two reviewers for inclusion. A document was included if
it focused on the implementation, challenges, enablers, and performance of accountable and
integrated care systems, and fit within the scope of the review questions. Retained documents
were divided into international ACSs and American ACOs, and further categorized and abstracted
as reports focusing on the implementation, evidence of performance, and challenges and
enablers. The review was expanded by a synthesis of a selected seven case studies of
accountable care in four countries, which were identified through the literature search and the
authors’ previous work on integrated care. Key relevant reports (1-4,33,37) were identified, and
provided a foundation for our work, including its theoretical framing focused on accountable care

(38) and its implementation (39).
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ACCOUNTABLE CARE IN THE UNITED STATES

In the US, the concept of accountable care was first enacted by ACOs introduced in 2000
as part of the Physician Group Practice Demonstration Program and further expanded in 2010
with the Medicare Shared Savings Program (MSSP). The number of ACOs has been increasing
steadily in the last few years, reaching hundreds of MSSP, commercial, and Medicaid ACOs that
serve millions of people across the US (40). While these ACOs vary in size, structure, and
geographic representation, all pursue the Triple Aim framework to support improvements in health
and experience of care, as well as reduce expenditures (28,41-43). Over time, several ACO
models have been developed, including the MSSP, Pioneer Program, and Next Generation
models. In the MSSP, providers are jointly accountable for patient health, and are financially
incentivized to cooperate and save money by avoiding unnecessary tests and procedures. The
Pioneer Program, created by the Centers for Medicare & Medicaid Services (CMS), more
specifically supports providers with experience in care coordination (44). The Next Generation
model built on the MSSP and Pioneer Program, and includes predictable financial targets,
improved opportunities to coordinate care, and high-quality standards of care. Several other
federal- and state-level ACO models also exist (Table 2).

Table 2. Federal- and state-level ACO models.

Model Description

ACO Investment Model For MSSP ACOs to test pre-paid savings in rural and
underserved areas.

Advance Payment ACO Model For certain eligible providers already in or interested in
the MSSP.

Comprehensive ESRD Care Initiative For beneficiaries receiving dialysis services.

Medicare Shared Savings Program (MSSP) For fee-for-service beneficiaries.

Next Generation ACO Model For ACOs experienced in managing care for patient
populations.

Pioneer ACO Model For health systems and providers with experience in
coordinating care for patients across care settings.

Within ACOs, different types of health organizations are represented, including integrated
delivery systems, multi-specialty physician group practices (with and without hospital
involvement), and, to a lesser extent, Federally Qualified Health Centers, and community-based
clinics (28). Given different organizational models and provider representation, there is no singular
type of ACO, with diversity in size, specialty mix, ownership, leadership, breadth of participating
organizations, degree of risk assumed, and other characteristics.

Many ACOs are built on existing organizational structures. However, designing and
implementing ACOs often requires the development of new infrastructures, capabilities, and
behaviors that are congruent with the Triple Aim framework (7). In many cases, organizations
within ACOs had little to no experience managing risk, and lacked necessary infrastructure to
integrate care processes and measure performance and outcomes (7). For ACOs to achieve the
Triple Aim, their design and implementation had to address structural, economic, and operational
aspects of alignment, including organization and delivery of care and services, payment, financing
and contracting, quality and value, and use of new technologies. Below we review implementation
experiences according to these aspects.

ORGANIZATION AND DELIVERY OF CARE AND SERVICES

There are currently three organizational models intended to promote population-based
integrated care, including 1) larger, integrated systems offering a broad set of services including
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post-acute care; 2) moderately sized, joint hospital-physician groups with some involvement in
post-acute facilities; and 3) smaller, physician-led practices that deliver primary care services
(28,45). These organizational models include several components: governance mechanisms;
management of population health and health care across the continuum of care; patient
engagement; integration of health and health-related services; workforce enhancement; provider
recruitment, training, and relations; and alignment of organizations and providers. Below, we
discuss each of these components in relation to ACO progress (46,47).

GOVERNANCE

At the federal level, CMS dictates several requirements for ACO governance: 1) ACO
payers and providers must have at least 75% control of the ACO with each payer/provider’s share
proportional to their participation; 2) ACO governance must be shared amongst all
payers/providers with each having appropriate power to make decisions; and 3) beneficiaries
should be engaged in governance processes (47-49). At the state level, there are additional
requirements for the establishment of governing boards. For example, Vermont requires
governing boards to be “separate and unique to the ACQO”, and that the members of the board
reflect the types of providers in the community (49). Most states require ACOs to develop formal
engagement mechanisms, such as patient advisory committees, to engage and represent
beneficiaries and their interests (50). ACOs must interact with these committees regularly for
feedback on ACO performance. Many states also require at least two beneficiaries or
organizations serving beneficiaries on the ACO governance board.

CARE MANAGEMENT

Care management refers to the development of a range of activities to improve
patient care and reduce the need for medical services by helping patients and caregivers
effectively self-manage their health conditions (51). Better care management requires a shift away
from reactive care towards provision of preventive care and ongoing disease management (52—
55). The ability to make such a shift is largely determined by how ACOs define and stratify their
populations (28,53). Populations are commonly stratified into subgroups of patients with common
characteristics, and is often based on risk factors, disease severity, and identified needs.
Preventive care management strategies target high utilizers of emergency departments and
patients with low-acuity avoidable emergency department visits to control or reduce cost (28).
ACOs focused on preventive care and services tend to build a robust primary care network that
supports the care management program. Although evidence of the effectiveness of care
management is not robust, examples of successful ACOs such as the Montefiore program in New
York demonstrate that effective care management addresses both the patient’s medical condition
and the social“determinants of health. The Montefiore primary care program features a
comprehensive assessment that covers psychosocial factors, identification of potential issues,
development of a personalized care plan with specific interventions targeted to each issue, use
of interdisciplinary teams, and frequent follow-ups (56). Montefiore also has a well-developed
infrastructure, with specialized chronic disease management programs, expertise in intensive
case management, and advanced data analytics to support the primary care network.
Establishment of effective care management requires strong commitment and buy-in from ACO
participants and can provide more holistic care and potentially better health outcomes.
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POPULATION ASSIGNMENT

American ACOs have taken on responsibility for the patient population assigned to
them by CMS. This population is defined in health care delivery terms as beneficiaries who
receive care from the ACO, and is not necessarily based on geographic proximity (20). Depending
on the track (1, 1+, 2, or 3) chosen by the ACO, its population may be assigned prospectively or
retrospectively®. Population definition and assignment generated a number of issues (discussed
in the challenges section) and may have hindered the shift from treating individuals to maintaining
and improving population health.

PATIENT ENGAGEMENT

Compared to early ACOs, current ACOs have increased their use of patient engagement
strategies. However, these strategies are not yet systematically practiced. Also, robust evidence
for the impact of patient engagement on health outcomes is lacking at this time. One study
suggests that patients who receive care from ACOs with high patient-centered cultures report
better physical and emotional functioning compared to less patient-centered cultures (57). Given
risk-based incentives to lower costs, ACOs should be motivated to engage patients in their care;
however, patient engagement has been partially hindered by passive patient assignment to the
ACO (58) as well as lack of practical experience in meaningful patient engagement and activation
through individual patient-clinician interactions, organizational or “system-level” governance, and
the broader community (i.e., patients and organizations beyond the ACO) (59).

INTEGRATION OF MEDICAL & NON-MEDICAL CARE & SERVICES

Efforts to foster collaboration between medical and non-medical entities have included
cross-agency partnerships and workgroups at the state level, as well as development of capacity
for social service integration (50). Some Medicaid ACO state programs promote social service
integration early on while others increase expectations of integration over time. For example,
Minnesota used initial ACO experiences to make changes to subsequent requests for
participation (50) that now reward inclusion of social services in the ACO and total cost of care.
Vermont’'s “encourage-incent-require” approach for calculating the total cost of care, including
social services, increases quality and cost requirements incrementally, allowing ACOs to build
capacity to handle risk-based payments over three years without penalty. Although full social
service integration is not yet realized, some ACOs are working towards better addressing the
social determinants of health via inclusion of social services (50).

INTEGRATION OF BEHAVIOURAL HEALTH & CARE

Although early identification and treatment of mental health conditions were
recommended as an important prevention strategy to control future cost of care (53), integration
of behavioral and medical services has not yet been achieved (55). ACOs do not have financial
or organizational incentives to provide integrated mental health care despite the significant
behavioral health needs of certain populations. Some have identified this as a missed opportunity
to realize the full potential of ACOs to improve patient outcomes (60). While several integration
approaches with varying levels of service and payment integration have been proposed (61),
challenges posed by workforce shortages and the slow adoption of costly health information
technology by behavioral health providers have precluded consistent integration of mental health

1 MSSP Track 1 and Track 2 utilize prospective assignment with retrospective reconciliation while MSSP Track 1+, Track 3, and the Next Generation ACO
Model use prospective assignment. Generally speaking, assignment is determined based on the use of primary care services.
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care in ACOs (55). When behavioral health providers do participate in ACOs, behavioral health
measures are seldom used in measuring outcomes or determining shared savings (55).

