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Provider issues. These are mostly hospital, as that is what is written about. 

The Commonwealth Fund and the Kaiser Family Foundation recently published the results of a 
survey of providers’ views on these models.

http://www.commonwealthfund.org/publications/issue-briefs/2015/aug/
primary-care-providers-views-delivery-payment

Overall, those surveyed held mixed views on, or were unsure about, the impact of new care models 
on the quality of care. However, they tended to favour PCMHs more than ACOs, possibly because 
there is a closer relationship between PCMHs and care delivery whereas an ACO involves a 
contractual relationship with a payer and might be slightly more removed from individual patient 
interactions. Furthermore, PCMHs have a longer history than ACOs and are more established.

Those surveyed were generally positive about the impact of information technology on quality of 
care. IT is extremely important in these new care models, which require prompt co-ordination and 
transfer of information across providers, and the need to keep a close watch on patient outcomes 
and other measures of performance for which providers are held to account.

However, results were more negative on the use of quality metrics and incentive payments based 
on quality. In particular, primary care physicians were negative about the impact of financial 
penalties for patients admitted or readmitted to hospital unnecessarily, probably because this type 
of performance management might threaten both their clinical autonomy and their income. Not 
surprisingly, those who were most positive were those who had received quality-based payments.

Although these survey results present only a partial story of the evolution and performance of 
integrated organisational models in the US, we can draw out some lessons for the NHS.

Impact takes time. We know from previous work on contracting for integrated care that providers 
need time to learn how to work together and to build the necessary infrastructure and capacity. 
New structures or contracts will not fast-track these relationships.

Information is key. Despite some concerns about the burden of new technology, primary care 
providers were generally enthusiastic about the benefits of IT. If providers are expected to work 
more closely together and bear increasing financial and clinical risk, it is essential that they have 
ready access to the information they need to understand and manage that risk.

Loosen the reins. Although incentive payments and penalties are designed to stimulate improvement 
in performance, they are generally unpopular and the evidence on their impact is uncertain. 
Alternative payment mechanisms (such as capitation) may present a more appealing option for 
providers within new care models, empowering them to develop pathways and deliver care using 
their expertise. Giving professionals more clinical and financial control might have a greater impact 
on the quality of care than rewarding or penalising performance.

There is a great deal of enthusiasm across the NHS for the types of care models being developed 

http://www.commonwealthfund.org/publications/issue-briefs/2015/aug/primary-care-providers-views-delivery-payment
http://www.commonwealthfund.org/publications/issue-briefs/2015/aug/primary-care-providers-views-delivery-payment
http://www.kingsfund.org.uk/publications/commissioning-contracting-integrated-care
http://www.rand.org/content/dam/rand/pubs/research_reports/RR400/RR439/RAND_RR439.pdf
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in the US. Policy-makers, commissioners and providers have all expressed aspirations to move 
towards the apparent nirvana of an accountable care organisation. Although the ambitions of the 
care models in the US may resonate with our intentions here, we would be wise to learn from the 
early experiences of those who went before us.

Read our reports: Accountable care organisations in the United States and England and 

Commissioning for integrated care

KPMG HealthCare. Hospital Collaboration in the NHS. 
Eight lessons learned to facilitate successful collaboration

Eight key elements of best practice emerge from the experience of the expert commentators 
contributing to this paper, and the successful case studies: 

1.  Design the solution to match the problem.The form of collaboration should match the goals 
and the challenges of the institutions involved and the needs of the local health economy. A 
merger may be right for some Trusts, whereas others may benefit from looser alliances such as 
franchises.  

2.  Prioritise sustainability over short-term financial aims Collaboration is complex and difficult, 
and leaders need time to right past wrongs and create successful new working structures and 
relationships. Ultimate success should be based upon care quality and value, which should be 
methodically tracked. 

3.  Ensure that both parties have something to gain… Create common goals via binding contracts 
and joint performance targets, to stimulate commitment.  

4.  Remember, it’s all about the patient Retain a focus on patient care that transcends the egos of 
leaders and avoids a culture of ‘winners and losers. ‘

5.  Engage and communicate with staff Collaboration cannot succeed without clinical involvement 
in planning and redesign of services. And it is an unsettling time, and all staff will want to know 
the progress of the transaction, and, crucially, how it may affect them. 

6.  Don’t underestimate the importance of culture Leaders need to understand cultural similarity 
differences in order to address divisive sensitivities and hence ways of working to suit all parties. 

7 .  Standardise and codify good practice It is much easier to transfer standardised, documented 
operations that are based around people, not processes, as these ensure a common approach 
to care. 

