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EXECUTIVE SUMMARY

Accountable Care Organizations (ACOs) represent a changing dynamic in the American
health care system where providers will increasingly be paid to effectively manage the
health of populations rather than based on the volume of services they provide. An ACO
is formed when a group of health care providers (physicians, hospitals, non-physician
providers, etc.) come together and collectively agree to become responsible for the
financial and quality outcomes for a defined population. The changing payment models
shift financial risk from payers (such as insurance companies or employers) toward
providers. In doing so, providers are strongly incentivized to change how they are
delivering care with the goal of decreasing spending while improving quality measures
and patient satisfaction. Accountable care models have been adopted by Medicare, state
Medicaid plans, and commercial health insurers. These initiatives have led to an increase
in the number of ACOs from fewer than 100 to well over 700 in the past five years. ACOs
now exist in all 50 states and provide care for more than 23 million people.
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INTRODUCTION
The fragmented and misaligned state of the U.S.
health care system has become a catalyst for payment
and delivery system reforms. Traditional fee-forservice (FFS) payment structures incentivize high
volume rather than high quality care, and lead to
the suboptimal provision of medical services across
the disjointed provider landscape. Despite various
attempts to improve care delivery, health care costs
continue to rise. The Accountable Care Organization
(ACO) model seeks to reverse these trends by
promoting a simultaneous restructure of the payment
and delivery systems to incentivize higher quality,
lower cost care.
This paper provides an overview of the accountable
care movement; describes the structural classification
of ACOs and various accountable care payment
contracts; and provides a high-level trend analysis of
where the ACO movement is heading.

ORIGINS OF THE ACO MOVEMENT
The goal to improve the patient care experience,
improve the health of populations, and reduce the per
capita costs of health care is a major driving force for
health system delivery and payment reforms.
Previous attempts to reform care delivery have seen
ACOs accept
mixed success. The Health
Maintenance Organizations
financial
(HMOs) of the late 1980s and
accountability
1990s were originally enacted as an FFS alternative. The
for the health
HMO “managed care” apcare needs of
proach brought a wide range
a population.
of health care services into a
single organization, with the
idea to coordinate care as
well as reduce costs by offering lower premiums to
patients who stayed within an HMO network.1 Despite
widespread adoption and some success at reducing
costs, HMOs failed to create lasting delivery system
reform. Under the pressure of financial risk, many organizations reduced patient access to certain services,
resulting in consumer backlash. As a result, many of
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the managed care systems floundered and only a few
successful organizations maintain that model today.
The unintended consequences of managed care expose the difficulty associated with reforming payment
and delivery systems in tandem. The HMO era also revealed that health information technology was inadequate to help providers manage patient populations.
The Medicare Physician Group Practice Demonstration
(PGP) pilot program was the Centers for Medicare
& Medicaid Services’ (CMS) first attempt at moving
risk directly toward providers while using traditional
FFS billing, and is the forerunner to the ACO model.2
From 2005 to 2010, the PGP created incentives for 10
provider groups to coordinate care administered to
Medicare FFS beneficiaries. Providers were awarded
bonus payments for improving cost efficiency and for
their performance on 32 care quality measures, similar
to the model currently ascribed ACOs. Some PGP
organizations achieved both cost and quality success,2
but results were mixed.
The most recent reform attempt to achieve the
triple aim is the accountable care model. The term
“Accountable Care Organization” was originally
coined by Dr. Elliott Fisher during a 2006 public meeting with the Medicare Payment Advisory Committee
(MedPAC).3 Dr. Fisher and others argued that in order
to significantly improve quality and costs, accountability for a patient’s care should be shared among all
providers along the health care continuum.4,5 By
moving away from strict FFS payment arrangements
toward more accountable, value-based reimbursements, providers can be incentivized to more efficiently improve the cost and quality of care. Realizing that
reform through accountable care was inevitable, providers and payers began to develop commercial ACOs.
In December 2008, the Congressional Budget Office
(CBO) included the idea of bonus-eligible organizations
(BEOs), based on ACO principles, in their budget
options book.6 Following modestly favorable scoring
by the CBO, the ACO model was included in the
Medicare program by section 3022 of the Patient
Protection and Affordable Care Act (ACA) of 2010.
ACOs have since become a leading payment and
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delivery reform model at CMS, as they embody the
tenets of the triple aim, an aspiration promoted by then
Acting Administrator Don Berwick, that the U.S. health
care system should be structured to improve the patient
care experience, improve the health of populations,
and reduce the per capita costs of health care.7
Medicare launched the Pioneer ACO program in January
2012 and the Medicare Shared Savings Program (MSSP)
in April 2012. The current ACO market is comprised of
both commercial and public ACOs, and continues to
grow as more provider groups ascribe to value-based,
accountable care.8