HUMAN RESOURCES: PATIENT SUPPORT PERSONNEL

Development of effective care management programs often requires redesign of the
ACO’s workforce. Some innovative ACOs employ patient support personnel (PSP) to support
patients and their families and to engage with hard-to-reach populations (62). PSPs, such as care
coordinators and community health workers, are deployed across settings (primary care, inpatient
services, emergency department, home care, and community), and according to population
needs. PSPs in primary care are commonly responsible for: 1) care provision (needs assessment
and coaching, medication management); 2) care coordination (making appointments, facilitating
information flow); 3) logistical help with transportation; and 4) social and emotional support (62).
PSPs in inpatient services and emergency departments may have the same range of
responsibilities but are less likely to provide social and emotional support. ACOs commonly
deploy PSPs to work with high-cost patients and engage with vulnerable subgroups (e.g.,
homeless people, patients from skilled nursing facilities, patients with chronic conditions and
polypharmacy, pregnant women who use drugs, minority and immigrant adolescents). As a
secondary prevention of unnecessary emergency department and hospital use, some ACOs
identify all patients who were hospitalized or visited emergency departments for receiving extra
care from PSPs.

PHYSICIAN RECRUITMENT, INVOLVEMENT, TRAINING, & LEADERSHIP

Physician-led ACOs are more likely to use comprehensive care management programs.
However, while physician-led ACOs are the most common type of ACO (45), ACOs continue to
experience difficulty recruiting physicians. This may be related to physicians’ beliefs that they can
independently provide cost-effective care, lack of knowledge about ACOs, and/or physicians’
motivations, needs, and interests, among other factors (63). Often the high turnover of physicians
participating in an ACO is related to the small number of ACO patients seen by physicians,
increasing reluctance to alter their clinical functions and office operations. While physicians favor
the delivery of cost-effective care and use of clinical guidelines and other tools provided by the
ACO, most are not convinced that ACOs offer the best method for achieving cost-effective, higher
guality care (64). Experience in the US demonstrates that moving physicians or primary care
practices to ACOs requires a systematic approach to create interest among and alignment with
physicians. It also emphasizes the importance of educating incoming physicians about ACOs, its
philosophy of care, and operation.

Many health care providers, including physicians, are new to accountable care. Direct
outreach, face-to-face guidance, and strong provider relations are crucial. Some successful ACOs
developed programs to help small physician practices participating in the ACO obtain EHR
systems and formed groups such as the Physician Quality Initiative Committee to help guide
priorities and policies. Evidence suggests that physicians can influence the majority of spending
for hospitalizations, post-acute care, pharmaceuticals, devices, tests, and other services (65).
Experiences of successful ACOs suggests that physician involvement is particularly important.
Some ACOs coach primary care clinicians on care management as many providers are not
prepared to tackle patient management in a comprehensive way that considers the social
determinants of health and variety of patient needs (53). This training may focus on subspecialty
referral practices, different home and community settings, public health department resources for
disease management and health promotion, and community resources to compliment care for
chronic conditions.
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PAYMENT, FINANCING, & CONTRACTING

Organizations interested in forming an ACO need many resources including capital to
restructure themselves. In early examples of ACOs, hospitals provided substantial initial financing
to help build infrastructure, including staffing, network establishment, data collection and
management, and linking with physician groups (53). However, financing provided by hospitals
gave rise to concerns about repaying early hospital investments. In some instances, early
financing was provided by the Centre for Medicare and Medicaid Innovation projects or state
innovation grants. This also became a concern as financing based solely on state contracts was
unpredictable as they were influenced by state budgets, and thus, were less favorable. To enable
ACOs to pursue extensive restructuring efforts, CMS provided a series of “waivers” which allowed
MSSP ACOs and their participants some flexibility to provide services such as telehealth or to
reward beneficiaries for staying in the ACO (66) (Table 3).

Table 3. ACO Waivers

¢ Currently, there are five waivers for MSSP ACOs: (1) ACO Pre-Participation Waiver); (2) ACO Participation
Waiver); (3) Shared Servicing Distribution Waiver; (4) Patient Incentive Waiver; and (5) Compliance with Physician
Self-Referral Law Waiver.

* The ACOs that plan on using the waiver must demonstrate that it is reasonably related to the Triple Aim.

* Limitations include that waivers only apply to Medicare ACOs, they have no impact on state law restrictions, and
shared savings distributions waiver is limited to payments received from CMS for shared savings.

* The final rule introduced at the end of 2018 continues these waivers with new limitations set on hospitals to
preclude payments to induce a physician to reduce or limit medically necessary services. The “home health
supplier” waiver, which generally applies to start-up arrangements, was eliminated.

There are many types of ACO payment and reimbursement structures and mechanisms.
They typically include some form of value-based reimbursement with various levels of risk
assumption including capitated, full-risk payment, shared-savings or care management
arrangements, or a combination of these arrangements for various population groups. In a widely
used shared savings arrangement, ACOs receive bonuses if they achieve cost and quality targets.
The MSSP program also includes an Advance Payment ACO option in which smaller groups can
receive their potential savings in advance to help fund infrastructure costs. The majority of ACOs
tend to opt for less elaborate shared savings and care management arrangements as an interim
step to providers bearing more risk for meeting their population health targets. This allows
providers to engage in cost-reduction efforts without risking substantial financial losses if targets
are not met. Gradually, providers may bear additional financial risk by moving to capitated
payments. While capitation increases risk, it also increases the potential to earn greater financial
rewards than what is paid in a fee-for-service scheme. This approach incentivizes effectiveness
and efficiency in contrast to traditional fee-for-service reimbursements.

Until recently, payment mechanisms included one-sided risk (no downside liability) which
allowed track 1 ACOs to share in savings; two-sided risk which allowed track 2 ACOs to share in
savings but also made them liable for losses; and a two-sided risk for track 3 ACOs which allowed
them to take greater risk/reward than track 2. Under the final ruling (67), all ACOs will transition
to two-sided models in which they share in savings and are accountable for repaying shared
losses. CMS created these policies to promote regulatory flexibility and free market principles.
The final ruling also introduced a policy that differentiates between high and low revenue ACOs
(40). From the perspective of CMS, its high-low revenue distinction offers more flexibility,
especially for most physician-led ACOs that tend to outperform hospital-based ACOs, while
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realizing the goal of increasing participation in risk-bearing ACOs. There are concerns among
ACO leaders that two-sided risk may be less attractive both for existing and especially for new
ACOs (68).

Forming an ACO requires identification of willing and capable partners to enter into the
contract. Research demonstrates that “management partners” are central to many ACOs by
providing data, administrative, educational, and care coordination services (46). In 2015, close to
40% of US ACOs had a management partner and two-thirds of these ACOs reported that the
partner shared in the financial risks or rewards. ACOs with partners were more heavily focused
on primary care than other ACOs. Emerging evidence into financial incentives and physician
participation in Medicare value-based reforms suggests that physician practices with prior
experience and success with performance incentives participate in MSSP ACO arrangements
more often (27). In other words, practices with greater risk experience are viewed as more capable
and are given preference for inclusion in the ACO. This might explain why some may join and
others abstain from value-based payment reforms.

QUALITY & VALUE

An ACO must meet quality performance standards to be eligible to share in any savings
generated. ACOs must report quality data which CMS uses to calculate and assess performance.
Given that payments to ACOs are based on data reports, it is important that quality assessment
be complete and accurate. Currently, ACOs report on 33 nationally-recognized quality care
measures, set by the CMS, including patient/caregiver experience, care coordination/patient
safety, at-risk populations, several chronic diseases, and preventive care (69). To successfully
report these quality measures, healthcare providers use a combination of administrative data, a
Web Interface database for practice- or ACO-level clinical quality measure reporting, and a patient
experience of care survey.

There is a need for a consistent and manageable number of quality measures that include
long-term outcomes in defining value for care. Along with reports to CMS, ACOs often use quality
assessments to help drive transformation, providing training and ongoing coaching for physicians
and nurses in quality assessment and improvement. Assessments include preventive services as
well as process measures for common chronic conditions, emergency department use, and
general health status measures. There is both a need and an interest in new measures that better
reflect the outcomes of care management, coordination of care, and social determinants of health
as well as more specific measures for specialized ACOs.

