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Abstract 

Policymakers and providers are under increasing pressure to find innovative approaches to achieve better health outcomes as efficiently as possible. Accountable care, which holds providers accountable for results rather than specific services, is emerging in many countries to support such care innovations. However, these reforms are challenging and complex to implement, requiring significant policy and delivery changes. Despite global interest, the evidence on how to implement accountable care successfully remains limited. To improve the evidence and likelihood of success, we applied a comprehensive framework for assessing accountable care implementation to three promising reforms outside the United States. The framework relates accountable care policy reforms to the competencies of health care organizations and their health policy environments to facilitate qualitative comparisons of innovations and factors influencing success. We present emerging lessons to guide future implementation and evaluation of accountable care reforms to improve access, quality, and affordability of care. 

Introduction 

With advances in treatments to extend life and combat disease among aging populations and the growing number of people with treatable and preventable chronic diseases, health care spending has increased in recent decades and is expected to continue to rise.1 Policymakers and health leaders worldwide are facing pressure to provide access to high-quality care at an affordable cost to consumers and taxpayers.2 A broad range of innovations in care delivery holds the potential to improve care outcomes while lowering costs. These innovations include multidisciplinary teams, shifts to less costly sites and treatment methods, use of data analytics and patient engagement to support treatment adherence and behavior change, and integration of social, community, and medical care to address root causes of high utilization.  However, traditional payment models, regulations, and other policies often fail to provide sustainable support for such care transformations. For example, volume- and provider-specific payments, such as fee-for-service (FFS) or activity-based payments (ABP) within fixed budgets, do not pay for or incentivize many of the investments needed to innovate.   

Globally, accountable care has gained increasing attention as a means to address the adverse financial and health consequences of policies that reward the volume of medical services but not quality. We define accountable care as “a group of providers who are held jointly accountable for achieving a set of outcomes for a prospectively defined population over a period of time and for an agreed cost.”3 Accountable care delinks reimbursement from volume-based or provider-specific payments, and shifts the focus of regulations and other policies from particular providers and services to patient outcomes. This shift can enable providers to develop innovations in care such as mobile technologies that identify at-risk people before diagnosis and support self-management once diagnosed; health screening and promotion to reduce risk factors for people with chronic diseases; and evidence-based care pathways that efficiently link services together based on individual needs. 

Many countries are implementing this policy shift toward accountability. Policymakers in England, the Netherlands, and Singapore have embedded new accountable care reforms in their national health strategies, accounting for system-specific characteristics.4-6 For example, since 2015, the National Health Service in England has supported what it calls “new care models” -- 50 different organizations that have adopted accountable care principles.4 

In the United States (US), accountable care organizations (ACOs) have become a common form for operationalizing accountable care principles. As of March 2017, there were 923 ACOs, spanning physician or hospital-led groups and alliances to fully integrated health care systems.7 Over half are operating in the Medicare Shared Savings Program, involving over nine million Medicare beneficiaries, representing an incremental shift from volume-based payment.8 In addition to ACOs, patient-centered medical homes and bundled episode payments illustrate the shift from volume-based payment toward accountable care.9 

Despite increasing pressure to deliver high-value care efficiently, and global interest in accountable care reforms, the evidence and lessons generated by accountable care are limited. Recent domestic and international pilot programs offer preliminary evidence of important improvements in quality using the same or fewer health care resources. For example, organizations operating in Spain and Germany have improved measures of population health while reducing local hospital admission rates and acute service utilization by increasing investment in primary care and multidisciplinary provider teams.10,11 In the US, ACO results to date demonstrate quality improvements with some overall modest  reductions in health system costs.12,13 {McWilliams, 2017 #149} Encouraging early results, such as reduced admissions in residential care,14 have advanced national trials of accountable care in England. However, alongside the quality and outcome improvements, early savings in many accountable care programs have been modest, and many organizations have not succeeded in reducing overall costs.15 

These results suggest that, in addition to designing policy reforms effectively, success requires providers developing new patient-focused competencies. Organizations have cited technical difficulties, like institutional and cultural barriers to transition away from FFS and integrate care beyond the hospital, and financial barriers to making investments needed to scale new patient-focused care models.16-18 Payers and providers also lack a clear reform pathway and strong evidence to inform implementation. 