W H AT I S A N A C O ?
Many definitions describe accountable care as a provider-led model that emphasizes cost and quality outcomes.9 At an organizational level, entities pursuing
accountable care adopt financial accountability for
the health care needs of a population, and manage
the care of that population across the health care continuum. ACOs also coordinate care among providers
and utilize emerging health information technology
to improve cost and quality. However, accountable
care can be simplified to an outcome-driven delivery
and payment system reform effort that emphasizes
improved outcomes and reduced costs.
A more comprehensive definition based on literature
reviews, organizational analysis and interviews
with ACOs and ACO-type entities has expanded the
accountable care definition to include three necessary
components: 1) goals to reduce costs and improve
health care quality, 2) process-level mechanisms to
help achieve desired outcomes, and 3) a structural
realignment to enable process-level change.10 The
last two components for a successful ACO model,
process mechanisms and structural realignment, are
essential to achieving the first component, the goal
to improve costs, patient experience and population
health outcomes. In order to achieve accountable care,
providers must apply each of these concepts to their
organization practice.
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Structural Alignment
An effective way to drive behavioral change is to
create incentives. Within the ACO model, providers
change behavior based on the acknowledgment that
they are responsible for cost and quality outcomes
of a population. Financial responsibility of a patient
population incentivizes providers to change care
practices to promote wellness, and thus maximizes the
opportunity of achieving reduced costs and improved
care quality.10
In accountable care, providers enter into a contractual
obligation or other risk-based agreement with an
insurer to take on financial risk associated with the
care and outcomes of a defined patient population.
While the amount of risk can range from mere
incentive payments to upside-only bonus agreements
and to even more comprehensive bundling and full
capitation contracts, ultimately, an ACO’s financial
structure encourages the provision of lower cost,
higher quality care.11
Two common approaches for promoting finanTogether, the
cial accountability are eiproviders manage
ther a shared savings or
the provision of
a partial or full capitation
agreement. In a shared
the entirety of
savings model, ACOs are
care provided
rewarded for spending
below projected costs
to a population
by sharing in a portion of
of patients and
the savings earned. ACOs
are thus able to
may also participate in
shared risk, wherein they
promote better
take on financial penaloverall health
ties for spending above
projections. Generally,
outcomes.
shared savings contracts
begin with one-side-only
risk and gradually move toward two-sided risk as entities
gain more experience in accountable care. Capitation
models differ in that the organization bears full upside and downside risk for spending below or above a
negotiated capitation rate.
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Most Medicare ACOs to date have only assumed
one-sided financial risk, without taking the opportunity to transition into a two-sided risk model. Some
Pioneer ACOs have moved to population-based, partially capitated payments. However, the private sector
has generally offered a broader range of ACO payment
models.
Accountable care contracts also associate financial
accountability with the attainment of or improvement
on a predefined set of care quality measures. Both
government and commercial payment arrangements
include quality measures as a factor in their financial
agreements.
Process-Level Care Management
Refining care delivery also requires behavioral change,
particularly by the providers who are actually delivering
care. To modify the care delivery process to be more
patient-centric, ACOs redirect their care management
mechanisms to: 1) oversee the clinical provision of
care, 2) coordinate that care across the health services
spectrum, and 3) effectively manage population health
by implementing appropriate health information
technology (HIT).10
Care coordination allows providers to assist patients in
health management by directing them to appropriate
care settings along the continuum of care. Together,
the providers manage the provision of the entirety
of care provided to a population of patients and are
thus able to promote better overall health outcomes.
As care coordination requires that entities have the
ability to identify the care needs of individuals, track
the care received and not received by patients, and
prepare for future risks, ACOs often invest in health
information technology such as electronic medical
records, health information exchanges and patient
management software.10

TYPES OF ACOS
Though accountable care entities have similar objectives, there is considerable variation across the market
in terms of ACO organizational structure, ownership,
and patient care focus. Not only can the ACO landscape be broken down into government and commercial-sponsored organizations, but it can also be
classified by provider-types, ranging from small provider groups to large, multi-state integrated delivery
systems. Well-capitalized health systems with control
over much of the care spectrum were the early adopters of the ACO model. However, growth of physician-sponsored programs has begun to outpace hospital-sponsored ACOs (see Figure 1).
ACOs can be further classified into six categories
based on the number and leadership structure
of parties involved in the ACO, the services provided directly by the ACO, and the services provided through contracted entities (see Table 1).12
ACOs can range from an “Independent Physician
Group” that only directly provides outpatient care, to
a larger, “Full-Spectrum Integrated” ACO that directly
provides all core medical services, from ambulatory to
inpatient and to post-acute settings.12 Using this taxonomy to identify different ACO types can help providers learn from like-entities by distinguishing structural
commonalities between different organizations, and by
highlighting common approaches to managing patient
care. Further research using this taxonomy can also
help ACOs and researchers alike better understand performance to date of these different accountable care
arrangements and the factors most critical for success.
Figure 1: Percent of ACOs by Provider Type