USE OF NEW TECHNOLOGIES

Healthcare technology greatly impacts the ability of ACOs to deliver integrated care and
measure performance. To implement population-based management, ACOs must obtain,
aggregate, and analyze data from multiple electronic record platforms in practices, hospitals, and
payer datasets. Technology is needed to share clinical and financial data among disparate
systems, providers, and organizations in real-time. However, less than half of ACOs use real-time
data and less than a third of ACO providers use a single EHR system (70). This complicates data
integration, decision making, and population management. Moreover, existing EHR systems and
health information exchanges record patient care information during an episode of care, but not
over time, and are limited to each care setting’s organizational boundaries. These systems do not
support integration across boundaries for care coordination, delivery, reporting, and payment.
Another issue is the prohibitive cost of information technology systems. Although hospitals were
able to finance these systems in the past, concerns with repayment may motivate new ACOs to
look for alternative investments.

17



More recently, new technologies are being used by ACOs to enhance care management.
There is an increasing use of telemedicine to provide care in geographically remote and
underserved areas to improve access to care. Some telemedicine kiosks in community
pharmacies have been linked with a central hospital, enabling telehealth consultations that led to
improved patient access to care and decreased emergency department use (53). Cloud-based
and Web-enabled devices can make data easily available to authorized providers, which can
improve triage times and support providers in making informed decisions during critical episodes
of care. These innovative technological designs can improve patient safety and care outcomes
while lowering costs. For example, such technologies can prevent inappropriate use of
emergency departments, and also eliminate unnecessary and redundant tests ordered by other
providers caring for the same patient.

EVIDENCE OF PERFORMANCE

Evidence on the performance of ACOs is mixed. Overall, it appears that MSSP ACOs may
not have performed as expected, with one study finding that commercial ACOs were more
efficient than MSSP ACOs (71). While there was low uptake of quality and efficiency activities
among all ACOs, commercial ACOs used more disease monitoring tools, quality improvement
methods, care coordination and analytics, and information technology than MSSP ACOs. Despite
this investment, however, EHR capacity remains low across all ACOs (71). Overall, a low
proportion of all ACOs established high-level care coordination processes including
implementation of chronic care programs (<40%), involvement of patients in healthcare decisions
(<30%), and integration of behavioural health with primary health care (<20%) (71).

Some MSSP ACOs were able to reduce costs‘and improve quality of care. For example,
the first 32 Pioneer ACOs were successfully meeting quality measures in the first year, and 25
ACOs had lower risk-adjusted readmission rates compared with the benchmark rate for all
Medicare fee-for-service beneficiaries (72). Further, 18 of the 32 ACOs generated savings after
the first year (72). However, when the Pioneer program ended in 2016, only nine of 32 ACOs
remained in the cohort. A 2016 evaluation showed that almost half of MSSP ACOs kept spending
below benchmarks set by CMS (73). The ACOs that achieved savings were concentrated in
regions with high per capita costs in the traditional FFS program. However, when bonus payments
were considered, the overall MSSP ACO program increased Medicare spending. Some studies
suggested that savings from ACOs may be greater than what is assessed by strictly considering
ACO-attributed cost given that physicians and other providers adjust their practice patterns for all
patients, not just those assigned to an ACO. Still, even when some potential “spillover” savings is
included, overall savings have been modest to date.
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ACCOUNTABLE CARE SYSTEMS: EVIDENCE FROM THE UK,
GERMANY, THE NETHERLANDS, SPAIN, & NEW ZEALAND

ACSs have been developing in other countries for over two decades. Interest in the
philosophy of accountable care is driven by a global need to improve the organization and delivery
of care and services, and to rethink the meaning of health and health care. Our review of select
examples of international ACSs showcases relevant and recent policy contexts that motivated
interest in accountable care to support regional integrated care efforts for high-risk and -cost
populations in the UK (21,22,74-76); development of an integrated population-focused care in
Germany (26,35,77,78); managing demands for hospital and comprehensive chronic disease-
specific care in the Netherlands and New Zealand (30,33); and restructuring and devolution of
the care delivery system that enabled public-private partnerships in Spain (23,34). These
countries and their corresponding ACSs include Gesundes Kinzigtal (GK) in Germany,
Canterbury District Health Board in New Zealand, Zorg In Ontwikkeling (Zio)'in The Netherlands,
North west London ICP, Torbay Care Trust and Mid Nottinghamshire Better Together Health and
Social Care (Better Together) in the UK, and Alzira in Spain (Table 4). These ACSs were identified
and selected through the literature search conducted to identify key reports for the review, and
were also known to the authors from their previous investigations on integrated care systems
(33,79,80). Below is a summary of their implementation efforts-focusing on the organization and
delivery of care and services, payment, financing and contracting, quality and value, use of new
technologies, and evidence of performance (see Appendix for details).

ORGANIZATION AND DELIVERY OF CARE AND SERVICES
GOVERNANCE

ACSs have differing structures and governance mechanisms that are determined by local
circumstances. In many cases, an elaborate system of boards, committees, and other structures
were built to ensure accountability across the system. Notably, “integrators” were often used as
a governance mechanism. The. integrator, as a new structure or a single organization, is
responsible for forming a support system and optimizing care for their patient population (78,79).
In this sample of initiatives, the integrator role varied based on community needs and the goal of
the initiative, but commonly was accountable for health outcomes and allocation of resources. For
example, GK in Germany has a regional integrator, Healthy Kinzigtal Ltd., that guides the
development of this population-based integrated care system by taking over the redesign of health
and care services and achieving system integration at the regional level (79). In North West
London ICP, a new integrator structure, the Integrated Management Board, was established to
ensure agreement around funding flows, access to the central database, and arrangements for
data sharing among the ICP partners, and to permit mutual accountability and collective decision
making (80). Structured partnerships in many international ACSs between the integrator and
health actors facilitated the design and delivery of needs-based programs and have succeeded
in improving population health outcomes and either reducing the cost of services (74) or delivering
cost savings (9,29). Examples in the UK (Better Together) and Germany (GK) support citizen
engagement via structures such as patient ombudsman and citizen boards, which have been
identified as important enablers of effective ACS leadership (1). While a collaborative approach
has been adopted widely across ACSs, formal representation of provider groups and patients was
inconsistent on governing boards.
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POPULATION SEGMENTATION AND CARE MANAGEMENT

Among these ACSs, population size varied greatly from 24,000 (Zio) to 500,000
individuals (Canterbury DHB). Population characteristics also varied and tended to be determined
regionally, although many ACSs targeted older adults. ACSs applied different methods to stratify
their patient population, commonly using risk-based stratification. The scope of services differed
with some ACSs specializing in chronic disease management (29,30). However, most developed
a variety of care programs across the continuum from primary prevention to inpatient care (GK,
Canterbury, Ribera Salud, Zio) with others also offering social care services (Better Together,
Torbay). Although the level of effort to promote integration of care varied (1), programs tended to
support care and services across organizational boundaries, as well as increase investment in
community-based services and strengthen primary care (24,33,81). In addition, many ACSs
invested in telehealth services, facilitated after-hours access to primary health care, created
programs to integrate mental and behavioural health with primary care, and implemented
strategies to eliminate duplication of services and overuse of unnecessary services. ACSs
commonly relied on multidisciplinary teams to deliver new care programs, and many also
introduced new roles as well as reassigned tasks among existing roles. In"Better Together and
GK, primary care physicians were incentivized to assist in care navigation to help guide patients
across the continuum of care (35,66). In Zio, tasks were actively delegated such that physicians
and nurses could collaboratively oversee low and medium intensity care, while specialists
responded only to high intensity needs, thus reducing the number of outpatient specialist visits
(6,30).

PATIENT ENGAGEMENT

Engagement is typically described at the point of care as supporting providers in
implementing interventions to improve outcomes and involving and empowering patients to co-
design and fulfil their own care plans (GK, ALzira/Ribera Salud, NWL ICP, Torbay). Engagement
practices were implemented through coordination of care and provision of individualized care
plans, timely access to services, and access to shared health records and interpretable results
(1,21,30,34,35,74,82). The majority of ACSs used patient portals and personal health records to
facilitate patient engagement in their own care and supplementary educational opportunities. In
some instances, patients had considerable leverage over the use of their EHRs by controlling
access to and use of their records (1).

The scope of engagement varied according to governance, (re)design of care, delivery of
care, quality improvement, achievement of cost and quality outcomes, and other elements of
change management, such as developing strategic vision. Beyond the delivery of care, few ACSs
incorporated multiple, varied opportunities for patient and provider engagement. Notably, GK
provided a range of opportunities including governance representation for both providers and
patients, involvement in the design of ACSs and associated metrics, sharing in financial risk and
gain, long-term contracting for providers, and making improvements to support patients in their
care experiences (1,35). GK is also known to use innovations such as “patient university”,
consisting of regular health education and counselling by medical experts (77) alongside
traditional provider engagement strategies such as multidisciplinary team meetings.
Multidisciplinary team or group meetings figure prominently in other ACSs (21,23,75,83).
Opportunity for engagement in governance for other non-physician providers is less consistent
across ACSs (1). Similarly, patients are not consistently engaged in governance. When patients
are not represented in the organizational structure, ACSs have invited patients to provide regular
feedback as part of project teams and evaluation (30,34) or as invited guests to management
meetings (Torbay). In another example, Canterbury DHB (New Zealand) solicited providers and
other employees to participate in the development of their shared vision (33). This was also useful
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for developing a permanent quality improvement program as well as several new programs to

improve capability and skills in innovation and service improvement among staff (33).

