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Rapid-Improvement Support and Exchange 
RISE’s mission is to contribute to the Ontario Ministry of Health’s ‘one window’ of implementation 
supports for Ontario Health Teams by providing timely and responsive access to Ontario-based 
‘rapid-learning and improvement’ assets. 

 
Authors 

http://www.mcmasterforum.org/find-evidence/rapid-response
http://www.mcmasterforum.org/find-evidence/rapid-response
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KEY MESSAGES 
&
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• What are accountable care organizations (ACOs) and how have they evolved in the U.S.? 
• How do general features of public 
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• What are ACOs and how have they evolved in the 

U.S.? 
• How do the general features of public ACOs differ 

from the proposed design for Ontario Health 
Teams? 

• What effects have been achieved through ACOs and 
what can we learn from their implementation in the 
U.S.? 

• What types of technical assistance has been provided 
to ACOs and what can we learn from its 
implementation?  

 

EJK&

https://www.mcmasterforum.org/docs/default-source/rise-docs/rise-briefs/rb1_oht-building-blocks.pdf?sfvrsn=4
http://www.mcmasterforum.org/find-evidence/rapid-response
http://www.mcmasterforum.org/find-evidence/rapid-response
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Based on these building blocks, OHTs at maturity will share 
many features with what are called ‘accountable-care 
organizations’ (ACOs) in the U.S. (further described in the 
section below), including:  
• an overall aim of improving integration and meeting the 

quadruple aim of improving patient experience, 
population health and provider experiences while 
reducing per capita costs; 

• development of networks of providers or organizations 
who are accountable for the delivery of care to a defined 
patient population; and 

• benchmarking the quality of care according to a set of 
key indicators.(3)  

 
As OHTs develop, they can build on what has gone well 
with ACOs and improve on 

http://www.healthsystemsevidence.org/
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In addition to the four areas of evolution described above, evaluations of Pioneer ACOs reveal a number of 
trends that could be important to consider in planning for the OHTs. The key trends have been summarized 
according to each of the 8 building blocks. 
 
G":;,&A@&G0,)%-&$)&*+,&,Q3;9*$3)&32&M$3),,0&8<=-&UVW&
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Defined patient 
population (who 
is covered and 
what does 
‘covered’ mean?) 

• Approximately two-thirds of beneficiaries were located in large urban areas, with about half 
aligned to 11 ACOs in California and Massachusetts $

• Between 2012 and 2014 the mean number of aligned beneficiaries increased from 25,620 to 35,494 
associated with each ACO, with eight ACOs moving between year one and year four to having 
over 100,000 beneficiaries 

• Significant turnover was observed among beneficiaries, with only 33% aligned for all three years 
(however, this may be the result of either provider turnover or may be an initiative by the 
beneficiary through changes in patterns of provider use)$

In-scope services 
(what is covered?) 

• Generally speaking, larger ACOs were better able to cover the continuum of care, however the 
expansion of behavioural health services (referred to as mental health and addictions services in 
Ontario) was noted as service that required greater focus from ACOs $

Patient 
partnership and 
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Performance 
measurement, 
quality 
improvement, 
and continuous 
learning (how is 
rapid learning and 
improvement 
supported?) 

• Summarized in the section above and in Table 2 

 
&
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ACOs have four features that they will share with OHTs at maturity, including: 
• voluntary participation; 
• goal of achieving the quadruple aim of improving care experiences and health outcomes at manageable 

per capita costs, and with positive provider experiences; 
• focus on delivering integrated care to a defined population; and 
• operating under a single clinical and fiscal accountability framework. 
They will also share many, but not all features related to the eight OHT building blocks (see table 4)  
 
While table 4 considers the general features of ACOs, it is important to note that there is significant variation 
in the attributes across these ACOs, even within the same model (e.g., Medicare Shared Savings Program and 
Pioneer models). Therefore, the list aligned to each of the eight building blocks is far from comprehensive, 
but rather represents distinguishing features of the public-sector ACOs more broadly.  
 
G":;,&X@&&N,"*90,-&32&L,%$7"0,&8<=-&$)&*+,&?@'@&4"##,%&3)&*3&*+,&=JG&:9$;%$)1&:;37Y-&
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Defined 
patient 
population 
(who is 
covered and 
what does 
‘covered’ 
mean?) 

• No defined patient 
population$

• OHTs will be responsible 
for the health outcoms and 
other quadruple-aim metrics 
of a population within. 
Geographic area that is 
defined based on local 
factors and how patients 
typically access care (with 
no targets set for population 
size)(2) 

• Responsible for meeting the 
care needs of individuals 
who meet Medicare 
requirements for beneficiary 
alignment: 

• Numbers of aligned 
Medicare beneficiaries 
include:  

o 17.2% less than 10,000 
o 57.2% between 10,000 and 

50,000 
o 14.9% between 50,001 and 

100,000 
o 10.7% greater than 100,000 

(12) 
In-scope 
services (what 
is covered?) 