Physician
Group Led

Both

35%

37%

Hospital Led

28%

Source: Leavitt Partners, 2015.
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Figure 2: Number of ACOs over time
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Table 1: ACO Taxonomy

The original 32 Pioneer ACOs were selected to participate based on prior population health management
ACO Type
Description
1200
1051
and risk-bearing experience, and thus have become
Independent
A single organization that directly
1000
Physician Group provides outpatient care.
a testing ground for accountable care policies.13 The
881
800 Group Multiple organizations that directly
834
Physician
MSSP initiative is less stringent
799 than the Pioneer proAlliance
provide outpatient care.
gram, and is intended
561
528
600
638 for any organization wishing
612
581
Expanded
Directly provides outpatient care and
463
14
As
an
open-enrollment
to
pursue
accountable
care.
413
418
418
394
523
Physician
314
400 Group contracts for inpatient care.
316
295
296
416
418
program,
the
MSSP
currently
has
404
participating
381
258
230
Independent
A single organization
206 that directly212
297
285 89 296
266
ACOs,
with
new
organizations
announced to begin
200
Hospital 84 76 86
provides
inpatient care. 196
98
183
78
182
173
in 2015. There are currently 19 Pioneer ACOs; nearly a
88
Multiple organizations
62at least one
33 with
Hospital 0Alliance
8
8
10
third
ofQ2these Q3
organizations
have left
the Q3
program
as
that
directly
provides
inpatient
care.
Q2
Q3
Q4
Q1
Q2
Q3
Q4
Q1
Q4
Q1
Q2
Q4
a result of2013
dissatisfaction with program
requirements
2011
2014
All
services provided directly2012
by the
Full-Spectrum
ACO. May include one or multiple
and less favorable results than expected. Medicare
Integrated
organizations.
ACOs collectively serve 7.8 million beneficiaries. Both
Pioneer and MSSP ACO models are based on a shared
23.5 Million
T Y P E 25
S OF ACO CONTRAC TS
savings payment policy, though Pioneer contracts
have higher levels of risk sharing, and all CMS ACOs
While the types of organizations that are entering
20
are paid based on performance on 33 clinical care
into accountable care are numerous, accountable
quality measures.*16 The Advance Payment ACO Model
care entities
may also enter into a variety of payment
15
is an initiative for rural providers participating in the
contracts. A common approach to discussing ACO
MSSP that may not have the proper capital up-front to
10 is by classifying them by payer. CMS, through
contracts
invest in care coordination infrastructure. The 35 AdMedicare, state Medicaid agencies and commercial
5
vance Payment ACOs receive additional up-front and
payers represent the major payer participants involved
monthly payments from CMS determined by their hisin accountable
care.
0
Q1
Q2 Q3 Q4 Q1
Q2 Q3 Q4 Q1
Q2 Q3
Q4 assigned
Q1
Q2 beneficiaries
Q3 Q4 Q1 and
Q2 based
Q3 on
Q4 their
Q1 extorically
2010
2011
2012
2013
2014
2015
17
CMS: Pioneer, MSSP, and Advanced Payment ACOs
pected shared savings. HHS has recently announced
a new program called the Next Generation ACO Model
Medicare currently houses the first government-sponwhich will allow providers to accept full risk for the pasored ACO initiatives, the Pioneer program, which
tients they serve.18
commenced in January 2012, and the Medicare
Shared Savings Program, which began in April 2012.
* On October 31, CMS finalized changes to the quality measures used for the MSSP. In the proposed rule, the total number of measures was to be raised to 37, but the number will
stay constant at 33. However, eight of the measures will be modified or replaced. ACOs will only be evaluated on reporting the new measures for the first two years.15
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Figure 3: Number of ACO lives over time
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Medicaid ACOs
While Medicare ACOs ascribe to detailed payment and
performance structures outlined by CMS, Medicaid
ACOs are implemented by states and thus vary on a
state-by-state basis.19 Current Medicaid ACO models
include Colorado, Utah, Oregon, New Jersey, Arkansas,
Maine, Iowa, Minnesota, Vermont and Illinois, although
800
Massachusetts, Missouri, Alabama, Ohio, New York,
700
and Washington have also announced emerging
600
ACO-like programs or pilot programs.20 Because each
500
program is implemented by the state, Medicaid ACOs
400
322
219instance,
comprise a variety of payment structures. For
300
174
Colorado’s Accountable Care Collaborative
(ACC) is
84
200
72
based on an
FFS
payment
structure
but
providers
70
100 64
receive additional reimbursement for coordinating
0
patient services.
Utah’sQ3Medicaid
ACO program
Q1
Q2
Q4
Q1
Q2
Q3 is
2012