Table 4. International ACS examples
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PAYMENT, FINANCING, & CONTRACTING

All reviewed examples of international ACSs received government funding through local
public health insurance. Government oversight of commissioning of public funds varied with some
governments providing strict regulations and others giving more autonomy to providers. This may
influence similar achievement of ACS outcomes in different contexts (34). ACS implementation
necessitated new financing models and contracting arrangements. Financing models included
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fee-for-service (GK), mixture of per capita funding, additional service reimbursement, payment-
for-performance incentives (Torbay, Better Together, Canterbury, Alzira), and bundled payments
(Zio). Global capitation was used by several ACSs (Alzira, Better Together, NWL ICP, Torbay).
However, only UK ACSs used global capitation payments at both the ACS and provider levels.
While all reviewed ACSs gave provider incentives, no clear patterns emerged on common design
features. Generally at the provider level, more traditional models of salary, fee-for-service, or fee-
for-service with partial capitation for selected populations or health conditions were used (1).
Incentives at the provider level were small with 10% or less of provider income related to
performance incentives (Alzira, GK). In addition to shared savings, some ACSs (Canterbury, GK)
provided financial incentives for participation in quality improvement and other activities.

In keeping with a singular budget for a unified system, ACSs organized and contracted as
joint ventures (GK), public-private partnerships (Alzira), care groups (Zio), and partnership
alliances (Torbay, NWL ICP, Better Together, Canterbury). Alliance contracting was most
common, and involved organizations working together to manage care collectively and share
resulting risks and gains. A variety of financial strategies were used including annual block grants
to providers (Canterbury), resource envelopes (NWL ICP), fixed base payment, and flexible
payment tied to performance (Zio). Provider groups had varying flexibility' to negotiate alliance
contracts with some required to comply with contract terms to receive financing from the alliance
or payer. Contracting physicians into integrated care alliances may be challenging when
physicians are not employees of partner organizations as it may involve difficult negotiations or
double payments, once to the practice and again to the new service (23). Despite substantial
government payments for health care provision, ACSs that integrated social care into the
capitation sum (Torbay, NWL ICP, Alzira) experienced restricted financial support for social care
(Torbay, Alzira), motivating some ACSs to seek new partners (34).

QUALITY & VALUE

ACSs are intended to promote value-driven care and services. The meaning of “value” is
highly contextualized and often connected to specific goals. For some ACSs, value corresponded
to creating an integrated health and social care system that delivers accountable and user-
oriented care via a single gateway, and performance measurements were tied to this particular
goal (24,75,83). Integration and quality improvement efforts may have motivated ACSs to develop
their own key performance indicators in addition to mandatory measures required by the payer.
Using both ACS-specific and mandatory performance measures balanced top-down and bottom-
up mechanisms for measuring performance and cultivating value.

All ACSs are required to report on nationally set measures and standards of care as part
of their contractual arrangements with the payers and as an incentive to deliver high-quality care.
Quality of care outcomes focused on hospital admissions/re-admissions, unnecessary
emergency department visits, outpatient clinic services, waiting times, patient adherence rates to
treatment plans, and disease management. Cost outcomes included proportion of shared
savings, percentage decreases in total cost of care or savings to the system, and expenditure
reductions for high-risk patients, among others. In addition, ACSs routinely collected clinical
outcomes (often specific to the initiative) and administered patient experience surveys. In some
cases, performance reporting has drawn criticism for being too narrow in focus and using few
process measures (23).

Development of ACS-specific quality indicators and engagement of providers and
patients/caregivers in this process differed across ACSs with some only informing and others
collaborating with stakeholders to develop their metrics. Most ACSs measured outcomes in four
domains: population health, quality of life, quality of care, and care effectiveness. In many cases,
ACSs included process measures such as level of integration, financial performance and resource
use, percentage of patients provided with self-management support, and percentage of patients
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using integrated care. Performance metrics were commonly shared with ACS providers to
increase awareness and support improvement, and with payers/insurers to determine shared
savings and losses (30). In the majority of ACSs, all providers could access their own performance
data benchmarked against peers, facilitating continuous improvement.

USE OF NEW TECHNOLOGIES

All reviewed examples of ACSs invested in information systems and technology, including
development of interoperable EHRS, creation of system-wide data-sharing arrangements among
participating partners, and use of data analytics to identify performance variations among
providers, support population stratification, and improve care planning and delivery of quality care.
Most ACSs developed capacity to monitor physician- and team-level performance in real time,
and engaged providers regularly using data to analyze and act on performance variation. EHRs
also enabled partners to share, manipulate, store, and analyze patient data. These data were
used to risk stratify patients based on their medical and social characteristics to support care
planning (21). EHRs also provided access to information for all participating providers, enabling
streamlined communication pathways and referrals. Some ACSs used legally binding information
sharing protocols to regulate the sharing of identifiable information (75).

EVIDENCE OF PERFORMANCE

Individual reports from several reviewed ACSs demonstrate improvements in quality of
care (21,23,29,30,34,35,77), reduction in cost (24,30,35), achievement of savings and returns on
investment (21), improvements in clinical outcomes (24,30,77), and high patient satisfaction
(30,34,35). However, it is difficult to generalize these ACS-specific results given variation in
context, measurement, intervention, time, and other factors. In addition, general performance
evaluation is difficult given potential misalignment of policies governing health care processes,
lack of theoretical understanding of accountable care, and the introduction of multiple changes at
similar times. Evaluation of adverse outcomes such as complications, emergency admissions,
and readmissions provide minimal insight into changes in patient health status. In addition,
appropriate process and intermediate outcome standards may not exist. In other words, current
evaluation approaches may not have adequately captured the impact of ACSs. The impact of
integration and focus on both physiological and social aspects of patients’ lives has not yet been
properly understood or measured (1). However, there is preliminary evidence that these changes
have modified demand for health care and reduced acute care need in some instances (24,35).
Reviewed examples demonstrate that full ACS implementation takes time such that impact may
not be observable in the short-term (1), highlighting the importance of intermediate indicators to
measure performance.
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IMPLEMENTATION OF ACCOUNTABLE CARE: CHALLENGES
& ENABLERS

Given the large variation in American ACOs and international ACSs to date, it is important
to recognize major challenges and enablers in transforming care to effectively improve population
health, engage providers and patients in new practices and new ways of service delivery,
including a shift to a value-based payment system, and in sustaining ACSs. Six key conceptual,
organizational, and macro-level challenges and three enablers to ACSs are summarized below.

CHALLENGE 1:
IMPROVING POPULATION HEALTH

While ACSs developed some expertise in improving quality of care and reducing cost (8),
improving population health remains an elusive goal due to a number of challenges. First, many
ACSs, and particularly American ACOs, have focused on interventions to reduce cost and
improve quality of care, often without addressing the underlying causes of poor health in their
patients and communities. As a result, population health has not been prioritized in the design,
implementation, and operation of ACOs in the US. Second, population health as a concept is not
yet well understood in health care practice, which makes it difficult for health care leaders, health
care professionals, other providers, and policy makers to act upon it or consider it as a viable
strategy to cutting cost and improving quality of care. Neither is there enough expertise in
population health practices in health care, especially in primary or secondary care, to be able to
take on and lead population health interventions. Third, outside of the US, ACSs noted a potential
conflict between improving population health and providing provider compensation. Improving
population health will likely reduce costs, but concomitantly, it may lead to lower risk
compensation received by the providers, potentially creating a disincentive for innovative health
interventions (26).

CHALLENGE 2:
EMBRACING A VALUE-BASED PHILOSOPHY OF CARE & CLASH OF
CULTURES

Transitioning to value-based care has many challenges, one of which is an embedded,
resistant nature of established patterns of behavior in healthcare. Some ACSs experienced
resistance from providers to adopt a new way of working together. Particularly, physicians resisted
the transition to ‘integrated care due to a perceived loss of autonomy, strict protocols, and
delegation of care to nurses (33,74,83). In some instances, physicians overcame this hesitation
after initial results showed integrated care was beneficial to them (24). Another challenge was for
health professionals to accept and work with non-traditional providers such as care coordinators
(74,75). Resistance also existed at various levels of government involved in the approval process
of ACSs, due to lack of familiarity with accountable care, concerns about integration of health and
social care, and the good performance of a proposed ACS (83). To achieve improved care and
reduce costs, the payers, ACS leadership and providers “need to acknowledge that integrated
care requires, above all else, genuine teamwork” (1). Teamwork has been identified as the
‘unshakeable cultural priority’ (1) for success in improving quality of care and cost-efficiency.
Clearly, ACSs face large, paradigmatic cultural shifts that take time, effort and motivation to create
a new organizational culture. Many related cultures, such as culture of quality, provider-driven
quality improvement, collaboration, sharing and learning, and partnership and engagement with
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patients, families and communities will have to be cultivated and addressed to support changes
in organizational culture.

