
Prepared by: Greg Fell on behalf of Yorkshire 
& Humber Academic Health Science Network

Accountable Care 
Organisations and 

New Models of Care* 
 

Yorkshire & Humber Academic Health Science Network 
in partnership with Greg Fell, Director of Public Health, She�eld. 

Formerly a Consultant in Public Health Medicine, 
NHS Bradford & Airedale

 

*This document was made up of an extensive review of documents relating to the 
question of application of the 'Accountable Care' concept to England. Some documents 
have been summarised, some direct extracts have been taken to lead the reader to the 

most pertinent points. References are clearly given to the source document.



New Models of Care & Accountable Care Organisations – Performance Metrics   2

ACO Metrics / alternatively “outcome based commissioning”

• Standard sets of measures
• Some considerations when selecting metrics and indicators
• Examples of indicators in use in ACO type vertically integrated orgs
• ACO / USA
• Canada – Solomon Toronto, focused on hospital.

• Other 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Outcomes measurement
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Much airtime is given to “outcomes based commissioning”. This is an easy concept to write, but 
very difficult to actually implement. 

It is important to note that there is a vast array of outcomes data (or proxy outcomes) that are 
CURRENTLY measured that we do not use (National Clinical Audits, Registries etc)

There is also scope for collaboration with a wide range of other stakeholders to develop a 
common set of outcomes measurement for care processes / services. This needs to be done at 
disease or service level to be meaningful. 

Standard set of quality measures 
• Based on patient attribution model for defined population 
•  Measurement/Reporting – Health plan provides 360 view of patient movement and spending 

in ACO; Development of mutually agreeable utilization and clinical quality metrics
• Triple aim Q measures. Population H, Q, Cost
• some back tracking of this to allow robust baseline and trajectories
•  CMS suggested a suite – it’s the normal and expected mix of population h focused stuff, cost 

focused stuff and indicators that we can readily measure (non elective eg – proxies for other 
things). Care needed

•  Come up with a single set of 5 indicators?– eg - pt satisfaction, OP procedure rate (efficiency), 
3d r eadmission, non elective rate

• The balance of what can be measured vs what is measured vs what we currently measure.
• Smarter use of existing  IT infrastructure for this
•  CMS in USA provides a comprehensive set of real and proxy outcome and quality metrics. 

CMS have set out a basket. Outcome based measurement of care processes. Quality 
component critical - 18 measures. Proxy measures for outcomes. The expected list.

• Move to registry type based outcome based care
• Focus is VERY much on “system” and NOT “doctor” 
 
Process measures Indicators
• %of budget envelope that is subject to outcome based payment 
• % of physician salary at risk for qual outcomes
• % of contracts that are subject to up and down side risk sharing 
• % of budget that is capitation 

Efficiency measures
• OP procedure rate (efficiency)
• 3d readmission, non elective rate

Financial measures
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•  Total cost of care per capita in agreed segments - Evidence of trend. Cost per member 
month

System indicators for integration?
System
• system is able to undertake systematic risk profiling 
• system supports integrated teams 
•  payments, financial and  behavioural incentives support systematic structured care of defined 

populations (as opposed to episodic) 
•  Commissioner actively explores stronger financial incentives and different models of payment 

(?year of care / outcome or quality premia) 
•  Commissioner sets organisational goals and targets - through negotiation between corporate 

and clinician managers 
•  Commissioner encourages and supports larger and more organised networks of physicians / 

Nurses / AHPs - to design systems and processes 
•  The IT infrastructure in primary care should be further developed to enable the identification 

of high-risk patients and the ‘real time’ feedback of information to clinicians, thus encouraging 
continuing peer review

•  Use of risk stratification and targeted risk management / Case management – mainly nurse-
led outreach care to work with patients to effectively manage their disease 

•  Lower-risk patients were offered disease management programmes that involved proactive 
management of care using guidelines with prompts to clinicians and 

•  Patients, decision-support systems for patients and clinicians, patient education and self-
care, electronic disease registries that identify affected patients and record details of 

•  Their care management, the feedback to physicians of accurate, ‘real time’ clinical data on 
their own patients, with supportive peer review

• 
Practice
• Motivational Interviewing is a “norm” in terms of style of consultation 
•  Practice has a clear plan re the risk profile of its population of patients with specific 

conditions. Can demonstrate it is making active use of risk profiling 
•  Practice takes active steps to improve med compliance practice has the capacity to offer 

proactive telephone support, perhaps offered by nurses - pragmatically only to pt assessed 
as high risk 

• Practice strongly encouraging of self monitoring so people know when to seek help 
• Substituting telephone calls for some clinic visits 
• Seeing service users as part of the healthcare team 
• Including specialist nurses as part of community teams 
• Practice seeks partnerships with community groups 