instead administered with capitated payments.
Implementation of Medicaid expansion may induce
more states to create Medicaid ACOs. As state-based
organizations, the growth in Medicaid ACOs will have
a large impact on the number of ACO-covered lives.
Commercial ACOs
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657
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ACO contracts are 490
the 621
most 633
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restraints
CMS program structures, commercial
458 of 472
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requirements, quality metrics or reporting timeline as
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up the highest number of ACOs, the rate of growth for
commercial contracts is increasing and already covers
8
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Figure 4: Number of ACO contracts over time
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Currently, the largest commercial payers are Cigna,
Aetna and Anthem, though many other commercial
payers are beginning to add more ACO contracts as
the model proliferates. UnitedHealthcare and Humana
are among the payers that are beginning to contract
multiple accountable care payment arrangements
across the country. As Medicare ACOs improve care
coordination strategies, some have opted to adopt a
commercial contract in tandem with a government
contract, and vice versa. ACOs adding multiple types
of accountable care payment arrangements are contributing to the growth and significance of the ACO
movement.

CURRENT TRENDS
The success of the accountable care model can be
assessed by analyzing the growth of the movement,
and the quality and financial results of current ACOs.
Although the accountable care model is relatively
nascent, continued growth and moderate financial
and quality successes suggest the potential for
accountable care to fundamentally modify the United
States’ health care delivery system.
Growth
Since 2010, the size of the ACO market has steadily
increased, not only in total number of accountable
care entities, but also in covered accountable care
lives and total number of ACO contracts (see figures
2-4).8 Though the rate of growth has slowed in recent
years, the continual pervasion of ACOs into the health
care market represents, at least in the short-term, a
substantial movement toward delivery and payment
system reform.
As of January 2015, there are approximately 744 accountable care entities, 404 of which have government contracts, 217 have commercial contracts, and
103 have both commercial and government contracts.8 The remaining 20 ACOs have not specified the
details of their accountable care contracts. In aggregate, these ACOs cover over 20 million lives as a part of
their accountable care payment arrangements.8
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Early drivers of the growth of the movement can be
attributed to a combination of conscientious acknowledgment of the need to improve care delivery and a
desire to seek first-mover advantage in new types of
contracts. Some commercial initiatives moved toward
accountable care because they believe it represents a
better care delivery process. Others sought to prepare
for inevitable future risk-bearing. Many early adopters
have also indicated that the prospect of increasing
market share and maintaining a competitive edge was
a strategic incentive for pursuing the accountable care
model. As the MSSP has recently announced that 89
more ACOs will become a part of the market in 2015, 21
these tenets for initial accountable care adoption still
resonate with providers today.
Quality and Financial Results
Further growth of the accountable care movement,
however, is dependent on the success of current ACOs.
CMS has recently released first-year financial and
quality results for the MSSP ACOs as well as preliminary
second-year data for Pioneer ACOs.22 Some commercial
ACOs have also released quality and financial results,
though such data is more difficult to compare due to
inconsistencies in payment arrangement types and
quality metrics.
As of November 2014, Medicare ACOs in both the
Pioneer and MSSP initiatives have together generated
$877 million in savings, $460 million of which has
been returned to the ACOs as part of their shared
savings contract.23 While the cost savings are generally
positive, savings are inconsistent among participants.24
A recently released CMS report indicates that only 22
percent of MSSP ACOs qualified for shared savings
payments in year one of the program.25 Thus, the
amount of savings generated through Medicare ACOs
has only been realized for a minority of participating
organizations; a majority of Medicare ACOs have either
shared in losses or have neither shared in savings nor
losses.20
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While savings generation is varied, overall, Medicare
ACOs continue to improve on quality scores year
over year, and have maintained a higher average
performance than other Medicare FFS providers
on corresponding measures.26 Committed to the
same 33 quality measures, Pioneer ACOs improved
on 28 measures from year one to year two of
program participation while MSSP ACOs improved
on 30 measures from their benchmark year and first
performance year results.17 As hospital readmissions
is an obvious cost-saver, Medicare ACOs as a group
performed highest on reducing readmissions.27
Analysis by both the Brookings Institution and Leavitt
Partners indicate that while the majority of ACOs
are able to realize quality improvements, reducing
costs is more difficult.27, 28 Furthermore, there is little
correlation between shared savings and quality
improvement in both the Pioneer and MSSP programs.
In MSSP performance year one for instance, ACOimproved quality and earned-shared savings were
minimally correlated.27
Overall, ACOs are more likely to see quality improvements than generate shared savings in their first years
of ACO participation. As entities gain more experience
in accountable care, they will be more likely to earn
shared savings in the long term.
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CONCLUSION
In less than five years, accountable care has transformed from an academic idea to a tangible model
that has been implemented across the nation. Accountable care represents a fundamental restructuring of the fragmented U.S. health care delivery system
to promote the triple aim of improved patient care
experiences, outcomes, and clinical costs of care. By
realigning financial structures and redirecting care
delivery process mechanisms to be more patient-centered, accountable care organizations give providers
more accountability in the care of their patients, with
the ultimate goal of promoting whole population
wellness by addressing individual needs.
Both commercial and public ACOs have seen success
at reducing costs and improving quality, which will
encourage more ACOs to enter the market in the near
future. New proposals to amend the Medicare ACO
program and sustained market growth indicate that
the ACO will continue to exist as a viable payment
model. The number of ACOs is projected to grow in
the coming years. The success of these ACOs and their
ability to move the health care system to one that is
more keenly focused on value-based care will depend
on understanding the markers for success to date and
continuing to develop innovative models that focus
on improved quality and reduced costs.