To address these challenges, we describe a comprehensive framework to integrate available qualitative and quantitative data on accountable care worldwide.  Using the framework, we make cross-country comparisons to help guide ongoing reforms in many contexts and support the development of a broader evidence base. We apply the framework to examples in three countries – Nepal, the Netherlands, and Germany – to provide practical insights into how policymakers and health care organizations can design and successfully implement accountable care to support new care delivery models. The examples illustrate three alternative and potentially complementary approaches to accountable care reforms: innovative primary care, problem-focused care, and comprehensive population care. 

The Accountable Care Framework: Linking Context, Policy, and Delivery

To provide a more structured approach for describing and assessing the global implementation of accountable care, we extended our previous work on a policy framework for accountable care.  That framework focused on five key elements of accountable care policies – population health, performance measures, support for continuous improvement, alignment of payment and non-financial regulations, and support for care coordination and transformation.19,20 Recognizing the shared challenges with designing and implementing accountable care, we sought to incorporate recent work on organizational capabilities and environmental context.  

To guide us in this effort, we convened two expert working groups of policymakers, providers, and payers in partnership with the World Innovation Summit for Health (WISH) and the Commonwealth Fund. The WISH advisory board included 12 health policy experts from Australia, Canada, Qatar, Singapore, Spain, the United Kingdom, and the US. Twenty US policymakers, providers, and payers comprised the Commonwealth Fund advisory board. We undertook an international review of promising care and payment innovations to expand the understanding of the policy and organizational factors needed to implement accountable care.

The resulting framework enables analysis of how accountable care impact depends on the interaction of specific policies adopted within the broader health policy environment and the competencies of health care organizations. Key competencies are summarized from the work of the US-based Accountable Care Learning Collaborative and National Academy of Medicine’s Vital Directions initiative.21,22 These include: 
· governance and culture - leadership to shift organizational focus toward achieving better patient outcomes and value, not simply excellence in specific procedures or services;
· financial readiness - ability to bear risk and reallocate financial resources 
· health information technology – infrastructure and analytics to support patient-centered care
· patient risk assessment and stratification - ability to target interventions 
· patient engagement – patient perspective embedded across organizational process
· quality and process improvement - quality and efficiency improvement activities linked to performance measures and feedback mechanisms to provide better care
· care coordination - integrated workflow to support continuity of care

Although organizations often lack the staff, infrastructure, and expertise to support accountable care policies, assessing these competencies can identify successful approaches for developing them. 

The broader health policy environment also shapes the impact of reforms. This includes institutional factors (existing structures and communication pathways that determine how resources are allocated), political factors (support to unite stakeholder interests across public and private sector), and regulatory factors (regulatory apparatus that facilitates accountable care reforms). For example, falling FFS payments can create pressure to shift to accountable care models. Conversely, poor coordination across government agencies and funding streams responsible for different aspects of patient care, or regulations that limit the use of allied health professionals in team-based care, can complicate accountable care implementation. 

Together, these factors create a comprehensive approach to assessing accountable care reforms to gain generalizable insights about the determinants of success, facilitating the transition to accountable care in particular settings. 

Global Case Studies of Accountable Care Implementation
To facilitate learning from global experiences with accountable care, we applied this framework to eleven accountable care reforms and developed in-depth case studies for seven programs in diverse settings. We collaborated with local policymakers and implementers to apply the accountable care framework and summarized available evidence of the impact of each reform on patient care, outcomes and experience and on resource use and costs. We reviewed the evaluation methods, including performance measures used and whether data were collected before and after implementation and in a comparison population.

Here, we summarize examples of three approaches to accountable care reform: 1) implementing primary care with a comprehensive person-centered focus (Possible – a primary care public-private partnership in Nepal); 2) supporting person-centered care for specialized conditions (Zio – a chronic disease management model in the Netherlands); and 3) integrating all aspects of care for each patient in a population (Gesundes Kinzigtal – a population-based reform in Germany). These models aim to reward care that patients find valuable by using patient-focused payments such as per-member per-month payments for a broad range of care, with accountability for results and costs.  Exhibit 1 summarizes the accountable care reforms and evidence on their impact. More comprehensive analyses of these reforms are available on our website.23-25