Individual
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• Patient has clear idea of what action to take in event of exacerbation of symptoms 
• Patient actively self monitors 
•  Patient actively participates in self care programme of one type or another - web / face to 

face / other
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Some considerations when selecting metrics and indicators 
1) All the usual issues re indicator selection applies
• Data q good - measuring what they are supposed to measure, clear coding etc 
• Clear link between processes of care, service improvement and the outcome
• Some stuff about temporal nature....how long between process and outcome
• Statistical stuff...small v large numbers, variability etc 
•  Info that is actually already collected, as nobody got the energy or cash to invest in new data 

collection systems. Maybe much that can be done with smarter linking
• 
2) Best (obviously) that the outcome indicator directly related to the thing we are trying to 
improve
•  Easy (relatively) re pathways....perhaps less clear re broader system change. Experts in those 

are as always have bright ideas

3) Extent to which we are ok with proxies
• Some stuff well measured already (cancer, diabetes, CVD) 
•  Mostly less so (MSK, Resp, Gastro, urgent care etc etc)... So what’s extent that we have to rely 

on a proxy
•  I’m ok with proxies (pending on 1 above) for measuring system improvement (I’m less ok with 

proxies for introducing new drugs!)
• Some proxies better than others

4) Places to  look for ideas
•  Collectively we know what data is and isn’t collected. And the strengths and weaknesses of 

that data
• AHRQ indicator portal - http://qualityindicators.ahrq.gov/Default.aspx
• QOF (so help me god). Geeky READ coding here - http://www.webjeannie.co.uk/QOF/QOF.htm
• The various outcome frameworks in nhs, PH and social care
• This is quite good - https://www.ichom.org look in “standard sets”

CMS q indicators http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/
sharedsavingsprogram/Quality_Measures_Standards.html  

http://qualityindicators.ahrq.gov/Default.aspx
http://www.webjeannie.co.uk/QOF/QOF.htm
https://www.ichom.org
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Quality_Measures_Standards.html
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Quality_Measures_Standards.html
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Examples of indicators 

A number of sources of metrics for ACO used in the USA

The standard set of q measures for ACO. Triple aim focused - 
ie quality, population h and cost. The most commonly cited is 
from the CMS ACO quality and performance standards: 

Launching Accountable Care Organizations — The Proposed Rule for 
the Medicare Shared Savings Program. NEJM 2011. Don Berwick

http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/ACO-Shared-Savings-Program-Quality-Measures.pdf
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Other ACOs have developed a range of other portfolio of 
benchmarks and measures.

Mostly these are based on US National Quality Foundation 
indicator set (AHRQ Website)
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Quality metrics and actual performance in ACOs1 

 

 

Average quality scores by ACO type
August 15, 2014 - Accountable Care Organization 2014 Program Analysis Quality Performance 
Standards Narrative Measure Specifications
Domains of quality metrics - 
• Narrative Measure Specifications 

• Domain: Patient/Caregiver Experience 

• Domain: Care Coordination/Patient Safety 

• Domain: At-Risk Population

• Domain: Preventive Care 



New Models of Care & Accountable Care Organisations – Performance Metrics   12

 

Blue Cross Blue Shield California

http://healthaffairs.org/blog/wp-content/uploads/Muhlestein-Hall-Figure-4-1.jpg
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Canada - Solomon – Excellent article on system indicators.
Measuring quality at system level. The Toronto Central LIHN 
experience. Health care quarterly Vol 16 2013
Mainly hospital focused stuff
http://cchl.in1touch.org/document/767/Measuring_Quality_at_a_Systems_level_article.pdf
full list of sector-specific indicators is available on http://www.torontocentrallhin.on.ca/

Three themes  as critical to quality at a system level:
1. Appropriate access to care, focusing on avoidable time in hospital 
2. Transitions of care, focusing on patient experience 
3. Care for patients with complex needs

Criteria for selecting indicators....
Indicators should focus....
•  on issues that have potential to affect significant segments of the population and/or users of 

the health system 
• Is system wide and not disease or program specific 
• Is a big dot indicator into which small dot indicators can feed

Alignment
Reflects TC LHIN’s strategic priorities, including equity, improving access and outcomes for mental 
health and addictions clients, reducing ER wait times etc. 

Scientifically sound
technical requirements criteria:  
• Reliable
• Valid 
• Clear
•  Actionable – actions that could be undertaken by relevant health service providers can result 

in change in the indicator 
• Responsive 
• Comparable 
•  Feasible – the required data can be measured and collected and calculated, and the 

agencies/organizations are able and willing to do so; data do not have to be currently 
availableBe encompassing and comprehensive.