Origins and Future of Accountable Care Organizations

8

REFERENCES
1. Health Maintenance Organization Act of 1973 - v37n3p35.pdf
[Internet]. [cited 2015 Jan 5]. Available from: http://www.ssa.gov/
policy/docs/ssb/v37n3/v37n3p35.pdf
2. August 2008 PGP Fact Sheet. [cited 2015 Jan 5]. Available from:
https://www.cms.gov/Medicare/Demonstration-Projects/
DemoProjectsEvalRpts/downloads/PGP_Fact_Sheet.pdf
3. Medicare Payment Advisory Commission: Public Meeting [Internet].
Sect. Medicare Payment Advisory Commission The Horizon
Ballroom, Ronald Reagan Bulding, International Trade Center, 1300
Pennsylvania Ave, Washington, D.C.: Briggle & Bott, Court Reporters;
Nov 8, 2006 p. 400. Available from: http://www.medpac.gov/
documents/november-2006-meeting-transcript.pdf?sfvrsn=0
4. Fisher ES, McClellan M, Bertko J, Lieberman SM, Lee JJ, Lewis JL, et
al. Fostering Accountable Health Care: Moving Forward in Medicare.
Health Aff (Millwood). 2009 Apr;28(2):219–31.
5. Fisher ES, Staiger DO, Bynum JPW, Gottlieb DJ. Creating Accountable
Care Organizations: The Extended Hospital Medical Staff [Internet].
Health Affairs. 2007 [cited 2014 Dec 30]. Available from: http://
content.healthaffairs.org/content/26/1/w44.full
6. Budget Options, Volume 1: Health Care - 12-18-healthoptions.pdf
[Internet]. [cited 2015 Feb 3]. Available from: http://www.cbo.gov/
sites/default/files/12-18-healthoptions.pdf
7. Institute for Healthcare Improvement: The IHI Triple Aim [Internet]. IHI
Triple Aim. [cited 2014 Dec 30]. Available from: http://www.ihi.org/
engage/initiatives/TripleAim/Pages/default.aspx

16. Quality Measures and Performance Standards - Centers for Medicare
& Medicaid Services [Internet]. CMS.gov. [cited 2015 Jan 12]. Available
from: http://www.cms.gov/Medicare/Medicare-Fee-for-ServicePayment/sharedsavingsprogram/Quality_Measures_Standards.html
17. Advance Payment ACO Model | Center for Medicare & Medicaid
Innovation [Internet]. [cited 2015 Jan 12]. Available from: http://
innovation.cms.gov/initiatives/Advance-Payment-ACO-Model/
18. Next Generation ACO Model | Center for Medicare & Medicaid
Innovation [Internet]. Available from http://innovation.cms.gov/
initiatives/Next-Generation-ACO-Model/
19. Kocot SL, Dang-Vu C, White R, McClellan M. Early Experiences with
Accountable Care in Medicaid: Special Challenges, Big Opportunities.
Popul Health Manag. 2013;16(Supplemental 1):s4–11.
20. Smith VK, Gifford K, Ellis E, Rudowitz R, Snyder L. Medicaid in an Era of
Health and Delivery System Reform: Results from a 50-State Medicaid
Budget Survey for Fiscal Years 2014 and 2015. Kais Fam Found
[Internet]. [cited 2015 Jan 11]; Available from: http://kff.org/medicaid/
report/medicaid-in-an-era-of-health-delivery-system-reform-resultsfrom-a-50-state-medicaid-budget-survey-for-state-fiscal-years-2014and-2015/
21. Program News and Announcements - Centers for Medicare &
Medicaid Services [Internet]. CMS.gov. [cited 2015 Jan 12]. Available
from: http://www.cms.gov/Medicare/Medicare-Fee-for-ServicePayment/sharedsavingsprogram/News.html