• Medically necessary 
hospital-based and 
physician-provided care 

• OHTs will provide a full 
and coordinated continuum 
of care for all but the most 
highly specialized 
conditions (2) 

• Large ACOs (commercial, 
Medicare or Medicaid) offer 
on average 11 of a possible 
15 service types, while 
smaller (usually physician-
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• The five most common in-
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The rapid synthesis that we previously conducted and recently published (5) included one medium-quality 
systematic reviews and 28 primary studies, and our updated searches yielded an additional 32 primary studies 
that have been published since June 2017. The review and the 60 studies evaluate the outcomes of 
implementing a private or public ACO model compared to traditional fee-for-service payment models, or 
address how ACO goals were achieved. We provide detailed findings from these evaluations in Table 5, 
which is an updated version of a table published in the original synthesis.(5) 
 
The newly included studies from our updated searches do not significantly change our original findings. The 
inclusion of the new studies suggest that ACOs reduce costs without reducing quality. Moreover, the newly 
added evidence suggests that quality indicators may improve after ACO implementation, but that changes are 
often small and metrics such as hospital readmissions or care for specific disorders may not be affected. In 
addition to including findings from the new studies, we have also expanded our fin
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• Improved 
appropriateness of end-
of-life care for ischemic 
stroke(27), but mixed 
findings for end-of-life 
cancer care(28)  

• ACO hospitals had 
reduced 30-day 
readmissions for heart 
failure and 
pneumonia.(29; 30)  

• 
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clinician 
communication.(40) 

• 10% of survey 
respondents identified 
the need for more focus 
on patient activation 
and/or patient skills for 
self-managing chronic 
conditions and 29% 
indicated that there is 
too much focus on 
quality metrics and not 
enough on patient 
needs.(41)  

• Significant reduction of 
hospital admissions 
related to chronic 
obstructive pulmonary 
disease, older adult 
asthma, and heart 
failure and increased 
rates for post discharge 
follow-up in the week 
following discharge 
across 32 ACOs 
between 2012-2013.(6) 

• Survey of patient 
experience in 32 ACOs 
reported little change 
over initial two-
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three quality measures 
of mental health 
services or in-patient-
reported mental health 
status.(50) 

• Mixed results were 
found on the quality of 
care of children in 
pediatric ACOs, with 
significant 
improvements in five 
quality measures and 
significant declines on 
three measures.(51) 

• Hospitals participating 
in CMS ACOs had 
better Prevention 
Quality Indicator scores 
for COPD and asthma, 
but equal for CHF and 
all-cause 30-day 
readmissions, relative to 
non-participating 
hospitals.(52)  

• Pioneer and MSSP 
ACO patients had 
reduced length of stay 
in skilled nursing 
facilities for hip 
fractures, stroke, and 
pneumonia compared 
to pre-ACO and non-
ACO patients. 30-day 
readmission rates did 
not vary for stroke or 
pneumonia, and were 
marginally reduced for 
hip fracture.(52)  

• Both recommended and 
non-recommended 
cancer screening rates 
were higher in patients
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health services. 
Findings for inpatient 
admissions were 
mixed, but emergency 
room visits declined 
more for ACO than 
non-ACO patients 
with behavioural health 
conditions in all three 
states.(54) 

• Findings on 
antidepressant use and 
adherence in ACO 
beneficiaries are 
mixed.(50; 54)  

• ACO attribution was 
not associated with 
satisfaction with care 
or use of preventive 
care for non-elderly 
patients.(55) 
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While we were unable to identify any primary studies or systematic reviews that directly addressed this 
question, we interviewed nine key informants to understand their experience in providing technical supports 
to ACOs both in their initial development and throughout their maturity.  

Four key observations are worth noting: 
1) technical support to ACOs was highly segmented: 

a) 



Learning from the experience of accountable care organizations in the U.S. 
 
 

24 
Evidence >> Insight >> Action 

 

!5N5!5I<5'&&
 
1. Legislative Assembly of Ontario. People's Healthcare Act, 2019, S.O. 2019, c.5. Toronto: Queen's 

Printer for Ontario: 2019. https://www.ola.org/en/legislative-business/bills/parliament-42/session-
1/bill-74 (accessed 01 August 2019) 

2. Ministry of Health and Long-Term Care. Ontario Health Teams: Guidance for health care providers 
and organizations. Toronto; 2019.

https://www.healthaffairs.org/do/10.1377/hblog20170628.060719/full/
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/program-guidance-and-specifications.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/program-guidance-and-specifications.html


McMaster Health Forum 
 

25 
 

15. 



Learning from the experience of accountable care organizations in the U.S. 
 
 

26 
Evidence >> Insight >> Action 

 

30. Ryan AM, Krinsky S, Adler-Milstein J, Damberg CL, Maurer KA, Hollingsworth JM. Association 
Between Hospitals' Engagement in Value-Based Reforms and Readmission Reduction in the 
Hospital Readmission Reduction Program. Journal of the American Medical Association Internal Medicine 
2017;177(6): 862-868. 

31. Bain AM, Werner RM, Yuan Y, Navathe AS. Do Hospitals Participating in Accountable Care 
Organizations Discharge Patients to Higher Quality Nursing Homes? Journal of Hospital Medicine 
2019;14(5): 288-289. 

32. McWilliams JM, Hatfield LA, Landon BE, Hamed P, Chernew ME. Medicare Spending after 3 Years 
of the Medicare Shared Savings Program. The New England Journal of Medicine 2018;379(12): 1139-
1149. 

33. 



McMaster Health Forum 
 

27 
 

44. 



Learning from the experience of accountable care organizations in the U.S. 
 
 

28 
Evidence >> Insight >> Action 

 

59. Post B, Ryan AM, Moloci NM, Li J, Dupree JM, Hollingsworth JM. Physician Participation in 
Medicare Accountable Care Organizations and Spillovers in Commercial Spending. Medical Care 
2019;57(4): 305-311. 

60. Sinha SS, Moloci NM, Ryan AM, et al. The Effect of Medicare Accountable Care Organizations on 
Early and Late Payments for Cardiovascular Disease Episodes. Circulation Cardiovascular Quality and 
Outcomes 2018;11(8): e004495. 

61. Parasrampuria S, Oakes AH, Wu SS, Parikh MA, Padula WV. VALUE AND PERFORMANCE OF 
ACCOUNTABLE CARE ORGANIZATIONS: A COST-MINIMIZATION ANALYSIS. 
International Journal of Technology Assessment in Health Care 2018;34(4): 388-392. 

 
 