CHALLENGE 3:
ADDRESSING THE LACK OF INFORMATION TECHNOLOGY & TIMELY
DATA

Strong information technology and data analytics (ie. shared interoperable systems) can
enable an ACS to improve performance, adequately stratify patient populations according to
physiological and social needs, engage patients, enable care coordination, and effectively
allocate resources (23,24,30,33). Differing levels of health information technology sophistication
(e.g., different platforms) among ACS participants impacted the ability of these organizations to
comprehensively plan and deliver care and services as well as measure progress (16).
Furthermore, in the US, receiving patient population data retrospectively from CMS inhibited the
targeting of services to generate the biggest return on investment (84).

CHALLENGE 4:
ADDRESSING POPULATION ASSIGNMENT & PATIENT ENGAGEMENT

Although both American ACOs and international ACSs are responsible for an assigned
population, the method of assignment is an important distinction as it may have repercussions on
how the organization designs its network of providers and partners, engages with the population,
and plans and delivers care and services. International ACS are typically responsible for a
population in a defined geographic area, while American ACOs are responsible for insurance
policy holders or beneficiaries who may or may not be residents of the same geographic area.
The fundamental problem with population assignment in the US is that it can avoid direct
engagement of ACOs with their Medicare beneficiaries (58). ACO beneficiaries are assigned,
prospectively or retrospectively, based on their use of physician services (i.e., beneficiaries whose
primary doctor has joined an ACO are, by default, considered to be enrolled ACO members). It
was expected that physicians and hospitals would join ACOs for bonus payments, and their
patients would follow and enroll. However, patients can also elect to see other physicians,
including those outside of ACOs. In some cases, patients were not even aware that they were
enrolled in an ACO. Physicians participating in ACOs are not entirely sure who among their
Medicare patients are in their ACO, which makes it difficult for physicians to manage care. This
situation creates an inactive, unengaged patient population which can inhibit effective
accountable care.

CHALLENGE 5
SHIFTING TO A VALUE-BASED PAYMENT SYSTEM

Shifting from a traditional fee-for-service model to a value-based system has proven to be
problematic for American ACOs and international ACSs alike, although the latter may have had
more success with it. This shift is not automatic and is related to a number of factors. First, this
shift requires providers to prioritise quality of care over quantity of care. The ACO providers
working in traditional models of either salary, fee-for-service, or fee-for-service with partial
capitation for selected populations or health conditions (1) are not well positioned to make this
shift. Incentives to providers are a minor component of their payment compared with status quo
reimbursement models, and thus, these incentives do not create a strong leverage for change.
Second, this shift to value-based payment requires the application of systems thinking to create
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a system that aligns a range of programs and services with measurable quality, cost, and
population health outcomes. Some ACSs employ alternative payment models such as bundled
payments (Zio), capitation payments (Better Together, Canterbury) or blended payments (NWL
ICP) that better support focus on quality of care and help create an aligned system with the vision
of “one system, one budget” (Canterbury).

CHALLENGE 6:
SUSTAINING ACCOUNTABLE CARE OVER TIME

ACSs face many internal and external challenges that may affect its sustainability over
time. Challenges with implementation and achieving potential benefits among early adopters of
ACOs in the US were reminiscent of the failed integrated delivery networks of the 1990s (7)
causing some to suggest that ACOs are similarly fated. Lack of appreciable quality and cost
improvement in the second or third year suggest that ACOs may be unsustainable after the most
obvious opportunities for improvement have been taken. Along the same vein, ACSS’
performance, if judged insufficient, may result in government funding being withdrawn. The NWL
ICP, a large-scale ACS designed to integrate care across primary care, acute and community
teams for people living with diabetes and/or those aged 75 or older in the UK, lost funding at the
end of the second year due to lack of evidence for timely improvements in cholesterol levels,
HbAlc values, and blood pressure after being on a care plan for three months as well as
insignificant changes in emergency admission rates and associated costs (74,85). The same
evaluation emphasized that the ACS was very new, and the changes should be seen as a
medium-term objective (74). The demise of NWL ICP resulted in the loss of a systematic approach
to drive integration of care in North West London.

Changing political climates and concerns about privatizing public health care may cause
ACS contracts to fall in or out of favour with political parties. In April 2018, Valencia's Health
Authority in Spain decided to terminate the public-private partnership with Ribera Salud (Alzira),
and to revert to direct public provision (34). While the left-wing regional government was in favour
of reverting to public provision, advocates of the Alzira model argued that the model was superior
in terms of productivity, per capita expenditure, and quality (34). The termination of the Alzira
model led to regulatory changes enacted in a new law that favoured exclusive public provision as
a model of service delivery.

ENABLER 1:
ALIGNING PUBLICHEALTH & SOCIAL CARE INTERVENTIONS WITH
DELIVERY SYSTEM REDESIGN

The following steps could potentially bridge the health delivery system, public health, and
social care (20) :

1) Define the population for which responsibility is shared;

2) Require or incentivize ACSs to first establish clinical partnerships and co-design
care pathways for patients, perhaps including shared governance arrangements
for some components with local public health agencies and community
organizations (e.g., schools, senior centers, faith-based organizations);

3) Involve specialists in public health and community health in an ACS to make it
more feasible and acceptable to hold organizations in ACSs including hospital,
physician, community care and public health agencies jointly accountable for
health outcomes;

4) Align funding streams and incentivize health, social care, and public health
agencies to advance delivery system objectives in population health.
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Organizational alignment of processes, incentives, understanding, attention, trust, and
values is needed to foster cooperation and enable coordination among multiple ACS partners.
Vertical and horizontal integration alone will not address misalignments in how partners approach
action on health, quality, or cost. This alignment is not automatic and requires the use of strategic
practices including informing, involving, enhancing, motivating and evolving (86). Furthermore,
improving alignment requires ACSs to act at all levels simultaneously, ensuring ongoing dialogue,
organizational learning, and flexible adaptation.

ENABLER 2:
INTRODUCING SUPPORTIVE POLICIES AT A MACRO-LEVEL

Supportive government policy and regulatory frameworks enable flexible governance with
patients and consumer advocates including shared savings payments, referrals, care
coordination and quality initiatives; ensure the financial stability of entities responsible for
providing care to patients; and provide clear, legally sanctioned methods for sharing data among
ACS participants and with other providers (87). In the US, Congress enacted the Patient
Protection and Affordable Care Act (2010) to create ACOs, and also amended the Social Security
Act to establish the MSSP and other high-profile initiatives, including Pioneer ACO, and Next
Generation ACO programs. While ACOs could pursue a variety of operational models in pursuit
of the Triple Aim goal, CMS set strict eligibility requirements and performance standards that
ACOs must meet or exceed (46,88). A series of regulatory measures, including waivers, have
been used to help build ACO capacity across the continuum of care. In Spain, a legislation was
enacted in the late 1990s to support self-managed hospitals and devolve health care planning
responsibilities to autonomous communities supported the introduction of the Alzira model (34).
Specifically, these changes expanded the type of legal mechanisms for care provision and
enacted the development of PPP that provided hospital and primary care to the population who
lives in a health care area. Alignment of many related policies, regulations, and complementary
programs can enable ACSs to achieve their goals.

ENABLER 3:
LEVERAGING STRENGTHS, KNOWLEDGE, & EXPERIENCE

American ACOs in particular are often described as driven by physicians, hospitals, and
other health care providers, but research shows that involvement of a management partner can
contribute to performance (5,26). Because of the flexible nature of ACO contracts in the US,
management organizations can become partners and share in financial risks and rewards.
Management partners are not exclusive to American ACOs; in Germany, GK is a joint venture
between a network of physicians in Kinzigtal and a Hamburg-based health care management
company, OptiMedis AG. Management partners add expertise in data, administrative,
educational, and care coordination services.