8. Peterson M, Muhlestein D, Gardner P, Tu. Growth and Dispersion of
Accountable Care Organizations: June 2014 Update. Available from:
http://leavittpartners.com/aco-publications/

22. Fact sheets: Medicare ACOs continue to succeed in improving care,
lowering cost growth [Internet]. [cited 2015 Jan 12]. Available from:
http://www.cms.gov/Newsroom/MediaReleaseDatabase/Factsheets/2014-Fact-sheets-items/2014-09-16.html

9. McClellan M, McKethan AN, Lewis JL, Roski J, Fisher ES. A National
Strategy to Put Accountable Care Into Practice. Health Aff (Millwood)
[Internet]. 2010 May [cited 2015 Jan 7];29(5). Available from: http://
content.healthaffairs.org/content/29/5/982.full

23. Fact sheets: Medicare ACOs continue to succeed in improving care,
lowering cost growth [Internet]. [cited 2015 Feb 4]. Available from:
http://www.cms.gov/Newsroom/MediaReleaseDatabase/Factsheets/2014-Fact-sheets-items/2014-11-10.html

10. Muhlestein D, Croshaw A, Merrill T, Pena C, James B. The Accountable
Care Paradigm: More than Just Managed Care 2.0. 2013 May 22;
Available from: http://leavittpartners.com/aco-publications/

24. McClellan M, Kocot SL, White R. Early Evidence on Medicare ACOs
and Next Steps for The Medicare ACO Program (Updated) [Internet].
Health Affairs Blog. 2015. Available from: http://healthaffairs.org/
blog/2015/01/22/early-evidence-on-medicare-acos-and-next-stepsfor-the-medicare-aco-program/

11. Muhlestein D, Croshaw A, Merrill T. Risk Bearing and Use of Fee-ForService Billing Among Accountable Care Organizations. Am J Manag
Care. 2013 Jul;19(7):589–92.
12. Muhlestein D, Gardner P, Merrill T, Peterson M, Tu T. A Taxonomy of
Accountable Care Organizations: Different Approaches to Achieve the
Triple Aim. 2014 Jun; Available from: http://leavittpartners.com/acopublications/
13. Pioneer ACO Model | Center for Medicare & Medicaid Innovation
[Internet]. CMS.gov. 2015 [cited 2015 Jan 12]. Available from: http://
innovation.cms.gov/initiatives/Pioneer-ACO-Model/
14. Shared Savings Program - Centers for Medicare & Medicaid Services
[Internet]. CMS.gov. [cited 2015 Jan 12]. Available from: http://
www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/
sharedsavingsprogram/index.html?redirect=/sharedsavingsprogram/
15. Department of Health and Human Services. Medicare Program;
Revisions to Payment Policies under the Physician Fee Schedule
[Internet]. Jan 1, 2015. Available from: https://s3.amazonaws.com/
public-inspection.federalregister.gov/2014-26183.pdf

The Impact of Accountable Care

I

25. MSSP-PY1-Final-Performance-ACO.pdf [Internet]. [cited 2015 Jan
12]. Available from: http://www.cms.gov/Medicare/Medicare-Feefor-Service-Payment/sharedsavingsprogram/Downloads/MSSP-PY1Final-Performance-ACO.pdf
26. McClellan M, Kocot SL, White R, Katikaneni P. Medicare ACOs Continue
to Improve Quality, Some Reducing Costs [Internet]. Brookings: Up
Front. 2014. Available from: http://www.brookings.edu/blogs/upfront/posts/2014/09/22-medicare-aco-results-mcclellan
27. Muhlestein D, Hall CG. ACO Quality Results: Good but Not Great
[Internet]. Health Affairs Blog. 2014. Available from: http://
healthaffairs.org/blog/2014/12/18/aco-quality-results-goodbut-not-great/
28. Kocot SL, White R, Katikaneni P, McClellan M. A More Complete Picture
of Pioneer ACO Results [Internet]. Brookings: Up Front. 2014. Available
from: http://www.brookings.edu/blogs/up-front/posts/2014/10/09pioneer-aco-results-mcclellan#recent_rr/