1. Accountable Primary Care: Possible in Nepal
Possible is an example of accountable care in primary care to improve quality of care and outcomes. Possible is a non-profit health services organization operating in rural Nepal, an area with constrained capacity to finance and support basic health care services. To improve access to and quality of care, the Nepalese government entered into a public-private partnership with Possible in 2008 to pay for primary care on a per-capita basis for the general district population. Possible provides health services for less than US$20 per person on average and is accountable for improving population measures of quality, access, and outcomes. The payment structure enabled Possible to implement a hub-and-spoke model – a network of primary care providers and community health workers (the spokes) connected to a secondary care facility (the hub) - to improve how it provides chronic disease and maternity care. The financing design has supported the deployment of frugal care innovations and disease surveillance for remote populations. Community health workers (CHWs) conduct home visits and proactively identify patients needing additional care. CHWs also use cell phones to remotely monitor and track patient health status. Within a limited public budget, these collective efforts have facilitated significant improvements in the delivery of clinical care, such as higher rates of access to surgery and completion of antenatal care.

2. Accountable Problem-Focused Care: Zio in the Netherlands
Zio, which combines primary and specialty care for patients with diabetes, originated in 1996 at Maastricht University to address gaps and inefficiencies in health care for people with chronic diseases. The program initiated a disease management program that shifted tasks from endocrinologists to specialized nurses, moved care from outpatient settings to general practices, and stratified patients based on care needs. In 2007, the Netherlands introduced bundled payments to support integration between primary and specialty care. As a result, health groups like Zio were able to contract for services across teams of providers, holding them accountable for a defined population. Zio negotiated a single contract between insurers and groups of providers of diabetes care to integrate the various types of care needs of diabetic patients. These efforts included assessing steps to reduce complication risks in particular types of patients and care coordination – key components of the framework. Zio’s experience also took advantage of national health policy reforms to broaden nurses’ scope of practice, allowing nurse specialists to perform minor medical procedures. An evaluation comparing quality care in bundled-payment care groups like Zio to a comparison population found significant improvements in diabetes control and fewer serious complications.26 A pre-post study within Zio found improvements in outcomes and reduced costs, including a 54 percent reduction in inpatient costs for those receiving care by nurse specialists.27 

3. Accountable Integrated Care: Gesundes Kinzigtal in Germany
Gesundes Kinzigtal, a private health management company, organized an integrated care network in 2005  in southwestern Germany serving a population of approximately 10,000 individuals. Gesundes Kinzigtal expanded their program after a national health reform allowed provider groups and insurers to contract directly with each other, and allowed insurance companies to reallocate one percent of provider expenditures to support integrated care services.  Prior to the reform, coverage in this region was universal, but payments and care were fragmented and data were not interoperable. Under the new model, patients can choose to enroll in Gesundes Kinzigtal and receive additional services, like individualized treatment plans. Under either choice, their providers and insurer remain the same. The model includes provider performance measures co-designed by physicians and patients, an internal dashboard available to physicians to see their comparative performance, and a long-term shared savings contract between providers and insurers. Gesundes Kinzigtal keeps surplus revenue, determined by the difference between actual health care costs and a benchmark defined as the average risk-adjusted cost of care in the region. This financial arrangement enables Gesundes Kinzigtal to manage care across providers and facilitate patient self-management programs and other initiatives that prevent the progression of chronic diseases. Nine years after the start of the intervention, the model generated a seven percent reduction in per-enrollee cost compared to the general population.28 Gesundes Kinzigtal also reduced unnecessary hospital admissions and mortality rates for participating patients compared to a comparison population of non-Gesundes Kinzigtal patients.11,29

Exhibit 1: Key Performance Improvements in Accountable Care Models 

Emerging Lessons for Health Care Providers 
These cases demonstrate how accountable care can promote care delivery innovations to improve outcomes and use resources more efficiently. The cases highlight the development of organizational competencies to implement the innovations, alongside payment and other policy reforms that enable the innovations to succeed and be sustained. Shifts toward accountable care require new interactions between providers and policymakers, exemplified by Possible’s negotiation of a performance-based public-private partnership with the Nepalese government. The cases show that sustaining and scaling accountable care models also requires organizational innovation and policy reforms to evolve simultaneously, from improving links between primary and specialty care, as in the Netherlands, to increasing public awareness and support of accountable care reforms through voluntary participation, as in Germany. 

Given the multiple dimensions that evolve together, successful accountable care reforms may best be achieved through incremental steps toward clear systemic goals. These global experiences suggest a set of lessons for providers to make stepwise progress.   