At an organizational level, experience with payment experimentation, clinical integration,
and large group negotiations enabled ACO implementation (27). ACOs prefer to build their
networks by including physicians and physician groups with prior experience with elements of
accountable care (27). Team-based healthcare delivery models led by physicians, such as
patient-centered medical homes, also enabled ACO development (28). Internationally, building
on one’s strength was a viable strategy for GK that used its vast physician network as a base for
strengthening primary health care (5,6,29). In the Netherlands, Zio utilized its health workforce,
including nurses, as a foundational platform for building its ACS network (29,30).
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ACCOUNTABLE CARE IN ONTARIO:
BALANCING CHALLENGES & ENABLERS

There is ongoing discussion about applicability of ACSs in Ontario as a potential solution
to fragmented, volume-incentivized, and costly health care (3,4,89,90). Several key Canadian
reports have described the development, implementation, and performance of American ACOs
focusing primarily on their operational features (e.g., specific costs and quality performance
measures, business models, regulatory aspects, etc.) (2—-4,12). However, the underlying
philosophy of care has received little attention to date. One of the important findings of our review
is that the development, implementation, and success of ACSs is diverse and strongly dependent
on context. It is the underlying philosophy of accountable care that is common across health
systems, with each system then determining the best operational model of care driven by local
priorities, context and resources. In light of these findings, we use a strength-based approach to
highlight the opportunities that exist in the Ontario health system to support the philosophy of
accountable care, with a discussion of how select challenges and enablers identified elsewhere
may relate to Ontario. Considering ACOs and ACSs as a concept rather than a fixed model of
care that can be directly transferred from one health system to the next is central to this
discussion.

IMPROVING POPULATION HEALTH

Reorientation of the Ontario health system towards population health has been slower
than expected given Canada’s leadership in the population health movement (91-94). However,
there are positive changes in policy and practice that continue to reorient care to more integrated
approaches. In Ontario, at the time of this report, the People’s Health Care Act has been
introduced to legislature. This Act is expectedto consolidate care under a larger agency termed
Ontario Health, and to create Ontario Health Teams of health providers that provide integrated
care to defined populations. Prior to this, the Patients First Act (2016) required hospitals, home
and community care, primary care, and public health to work together to plan and deliver a range
of services to improve access to and quality of care for Ontarians (10). This work is underway and
is supported by research and demonstration initiatives that focus on strategies aligning population
and primary health care to address the social determinants of health (95-99).

Attempts to align interventions to improve population health, reduce costs, and provide
provider compensation have not yet been successfully implemented in Ontario (2). Providers
continue to focus on activities within limited domains, and on achieving short-term results.
However, the presence of large and experienced multidisciplinary primary care practices, such
as Family Health Teams and Community Health Centres, many of which have adopted a
population health approach, offers the potential to develop formal accountable care networks. A
study estimated that, in 2013, there were 78 informal multispecialty physician networks that linked
each Ontario resident to their primary care provider in Ontario (100). These networks included
physicians, specialists and hospitals, and were reasonably self-contained in that residents could
receive most of their care within their respective networks. These natural networks could provide
the foundation for an ACS, leveraged by the growing number of community Health Links as
coordinating agencies (as of 2019, there were 82 Health Links in Ontario). The integration of
various sectors will be important for the implementation of ACSs in Ontario, including shared
savings.
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EMBRACING A VALUE-BASED PHILOSOPHY OF CARE & CLASH OF
CULTURES

The seminal Lalonde report (1974) (101), the Ottawa Charter (1986), and restructuring
reforms of the 1990s have influenced thinking about population health in Canada (102), and
gradually increased consideration of equity and application of the Triple Aim framework at various
government levels and health care organizations in 2000s. Passage of the Patients First Act
(2016) in Ontario placed patient and caregiver needs of individuals and the determinants of health
philosophy at the centre of service delivery and offered the opportunity to apply it systemically.

In the midst of these changes, the belief that “organizational change is facilitated first and
foremost by structural change” is being replaced by a growing interest and recognition of relational
elements outlined in contemporary design principles for collaboration to improve population health
(103). An important relational element in the context of a complex, multi-organizational Ontario
health system is that of building a culture of trust and accountability between multiple parties
involved in the development of ACSs. While not explicitly discussed in the articles reviewed here,
trust is an essential underpinning element of successful collaboration to deliver better and more
integrated care. Therefore, we highlight trust as a key enabler of successful implementation of
accountable care in Ontario (13,14). Indeed, trust was identified as key to the development of
some of the first ACOs in the US Pilot Program (104), and has further been identified as central
to success with bundled care and integrated care in Ontario (14,105). Trust must exist across
multiple relational planes including trust between different providers that have partnered together
in a given ACS to deliver high-quality care or trust between providers and patients in navigating
more engaged, patient-centered care in which the patient’has more agency in the care received
(105). Trusting relationships must develop over time through frequent formal and informal
interaction (106), and arise from shared vision and goals, strong understanding of each partner’s
role and how they contribute to the overall function of the ACS, empathy and respect, and strong
communication that is ongoing, accurate, and solution-focused (14,107). Establishing trust can
help to facilitate stronger interdependence between partners, better collaboration and
communication, and may contribute to better care outcomes (107,108). In addition, trust can help
to improve the quality of partnerships and can empower providers and patients as new relational
norms are established within ACSs (106).

ADDRESSING THE LACK OF INFORMATION TECHNOLOGY & TIMELY
DATA

Access and use of shared EHRs remain limited in Ontario (4). Health records that span beyond
traditional medical care also remain underdeveloped. Similarly, the rate of adoption of electronic
medical records has been slow, and attributed to financial constraints, including financial
support for the transcription of patient data from paper to electronic media, interoperability of
electronic medical records for hospitals, pharmacies, and clinics and lack of experienced,
knowledgeable technical support during implementation (17). Despite these limitations, Ontario
has a superlative capability to use administrative data to monitor risks and achieve quality
targets as well as shift care to less expensive settings ( e.g., from hospitals to communities).
However, Ontario needs to identify priorities for quality goals, and equip its providers with
interoperable EHRs, which will be essential for sharing information across sites to support the
achievement of quality targets and development of ACSs.
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ADDRESSING POPULATION ASSIGNMENT & PATIENT ENGAGEMENT

In the past decade, the number of adults who have access to a primary care provider
increased from 92% in 2006 to 94% in 2015 in Ontario (109). Ontario primary care providers have
been shifting towards group and inter-professional practices for several decades now and many
have well-maintained patient rosters that would facilitate population assignment and patient
engagement. Given that population assignment may be dependent on access to primary care
providers (21,30,35), Ontario may not face this particular challenge to the same degree as the
American system. There are, however, opportunities for improvement within particular sub-
populations of Ontario residents. Notably, rural Ontarians and recent immigrants have lower rates
of access to primary care providers (88% and 86% respectively). Recent immigrants, low-income
individuals and people with comorbidities are also less likely to have access to group and inter-
professional care (109). To improve access to care in rural communities, the use of telemedicine
complemented with regular community outreach into rural communities can be used to identify
and assign patients (6,110).

There are various patient engagement initiatives currently underway in Ontario and in
other provinces that engage patients, caregivers and citizens in health care (e.g., co-designing
health and healthcare interventions)(18). Important lessons drawn from these and other ACSs
included in our review suggest that working with patients and populations supports interventions
and their success (18). The use of community advisory boards in governance structures is
crucial to ensuring adequate design and delivery of care and services and improved outcomes
(110). These experiences can be useful to drive patient and caregiver engagement in the design
of ACSs as well as increase engagement practices in health care as a norm in Ontario.

INTRODUCING SUPPORTIVE POLICIES AT A MACRO-LEVEL

Ontario’s decision-makers will need to assess whether the province’s policy and regulatory
framework supports or hinders growth of accountable care as well as consider changes that
would sustain ACSs. Ontario has introduced several recent reforms that intend to support
integrated, patient-centered, and accountable care, including Health Links, new funding models
with bundled care programs, the Patients First Act (2016), and most recently, the People’s
Health Care Act (2019) (111) (Table 5). The last of these reforms will substantially change
health organization.

Recent regionalisation spearheaded by the Patients First Act established new sub-regions
that act as “integrators” of region-wide improvement efforts across public health, health care,
and non-health sectors. Regionalisation can support innovative and accountable organizational
structures that prioritize primary care and population health (116). This approach could help
achieve the following: 1) build a system-wide base for ACSs (greater geographic reach,
enhanced clinical capacity, increased care coordination, economies of scale, and a more robust
asset base); 2) establish clear lines of responsibility and accountability; and 3) shift focus of
spending to value-based care (117). Specifically, performance-based incentives that link
investments to outcomes could help shift the focus of health care spending to value rather than
volume. It is important to link regionalization to other integration strategies to incentivize
physicians to help improve the quality, cost, and access of specialty services at the system
level. For this to happen, Ontario physicians need to become an accountable and integrated
part of ACSs (116). Experiences in Germany and the US demonstrate that both financial and
non-financial incentives can be used to achieve this goal. Specifically, increasing physician
leadership via physician-led systems of care where physicians make a contribution to design
care and are held accountable for the overall quality and cost results of their patients is likely to
help achieve this goal (118,119).
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Table 5. Recent patient-centered reforms in Ontario health care

Reform

Description

Legislation

People’s Health Care
Act, 2019

Legislation that will create Ontario Health Teams to provide singly-funded integrated
care to defined populations and create a new super-agency called Ontario Health by
consolidating the Local Health Integration Networks, Cancer Care Ontario, eHealth
Ontario, Trillium Gift of Life Network, Health Shared Services, Health Quality Ontario,
and HealthForce Ontario Marketing and Recruitment Agency (111).