Origins and Future of Accountable Care Organizations

9

ADDITIONAL RESOURCES
n Audet A-MJ, Kenward K, Patel S, Joshi MS. Hospitals on the Path to
Accountable Care: Highlights from a 2011 National Survey of Hospital
Readiness to Participate in an Accountable Care Organization [Internet].
The Commonwealth Fund; 2012 Aug p. 14. Available from: http://www.
commonwealthfund.org/publications/issue-briefs/2012/aug/hospitalson-the-path-to-accountable-care
n Barnet S, Rosin T, Punke H. ACO Manifesto: 75 Things to Know about
Accountable Care Organizations. Beckers Hosp Rev [Internet]. 2014
Oct 9; Available from: http://www.beckershospitalreview.com/
accountable-care-organizations/aco-manifesto-75-things-to-knowabout-accountable-care-organizations.html
n Berwick DM, Nolan TW, Whittington J. The Triple Aim: Care, Health, and
Cost. Health Aff (Millwood). 2008;27(3):759–69.
n De Brantes F, Berenson R. Payment Reform: Bundled Episodes vs. Global
Payments [Internet]. 2012. Available from: http://www.rwjf.org/content/
dam/farm/reports/reports/2012/rwjf400452
n Burns LR, Pauly MV. Accountable Care Organizations May Have Difficulty
Avoiding The Failures Of Integrated Delivery Networks Of The 1990s.
HealthAffairs [Internet]. 2012 Nov;31(11). Available from: http://content.
healthaffairs.org/content/31/11/2407.short
n Colbert J, Kocot SL, Brenner R, Monterastelli M, Seidman J, White R.
Adopting Accountable Care: An Implementation Guide for Physician
Practices [Internet]. ACO Learning Network; 2014. Available from: http://
www.brookings.edu/~/media/research/files/papers/2014/11/19-acotoolkit-primary-care/aco-toolkit--full-version-text.pdf
n Emanuel EJ. Why Accountable Care Organizations are not 1990s
Managed Care Redux. J Am Med Assoc [Internet]. 2012 Jun 6;301(21).
Available from: http://ldihealtheconomist.com/media/why_accountable_
care_organizations_are_not_1990s_managed_care_redux.pdf
n Fisher ES. Pioneer ACOs: Lessons Learned from Participants and
Dropouts [Internet]. [cited 2015 Mar 24]. Available from: http://www.
allhealth.org/briefing_detail.asp?bi=308
n Fisher ES, McClellan M, Bertko J, Lieberman SM, Lee JJ, Lewis JL, et
al. Fostering Accountable Health Care: Moving Forward in Medicare.
Health Aff (Millwood). 2009;28(2):w219–31.
n Fisher ES, McClellan M, Shortell S. The Real Promise of “Accountable
Care.” Wall Str J [Internet]. 2013 Mar 4; Available from: http://www.wsj.
com/articles/SB10001424127887323978104578332862835152872
n Fisher ES, Shortell S, Kreindler SA, Van Citters AD, Larson BK. A
Framework fo Evaluating The Formation, Implementation, and
Performance of Accountable Care Organizations. Health Aff (Millwood).
2012 Nov;31(11):2368–78.
n Kocot SL, Dang-Vu C, White R, McClellan M. Early Experiences with
Accountable Care in Medicaid: Special Challenges, Big Opportunities.
Public Health Manag. 2013;16(1):s4–11.
n Kocot SL, White R, Diaz C, Katikaneni P. Why Patient Engagement is Key
to Improving Health, Reducing Costs. Brookings: Up Front [Internet].
2014a Nov; Available from: http://www.brookings.edu/blogs/up-front/
posts/2014/11/10-patient-engagement-accountable-care
n Kocot SL, White R, Katikaneni P, McClellan M. A More Complete
Picture of Pioneer ACO Results. Brookings: Up Front [Internet]. 2014b
Oct; Available from: http://www.brookings.edu/blogs/up-front/
posts/2014/10/09-pioneer-aco-results-mcclellan#recent_rr/
n Kroch EA, DeVore SD, Kugel MR, Lloyd DA, Rothney-Kozlak L. Measuring
Progress Toward Accountable Care [Internet]. The Commonwealth
Fund; 2012 Dec p. 32. Available from: http://www.commonwealthfund.
org/publications/fund-reports/2012/dec/measuring-accountable-care
n Leavitt Partners, KLAS. ACO 2012: The Train Has Left the Station
[Internet]. 2012 Nov. Available from: https://www.klasresearch.com/
store/ReportDetail.aspx?Productid=756