Invest in organizational models to enable accountability for results through clinical leadership, shared values, and collaboration across providers and people in the community. A range of organizations can develop the capabilities to succeed in accountable care.  Regardless of form, one common element is to gain trust and practical insights by involving key stakeholders – including patient and community representatives – in developing interventions and restructuring care. For example, Possible developed a Community Advisory Board and formed relationships with CHWs to strengthen disease surveillance and service delivery efforts. Creating a structure that focuses organizational attention on health outcomes can promote a patient-centered culture of care delivery. Clinical leadership coordination across provider silos, such as was facilitated by Gesundes Kinzigtal’s integrated management structure, also helps organizations implement reforms that could otherwise be controversial or infeasible for particular provider groups to undertake. Zio’s strategy of backing up payment reforms (bundling service payments) with horizontal care delivery integration (well-coordinated clinician teams) drove the organization’s success in problem-focused accountable care. 
 
Develop a shared information technology infrastructure with key longitudinal data points to identify and manage high-risk patients. Integrating full electronic health records across platforms and incorporating them into the workflow is technically and financially challenging for most organizations. Organizations often lack the resources, knowledge, or cooperation to implement major reforms in information technology effectively. Moreover, some key data can be captured through sources other than clinical records. Providers can begin with low-cost, incremental solutions to high-priority data needs then continue improving the availability and use of health data. For example, Possible uses a low-cost online management tool to collect key patient data on a weekly basis and provides monthly analysis to guide care delivery. Collecting and tracking actionable data for care coordination and improvement can eventually be expanded to bridge gaps in service. Gesundes Kinzigtal progressively developed infrastructure to support electronic records and interoperable platforms to share important information such as prescription data across practices. Sustained but limited and well-targeted investment in health information technology can improve the targeting and performance of innovations over time. 

Shift care to multidisciplinary teams with appropriately trained staff working together to keep care in the community or home. Patient-focused, prevention-oriented approaches to care involve shifting the locus of care from institutions to communities. Improving linkages to community services, such as through co-location of different types of health service providers, allows provider teams to mobilize social services rapidly for high-risk patients to prevent hospital admissions and facilitate self-management. Using accountable-care payment reforms, providers can incrementally direct resources to train existing non-physician staff and recruit staff with skills that fill remaining gaps. Zio empowered nurses to provide prescriptions and expanded their responsibility for diagnostic and therapeutic tasks.  Possible invested in community health workers to conduct case-finding home visits and build relationships with local clinics. Diversifying the health professional workforce offers opportunities to meet patient needs more efficiently. 

Emerging Lessons for Health Care Policymakers and Payers
Implement regulatory and financial reforms to create a supportive environment for high-value, patient-centered care.
The cases show that payment methods and other policies play a vital role in enabling organizations to shift and integrate resources to support patient-focused care capabilities, enabling innovations that can improve outcomes and efficiency of care. Policy reforms should minimize administrative burden and avoid imposing performance and accountability expectations beyond the reach of providers in the near term. Too large or rapid shifts will not permit providers to develop the capabilities they need to make these innovations succeed. Recognizing local provider capabilities, policymakers in each of our cases began with limited reforms – such as reforms to build out primary care or specialized care capabilities, or population-based reforms with voluntary individual participation. Policymakers should also develop a clear vision for significant change over the longer term, such as Gesundes Kinzigtal’s long-term population-based payment contract. 

Coordinated payment and delivery reforms to support transformation of primary and specialty care and care coordination and integration at the whole-patient level can be synergistic in driving health care transformation. Complementary reforms in primary and specialty care can be linked through shared accountability for population health improvement and cost management. For instance, a “care integrator,” such as an accountable primary care group or other organization, can rely on bundled episode payments for particular health problems to engage specialists and other providers in the care continuum to align their efforts and ensure continuity in services. 

Start-up payments for providers to invest in developing new patient-focused competencies can increase provider confidence and ability to carry out delivery innovations.  If public resources are not available, partnerships with private organizations can provide such capital, as all of these cases highlighted.

Alongside an incremental reform path to support the development of high-value care models, additional reforms can support performance data collection and exchange across providers, generation of meaningful evidence on how reforms are working and could be improved, and dissemination of results and shared learning. 