Patient’s First Act, 2016

Legislation that expands the mandate and responsibilities of Local Health Integration
Networks to include home care and primary care planning in addition to hospitals,
long-term care homes, community services, and mental health and addiction services.
These services are coordinated in new, smaller geographic sub-regions to ideally
improve local delivery, integration, and responsiveness of services to community
needs (112).

Service Delivery

Health Links

Geographically-based integration of health providers to manage and deliver care for
patients with complex health needs. Health Links are associated with LHIN
geographic sub-regions (11).

Bundled Care

Piloted at several hospitals across Ontario, Bundled Care (also known as Integrated
Comprehensive Care or Integrated Funding Models) is a service delivery model that
integrates care between acute and post-acute settings (except physician funding) for
select surgical procedures and chronic disease conditions using care coordinators,
singular electronic patient records, virtual care, and an integrated team of health
providers (113).

Funding of Health Services

Integrated Funding
Models

A service delivery and funding model that'provides one payment to cover all needs
along a continuum of care for a specific procedure (e.g., hip and knee replacement
surgery) to a team of health providers that deliver these services(114) .

Health System Funding
Reform

A hospital funding model that allocates a portion of funds based on expenses for
expected service volumes that adjust for hospital characteristics, location, and
services provided as well as‘population clinical and sociodemographic characteristics.
An additional portion of funds are allocated to provide specific procedures (e.g.,
cataract surgery, elective aortic aneurysm repair), with remaining funds provided for
global, unlinked expenses (115).

While a report evaluating applicability of ACOs to Ontario (2) suggested that very little
regulatory change will be required for implementation, some changes will likely be needed?.
Supporting the implementationof ACSs with statutory amendments is needed to ensure ACSs
have full control over their management decisions with clearly delineated responsibilities, and
that all providers within an ACS can share information and are knowledgeable of a patient’s
care (2). There are a number of policy enablers that can be introduced to support ACSs in
Ontario. The following opportunities for improvement should be considered:

e Align interventions that address population health, costs, and experience of care, and
provide adequate provider compensation (120). Creating this alignment requires policies
that support innovative ways of working together and combine multiple, conflicting
perspectives to create value-based care. These policies should focus on strengthening
primary care, building integrated health systems, implementing appropriate health
payment schemes that promote value, and enabling health information technology (25).

¢ Revise accountability mechanisms and streamline responsibilities among multiple
agencies (117). Policy considerations should address financial and performance
accountabilities to MOHLTC and beyond, providing a platform to bring together primary
care practices to participate in provincial or regional accountable care initiatives. These
policies must consider innovative ways of increasing accessibility of care and services

2 Detailed analysis of legislative context can be found in Huynh, Baker, Bierman et al. Exploring Accountable Care in Canada, 2014

31




for rural Ontarians and recent immigrants. Policies should also support the spread of
community governance structures for inter-professional primary care models (2).
Implement shared savings structures (2). Policies should address issues with
contradictory financial incentives, particularly with respect to physician payment (2),
account for differences in complexity across patient populations (19), and ensure
appropriate reallocation of funding for greater use (2). Notably, the MOHLTC is currently
piloting a bundled care approach where a group of healthcare providers determine a
single payment to cover all care needs of an individual patient's hospital and home care
(121). Results of this pilot could inform development of payment mechanisms for future
ACSs in Ontario.

Increase availability and use of shared EHRs (4). Policy makers should set priorities and
address policies, procedures, practices, and training for the establishment and utilization
of EHRs to support ACSs. Most importantly, care providers must be equipped with EHRs
to support sharing information.
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CONCLUSION

ACS implementation is complex as it requires the alignment of incentives for value-based
and population-focused care. ACSs as a philosophy rather than a fixed model of care is an
important distinction that supports consideration of feasibility and transferability to different
contexts. Portraying accountable care as a fixed model suggests that there is a singular definition
of how services should be organized and delivered (122). In reality, however, the design and
implementation of ACSs is dependent on context. One of the strengths of this review is its
conceptualization of ACSs as a philosophy of care as this can be more easily transferred to
different contexts as opposed to fixed models of care.

Challenges described in this review are not exhaustive. However, they highlight the need
to embrace population health issues as part of a health care delivery system. In addition, there is
a need to pursue a broad, coordinated range of changes to align organizational structures,
capabilities, and behaviours with the philosophy of care, while ensuring sustainability. The lack of
proper technology is emphasized as it severely limits the ability of ACSs to comprehensively plan
and deliver a broad range of care and services as well as measure progress. To build integrated
ACSs in Ontario, access to and use of shared and interoperable EHRs must be improved.

Our review also identified a number of enablers that facilitate successful implementation
of ACSs in various contexts. These enablers include practical strategies to align public health and
social care interventions with the delivery system redesign, and supportive policies and regulatory
measures which ACSs can leverage to sustainably offer a” broad range of services. Most
importantly, both the US and international experiences demonstrate the importance of identifying
and leveraging existing strengths as a starting point for implementing an ACS, and then pursuing
change with persistence, creativity, commitment, and supportive policies.

While ACSs may provide a solution to some Ontario health care issues, it is not a panacea
for short-term financial gain. Instead, development of ACSs in Ontario should be viewed as a step
towards a more integrated and population health-oriented system of care.
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International ACS examples.

APPENDIX

Canterbury . Mid .
S North West Nottinghamshire
des Kinzigtal District Health Zo_rg In_ London Torbay and South Better Together .
Name Gesun Board Ontwikkeling . Alzira
(GK) (Canterbury (Zio) Integrated Care Devon Care Trust Health and Social
DHB Pilot (NWL ICP) Care (Better
)
Together)
Country Germany New Zealand Netherlands UK UK UK Spain
Description Private health Program of Integrated primary | Innovative England’s first Pilot program, Public-private
management integrated care group that program designed | Integrated Care supported by the partnership
organization that transformation provides chronic to improve the Organization (ICO), | UK government, to in Valencia where
delivers population- focused on disease coordination of bringing together test and evaluate the first Spanish
based integrated keeping people management care for people acute and the implementation | public hospital
care services at a (particularly older with diabetes and | community health of accountable care | (Hospital de La
local level people) well and those older than and adult social at the local level. Ribera), managed
healthy in their 75 years in North | care services under under what is
homes and West London. one provider referred to as an
communities. organization administrative
concession.
Start year 2005 2007 2010 2011-2013 2015 2014 1999- 2018
Target Residents of rural Residents of Patients with 550 000 people, Residents of Residents of Residents of the
population and | communities in Canterbury; diabetes, asthma, 15 200 patients Torbay, 300 000 Nottinghamshire; Valencia area;
size southwest Germany; | 567 870 COPD, with diabetes (of 310 000 >1000 000

> 10 000 lower SES

cardiovascular
diseases, mental
health conditions,

whom about 8700
are older than 75
years) and 22 800

and frailty; patients who are
> 24’500 older adults.