Affected by factors across the spectrum of services/continuum of care 
Requires cross-sectoral collaboration to achieve improvement 
Pertinent to two or more sectors 
Issue that indicator measures is under TC LHIN jurisdiction

http://cchl.in1touch.org/document/767/Measuring_Quality_at_a_Systems_level_article.pdf
http://www.torontocentrallhin.on.ca/ 
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After sig consultation, the six KEY indicators selected were
1.  Unscheduled in-patient readmissions within 30 days of discharge for selected case mix groups 

(CMGs; stroke, chronic obstructive pulmonary disease, congestive heart failure, cardiac, 
pneumonia, diabetes, gastrointestinal, asthma, mental health and addictions) 

2.  Repeat unscheduled ED use within 30 days for any reason (may focus on Canadian Triage Acuity 
Scale levels 4 and 5) 

3.  Percentage of hospital patients who know important discharge aspects, for example, danger 
signals to watch for after going home, medication-related information, when to resume usual 
activities, whom to call if they need help 

4.  90th percentile decision time (number of days from the date that the referral is sent to final 
response by receiving agency) 

5.  90th percentile waiting time from acceptance to admission 
6.  Percentage of patients with complex high care needs identified who are targeted/receiving 

appropriate care (e.g., intensive case management [in development

Full list of sector-specific indicators is available on http://www.torontocentrallhin.on.ca/ 

Challenges
•  The best place to measure what is occurring is not always in the organization that can 

influence the results
•  Comparative measurement exercises are typically limited by the availability of valid, reliable 

data across multiple organizations
•  Developing indicators for measuring care for complex patients is complicated by the 

numerous definitions of complex users in the literature 
•  Measurement of patient experience was deemed to be a critical part of quality, yet the 

existing data sets for reporting and analysis posed significant challenges 
• Measuring complex stuff in a complex system
•  Most importantly, across all sectors, measurement of patient experience is principally focused 

on episodic care. Tthere is no way to measure the holistic experience of these patients with 
their care

• The complexity of the healthcare sector was itself a challenge
•  Despite commitment from providers to this system quality work, all healthcare providers in 

the system are collecting and reporting data to many bodies for many purposes
•  There is a lot of work associated with these efforts, and with multiple indicators reported 

in various places, the significance  of new system quality reporting has the potential to  be 
diluted
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Indicators contributing to readmits within 30d discharge
Percent of patients with full medication reconciliation completed at discharge from any hospital to 
another setting 
Percent of patients with a completed discharge summary upon discharge from hospital 
Rate of unplanned ED visits for frequent users from Toronto Community Addictions (TCAT) project 
clients 
Rate of unplanned ED visits for frequent users of Addictions Supportive Housing (ASH) project 
clients 
Number and percent of LTC residents with acute inpatient hospital admission by reason for 
admission 
Percentage of inpatient hospital readmissions within 30 days for LTC residents 
CSS clients discharged from hospital who are readmitted within 30 days for any reason 

-Supportive Housing 
-Enhanced Adult Day Programs 

Percent of patients with a completed discharge summary upon discharge from hospital 
-Supportive Housing 
-Enhanced Adult Day Programs 1a) Percent of CCAC clients admitted to CCAC from an acute 
hospital who have a readmission within 30 days of CCAC admission 

Percentage of CHC clients who were able to see their health care provider on the same or next day 
the last time they were sick or needed medical attention 
Inpatient readmission for CHC clients within 30 days of discharge from hospital

Lessons 
Selecting Indicators … through Patients’ Eyes
Selecting the Right Measures and Then Tweaking Them - deep dive discussions, what data is there 
but unused process mapping etc. methodological flaws and interpretation points
Making Data the Conversation Starter - 
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H Aff The core quality measures collaborative: A rationale and 
framework for public-private quality measure alignment2

Set of metrics based on judgement of payers representing 70% of Medicare FFS enrolees. 
Set out to produce a simplified and consistent process across public and private payers by reducing 
the total number of measures, refining the measures, and relating measures to patient health 
—  known as the 3Rs (reduce, refine, and relate) (Figure 1).

Move towards outcome focused measures, but recognise the trade offs inherent. 
Core Quality Measure Sets - Governing Principles for Core Measures

Selected Examples of NQF-Endorsed Measures Under Evaluation for Core Measure Sets
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¹ Good but not great http://healthaffairs.org/blog/2014/12/18/aco-quality-results-good-but-not-great/ 
²    http://healthaffairs.org/blog/2015/06/23/the-core-quality-measures-collaborative-a-rationale-and-framework-for-

public-private-quality-measure-alignment/ 

http://healthaffairs.org/blog/2014/12/18/aco-quality-results-good-but-not-great/
http://healthaffairs.org/blog/2015/06/23/the-core-quality-measures-collaborative-a-rationale-and-framework-for-public-private-quality-measure-alignment/
http://healthaffairs.org/blog/2015/06/23/the-core-quality-measures-collaborative-a-rationale-and-framework-for-public-private-quality-measure-alignment/