Support provider shifts to person-centered care through sharing financial, clinical, and patient health data. Timely availability of reliable data is the foundation for health care organizations to create actionable feedback to adjust workflow patterns, assess pre-determined benchmarks, forecast financial outcomes, and reduce disease burden in specific populations. Policymakers and payers have access to key types of patient data needed for success, such as information on care utilization outside of a provider’s own health system, but these data (or analyses based on them) may not be available to providers in a timely way. In each of our cases, policymakers took steps to provide or facilitate development of useful data on utilization, cost, and outcomes. 

Develop evidence to guide and refine accountable care reforms.  Given the challenges of implementing accountable care effectively, policymakers should encourage meaningful and reliable ongoing evaluations of accountable care reforms, both to improve the models and increase confidence to adopt and expand them effectively. Gesundes Kinzigtal gained physician buy-in by documenting and disseminating financial and clinical performance of physician groups, enabling rapid learning from early successes. The Gesundes Kinzigtal evaluations included comparison to trends in a matched population in the region that did not participate in the reform.  Zio’s evaluation provided sufficient evidence to enable the Netherlands to scale the model nationally. Both cases highlight the importance of evaluating innovations for continuous improvement and scaling.  By requiring and supporting evaluation protocols linked to timely data, policymakers can enable rapid learning to accelerate progress.

Conclusion: Enhanced Global Learning for High-Value Health Innovation 

Transforming health care to improve outcomes and use resources efficiently is difficult, and many innovations in care have not yet fulfilled their promise. The rise in global accountable care activity presents new opportunities to develop the evidence necessary to implement, scale, and sustain these needed innovations in health care delivery. By developing and applying a common framework, we have shown that the diverse cases of accountable care innovation highlighted here have many common elements and face common challenges. Our work aims to facilitate sharing experiences and developing systematic evidence on how accountable care implementation can succeed. 

Providers, payers, and policymakers can learn from these diverse experiences and gain confidence in implementing models and policies aimed at improving population health outcomes and making care more efficient. A global accountable care learning network to support organizations adopting accountable care principles, building on existing regional or country level reform efforts, could enhance the evidence and knowledge sharing from these global experiences. Such a network could also strengthen organizational capabilities by providing peer engagement and practical examples of how to implement accountable care and link organizations to others undertaking similar care transformation efforts. The need for better person-centered models of care is increasingly urgent, and the opportunities for innovation are greater than ever.   
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Exhibit List 


Exhibit 1: Key Performance Improvements in Accountable Care Models (table)
Note: Table is adapted from the Duke-Margolis case study series on global accountable care. Case study leads from Gesundes Kinzigtal, Possible, and Zio provided data used to summarize results. 




Exhibit 1: Key Performance Improvements in Accountable Care Models 

	Organization
	Key Innovations
in Care
	Evaluation Method
	Patient
Outcomes
	Patient
Experience
	Resource Use
and Costs

	Gesundes Kinzigtal
	· Integrated leadership team across different provider types
· Incremental addition of longitudinal data/ electronic data linkages

	Difference in trends vs comparison population
	· Mean age of death 1.4 years higher than in control group
	92% patient satisfaction rate 
	Hospital admissions increased by 22.9% less 

In ninth year, 7 percent reduction in per-enrollee cost compared to the general population

	Zio
	· Team-based diabetes care with task shifting to rely on diabetes nurse specialists care
· Nurse provision of key diagnostic and therapeutic tasks in care pathways

	Pre/post for Zio 
(evaluation of bundled payment impact for Zio and other groups vs comparison population also found improved diabetes control and fewer complications)
	15% decrease in proportion of patients with poor glycemic control 

	89% of patients would recommend the model
	Reduced diabetes-related consultations with GPs and endocrinologists, vs nurse specialists
Lower hospitalization rate and 54% decrease in hospital admission costs with patients assigned to nurse specialists
€142 increase in specialist costs per bundle in Year 1 (attributed to start-up costs)

	Possible 

	· Community advisory board for broad design input and buy-in
· Online tracking of key patient data
· Expanded community health worker 
· Core principle of equal access 

	Pre/post
	2 percentage point increase in total number of patients with a chronic disease under control (from 14% in Q1 in 2017 to 16% in Q2 in 2017)


	
	Achieved improvements in access (e.g., 100% access to surgery) while staying within fixed budget of under $20 per patient per year





Note: Table is adapted from the Duke-Margolis case study series on global accountable care. Case study leads from Gesundes Kinzigtal, Possible, and Zio provided data used to summarize results.
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