n McClellan M, Kocot SL, White R. Early Evidence on Medicare ACOs
and Next Steps for The Medicare ACO Program (Updated). Health
Aff Blog [Internet]. 2015 Jan; Available from: http://healthaffairs.org/
blog/2015/01/22/early-evidence-on-medicare-acos-and-next-steps-forthe-medicare-aco-program/
n McClellan M, McKethan AN, Lewis JL, Roski J, Fisher ES. A National
Strategy to Put Accountable Care Into Practice. Health Aff (Millwood).
2010 May;29(5):982–90.
n McWilliams MJ, Song Z. Implications for ACOs of Variations in Spending
Growth. N Engl J Med [Internet]. 2012 May 10;366(29). Available from:
http://www.nejm.org/doi/full/10.1056/NEJMp1202004
n Mechanic R, Zinner DE. Many Large Medical Groups Will Need To
Acquire New Skills And Tools To Be Ready For Payment Reform.
HealthAffairs [Internet]. 2015 Mar;31(9). Available from: http://healthaff.
highwire.org/content/31/9/1984.full.pdf+html
n Millenson ML. Analysis: ACOs Could Have the Medicare Muscle to
Transform Health System. Kais Health News [Internet]. 2012 May 2;
Available from: http://kaiserhealthnews.org/news/millenson-acosmuscle-to-transform-system/
n Molpus J. The Leap to Accountable Care Organizations [Internet].
HealthLeaders Media; 2011. Available from: http://www.
communityoncology.org/UserFiles/pdfs/leap-to-acos.pdf
n National Academy of State Health Policy. State “Accountable Care”
Activity - NASHP [Internet]. State Accountable Care Act. [cited 2015
Apr 7]. Available from: http://www.nashp.org/state-accountable-careactivity-map/
n Noble D, Greenhalgh T, Casalino L. Improving Population Health One
Person at a Time? Accountable Care Organisations: Perceptions of
Population Health—A Qualitative Interview Study [Internet]. 2014
[cited 2015 Mar 27]. Available from: http://www.commonwealthfund.
org/publications/in-brief/2014/apr/improving-population-health-oneperson-at-a-time
n Punke H. Specialty ACOs: The Next Step in Accountable Care.
Beckers Hosp Rev [Internet]. 2013 Mar 1; Available from: http://www.
beckershospitalreview.com/hospital-physician-relationships/specialtyacos-the-next-step-in-accountable-care.html
n Ryan AM, Damberg CL. What can the past of pay-for-performance tell us
about the future of Value-Based Purchasing in Medicare? Elsevier. 2013
Jun;1(1-2):42–9.
n Shortell S, Casalino L, Fisher E. Implementing Accountable Care
Organizations [Internet]. Berkeley Center on Health, Economic & Family
Security; 2010 May. Available from: https://www.law.berkeley.edu/files/
chefs/Implementing_ACOs_May_2010.pdf
n Shortell S, Wu FM, Lewis VA, Colla CH, Fisher E. A Taxonomy of
Accountable Care Organizations for Policy and Practice. Health Serv Res.
12/14;49(6):1883–99.
n Silow-Carroll S, Edwards JN. Early Adopters of the Accountable Care
Model: A Field Report on Improvements in Health Care Delivery
[Internet]. The Commonwealth Fund; 2013 Mar p. 38. Available from:
http://www.commonwealthfund.org/publications/fund-reports/2013/
mar/early-adopters-accountable-care-model
n Singer S, Shortell S. Implementing Accountable Care Organizations:
Ten potential Mistakes and How to Learn From Them. J Am Med
Assoc [Internet]. 2011 Aug 17;306(7). Available from: http://jama.
jamanetwork.com.ezproxy.lib.utah.edu/article.aspx?articleid=1104223
n Song Z, Chokshi DA. The Role of Private Payers in Payment Reform. J Am
Med Assoc. 2015 Jan 6;313(1):25–6.
n The Pioneer Experience: Panel Session. Association of American Medical
Colleges & the Brookings Institution; 2012 Mar p. 36.

n Mathews AW. Can Accountable-Care Organizations Improve Health
Care While Reducing Costs? Wall Str J [Internet]. 2012 Jan 23; Available
from: http://www.wsj.com/articles/SB100014240529702047202045771
28901714576054

The Impact of Accountable Care

I

Origins and Future of Accountable Care Organizations

10

The Impact of Accountable Care
Part 2:
Part 1:
Origins and Future
Physician
of Accountable
Participation in
Care Organizations Accountable Care
Organizations

Part 3:
Part 4:
Part 5:
Hospital
Health Insurers and
Employer
Involvement with the Accountable
Perspectives on
Accountable Care
Care Movement
Accountable Care
Organizations

Part 6:
How Accountable
Care Impacts the
Way Consumers
Receive Care

All issue briefs are available at http://leavittpartners.com/impact-of-accountable-care/

At Leavitt Partners, we understand the emerging role of value in health care and the significance of this development to
the future of your organization. Our insights and tools in this vital arena can help you make smart decisions, successfully
navigating from today’s uncertainty to tomorrow’s prosperity. Please contact us at info@leavittpartners.com.
Offices in Salt Lake City, Chicago, and Washington, D.C.

Support
provided by

I

801-538-5082

I

LeavittPartners.com

For more than 40 years the Robert Wood Johnson Foundation has worked to improve health and health care. We are
striving to build a national Culture of Health that will enable all to live longer, healthier lives now and for generations to
come. For more information, visit www.rwjf.org. Follow the Foundation on Twitter at www.rwjf.org/twitter or on Facebook
at www.rwjf.org/facebook.
Princeton, NJ

I

(877) 843-7953

Copyright 2015 Leavitt Partners/Brookings Institution

I

rwjf.org