ACS Partners | o 52 physicians’ e Canterbury e Insurer VGZ and | e 100 general e South Devonand | e 2 NHS e A single private
practices (22 DHB, multiple practices Torbay Clinical commissioners management
general e Pegasus Health, providers (81 e 2 acute care Commissioning that represent company that
practitioners, 5 e Pharmacy, GPs and primary trusts Group Nottinghamshire’s integrates care
pediatricians, 3 « public and care e 5 primary care ¢ South Devon 2 CCGs between a
psychotherapists, private nursing professionals trusts Healthcare NHS e Local authority hospital, 28
22 specialists), organizations, from 55 general e 2 mental health Foundation Trust commissioner primary care

e 6 hospitals e Laboratory practices and 1 care trusts e Torbay and e 7 providers physician
e 3 pharmaceutical providers. academic e 3 community Southern Devon across care offices, 8 basic
manufacturers hospital) health trusts Health and Care pathways such as care facilities, 5

¢ 9 nursing homes
¢ 4 ambulatory

e 5local
authorities

NHS Trust
e Torbay Council
Devon

primary, mental
health, acute,

ambulatory, after-

integrated
health centers
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Mid

panterbury North West Nottinghamshire
N District Health Zorg In
Name Gesundes Kinzigtal Board Ontwikkelin London Torbay and South Better Togethgr Alzira
g
(GK) (Canterbury (Zio) Integrated Care Devon Care Trust Health and Social
DHB Pilot (NWL ICP) Care (Better
)
Together)
e home health e 2 voluntary Partnership NHS hour service, and and | specialty
agencies sector Trust, Devon community-health center.
¢ 5 physiotherapists organizations Health services.
¢ 14 pharmacies (Age UK and and Wellbeing
e 22 health and Diabetes UK) Board, Torbay
sports clubs, and 6 Health and
gyms. Wellbeing Board,
Devon County
Council, Rowcroft
Hospice, South
Devon and
Torbay Strategic
Public
Involvement
Group, Northern,
Eastern and
Western Devon
Clinical
Commissioning
Group
Governance e [Four advisory ¢ Alliance Executive ¢ Integrated e Board of e Strategic Board e Governed
councils: 1) leadership Board Management directors has governs the through the
patient board; 2) team, alliance Boards of the Board made of collective alliance. Hospital de La
patient support team, regional representative responsibility for | e Citizens’ Board Ribera board.
ombudsman; 3) and a number associations of s from provider the exercise of provides e This board
physician’s board; of service-level GPs, organizations all the powers of stakeholders’ receives input
4) provider’s alliances and physiotherapist and the GPs the Trust. feedback. from doctors
board. work groups s, and dieticians who were to e Committees e.g., | e Organizational and
e All business- . Independent chair Audit and Statutory Bodies coordinators
critical decisions control board multidisciplinar Assurance helps involve
require the monitors and y groups. Committee, state institutions
consensus of the advises Zio. e Committees Quality in high-level
Physician’s Board included Assurance decisions.
and the CEO, Finance and committee,
who is appointed Performance, Finance,
by OptiMedis AG Evaluation and Performance,
Research, Investment
Clinical & Committee
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Mid

panterbury North West Nottinghamshire
des Kinzigtal District Health Zo_rg In_ London Torbay and South Better Together .
Name Gesun Board Ontwikkeling . Alzira
(GK) (Canterbury (Zio) Integrated Care Devon Care Trust Health and Social
DHB Pilot (NWL ICP) Care (Better
)
Together)
Education, and
Information
Technology.
Financing e Partners sign a DHB allocates Zio reimburses | e Providers are e Providers are e Providers are e Capitation
shared savings annual block health providers reimbursed reimbursed reimbursed system
contract that grants to its using singular using a using capitated using capitated (hospital +
holds GK providers and bundled capitated payments where payments where primary care)
accountable for makes payments payment to 1 % of the 2.5% of the follows the
managing care collective covering a conduct care payment is payment is patient journey.
for enrolled decisions with continuum of integration linked to linked to e Provider is
patients with a alliance disease-specific activities, with performance. performance. paid an annual
particular focus partners on services. flexibility in e Providers share fee based on
on high-risk how to 10% of these how to allocate cost savings the size and
patients. allocate payments is these related to anticipated
e GK contracts savings from linked to payments. prescribing health
health providers improvement performance. o AlICP equivalent but conditions of
and reimburses initiatives partners cheaper the population
them through receive a medications, and to be served
FFS and bonus proportion of they share risk o
payments for any funding associated with
integrated and surplus at the discharge
value-based. end of the pilot transitions.
if hospital
admissions
were reduced
by 16.2%.
Patient e Patient advisory | Patient Patient experience | Patient Patient experience e Early patient Patient
engagement board satisfaction surveys experience surveys consultations in | satisfaction
e Patient surveys surveys the design surveys
ownership of phase of the
medical records pilot
Self-management e Development of
and education metrics
Patient experience
surveys
Performance Measures include Measures cover 4 | Measures are Measures cover 4 | Measures span 3 Measures spans 4 e 48 indicators
measurement domains; grouped into 2 domains; domains; domains: were

groups;

identified and
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e total cost per e Prevention e Disease reduction of e Developing e population grouped into
patient Services specific unwarranted well health, three
e patient and (Women aged 50- measures service (reduce self-harm e quality of life categories:
provider 69 years havinga | (Prevalence of DM, utilization and | attendances by'10% | ¢  quality of care quality,
satisfaction mammography in Patient division costs a year, improve care effectiveness. service, and
e percent of the last two years, | between GP’s and improvement | experience of management.
patients with young women specialists, of clinical people using the e Indicators
avoidable completing an Percentage of outcomes service by: to be include
negative health HPV vaccination patients not improvement | agreed with service process
outcomes program), included in disease of quality of users, rate of indicators
e percent of e Early management care increase of alcohol (for example,
patients/physicia Detection & program, improvement related hospital waiting times and
ns adhering to Management | Percentage of of patientand admissions: 0%, clinical activity);
clinical Services patients less than professional attainment of e Clinical
guidelines (People receiving | 80 years of age experience pgrsgnal _goals set outcomes
e quality of life subsidized who had an LDL with individuals for (including
e percent of diabetes self- cholesterol (less the outcomes they immunization and
patients with management than 2.5 mmol/L) want), mortality rates);

avoidable
hospitalizations,
e percent of
patients with a
prescription of
antibiotics
percent of patients in
integrated care

support from their
general practice
when starting on

insulin),

e Intensive
Assessment
and
Treatment
Services

(Young people (0-

19 years)

accessing

specialist mental
health services &
e Rehabilitatio
n and
Support
Services
(People accessing
community-based

test in previous 5
years, Percentage
of patients using
lipid lowering
medications,
Percentage of
patients tested for
late stage chronic
kidney disease,
Percentage of
patients that have
been tested for
kidney disease
using urine test,
Percentage of
diabetes patients
with known
smoking behavior,
Percentage of
patients that
smoke,

. Living well
and working
well

(reduce the

numbers of frequent

attenders to
secondary care with

MUS by >10%),

. Aging well
and dying well

(reduce hospital

admissions by 10%

a year improve

experience of

person with
dementia/families
by: measures to be
determined at
engagement,(
increase the

e patient
experience
(such as

satisfaction and
involvement in
care, and the
number of
complaints
handled on time).
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pulmonary Percentage of number of people
rehabilitation patients with supported to die at
courses, and fundus home if that is their
people (aged 65 examination in wish support the
years or older) previous two reduction in hospital
accessing the years, Percentage deaths by 10% per
community-based | of patients that had year support a 25%
falls prevention a foot examination reduction in the
service) and average length of
e Measures of stay in hospital for
patient patients in the last
perspectives two weeks of life )
of chronic
care delivery
(percentage of
patients provided
with self-
management
support and the
percentage of
patients
experiencing
integrated care)
Evidence of e sustained lower | e acute e 54% decrease | Patientand e The daily e Reduced ED 27%
performance hospitalization admissions in hospital provider average utilization decrease in
rates, higher life rate remains admission experiences were number of across all age cost per
expectancy and one of the costs for positive while occupied beds groups as capita
higher mean lowest in the patients there was no fell from 750 in compared to Electronic
age at the time country (at assigned to significant 1998/99 to 502 the previous patient
of death than in 5,341 per specialty reduction in in 2009/10. period records for all
a control group 100,000 nurses utilization e Emergencybed | ¢ In2016-2017, patients
. 92 percent people, e 15% decrease day use in the generated Average
patient compared in proportion population £22.275 million length of stay
satisfaction rate, with a of patients aged 65 and ($27.67 million reduced by
e exclusively national rate with poor over is the USD, 2016) in 20%
financed out of of 7,644 per glycemic lowest in the total savings, Average
shared savings 100,000 control region at 1920 £3.5 million elective
(after start-up people) per 1000 ($4.35 million waiting time
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financing for the avoidable Improved patient population USD, 2016) in reduced by

first year); admission satisfaction scores, compared with gross savings, 55%
e  total cost rate is also with 89 % of the an average of and a 122% e 54%

savings of lower than patients saying 2698 per 1000 return on reduction in

~$38.2 million average they would in 2009/10. investment. average A&E

(USD 2014 from (2,637 per recommend the e Emergency bed | ¢ agross waiting time

2007-2014, cost 100,000 model. day use for financial benefit | ¢  34%
reduction of 7 people, people aged 75 of $39 million to reduction in
percent per insured compared and over fell by the local health hospital
person in the ninth with 3,717 per 24 per cent and social care readmissions
year (2014) of the 100,000 between 2003 economy by within 3 days
project (€5.5 million people and 2008 and 2018/19 is e 91% patient
total, $7 million USD nationally). by 32 per cent anticipated. satisfaction
2014). the proportion of for people aged 93% staff

people aged over 85 and over in satisfaction

75 living in care
homes fell from
around 16 per
centin 2006 to 12
per cent in 2013,
and this trend has
continued

the same
period.
Delays in care
transition from
hospital significantly
reduced and
sustained over time.
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