8.  Align payment and incentives New care models should encourage collaboration across tiers of 
care, such as primary and community, which call for payments and incentives focused on patient 
value. 

http://www.kingsfund.org.uk/publications/accountable-care-organisations-united-states-and-england
http://www.kingsfund.org.uk/events/past-events/commissioning-integrated-care
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How many organisations do we want, need, is optimal
Working together across organisations – yes, who would disagree. But:
• But what when there are elephants like too many organisations??
• Eg too many hospitals, too many fiefdoms that are independent Gen Practice?
• Issues such as these will be important
• Dealing with organisational relationships 
• Professional relationships
• How many organisations should we sustain

Whats the incentive for providers to be a part of this game
Response of a BCBS vice president (large US payer – many millions of covered lives) to my question

• More a master of own destiny
• Shared savings and can invest in 
•  Not going to bring in large revenue…. Doing accountable care right – reducing trend rather 

than overall cost of care
• ACO has got to beat the market trend. Thus hospital has got to keep the increase below 3%
• Potentially risky – especially as moving toward capitation1.
• Every hospital would need to ask and answer this question
• Hospitals are going to view themselves as COST centres rather than REVENUE builders.
• Fundamentally building a different model of businesses….
• Where does he see the main savings in provider side
• Reduction in emergency re visits
• Huge reduction in readmission rate (we have a macro fix to this)
• (IP to day case, DC to OP, readmission (evidence GP appt on discharge)) etc etc
• don’t penalise – but pay a bonus if keep readmission rate low…….
• With better primary care – some evidence re less primary non electives. Eg asthma
• Can earn an additional 10% by meeting quality standards
•  Mostly process vs outcome measures. Mostly of HEDIS claims.
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Provider network – what does it look like
•  What’s in and out provider wise. Is primary care in, where and how does primary care co 

commissioning fit. What are the views and thoughts of primary care providers? BDCT, Acute 
Trusts, Social Care provision – in or out?

•  Whats the split of primary and secondary care? PB data set – with all of the weaknesses and 
caveats is the (arguably) best way of answering this q. Appendix. 

• Specialised?
• Ambulances?

Geography
• What geographies and boundaries
• Across multiple LA and or CCG boundaries

Time horizon
•  Time to implement and mature. Timeframe for getting from idea to reality – most of the US 

examples are a min of 2 years. Often longer.
• Effort involved in this activity.
• Timeframe for return on investments 
•  Perhaps also something to be said on multi year contractual frameworks.....to better incentivise 

longer term approach to population health
• 

Three key questions of strategy
•  Does your trust understand its external opportunities and challenges and its internal strengths 

and weaknesses
•  Does your trust have robust solutions to address opportunities and challenges in light of its 

strengths and weaknesses? 
• Does your trust have the capability and a credible plan to deliver the strategy
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Institute for Government – Beyond big contracts. What 
would it take for public service providers to be ready?
•  What do commissioners and providers think is needed for public service providers to be ready 

for an increasingly complex commissioning environment?
•  Providers wanted to see innovation encouraged through more flexible contracts with realistic 

targets
•  Many argued for longer contracts – for example three-to-five years with two-year break clauses, 

rather than short-term contracts that are ‘re-commissioned’ annually
•  Providers wanted to see standardised procurement exercises to save time spent adapting the 

same information for different contracts
• Emphasis was given to the clarity and systematic nature of monitoring and
•  Evaluation, which would ensure commissioning plans and processes are rigorous and 

transparent
•  Providers would like to see advance notice of tendering opportunities and supplier events 

prior to the release of tender documentation
•  Several argued for a co-production model for commissioning, in which outcomes are 

intrinsically linked to the user need, not contracting convenience
•  Both commissioners and providers felt that, to properly take advantage of these changes, 

providers would need to
•  Be open to the development of new skills and aptitudes – and proactively adapt to the cultural 

shift that complex commissioning represents
•  improve their skills and experience base in commercial procurement processes – including 

getting better at articulating their unique value
•  Manage the risk and innovation balance more effectively – managing financial risk and survival 

at the same time as protecting vision and mission
•  Proactively explore opportunities for collaboration – across their own sector, and with larger 

providers and commissioners at the policy design stage
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4 questions to consider when working with a payer on an 
ACO2
First up: Is your organization ready to invest in the necessary technology?

Four key questions to inform the accountable care  journey:

1. Is your organization ready to invest in the necessary technology and tools?  To begin, calculate 
the financial investment needed for population health. This involves assessing your organization’s 
alignment of people, processes and technologies across key functions. These functions include 
informatics, care management and patient engagement.

2. Are you prepared to design and implement an incentive structure that rewards doctors who 
meet quality, efficiency and patient-satisfaction measures?  Assisting doctors in the transition 
to value-based care involves:

Engaging them in the development of new care processes that integrate the entire care team 

Involving them in  accountable care organization  leadership to promote transparent practice 
patterns, quality and efficiency 

Aligning payment and incentives with performance goals 

As part of this effort, it is essential to deliver quality and cost metrics that help doctors accurately 
gauge their progress toward meeting targets.

3. How will you redesign your care delivery system to focus on keeping people well 
instead of a focus on sick care?  Population health  represents a new approach to care, 
and clinical and financial integration will help smooth the transition. Claims  analytics  can 
reveal where care protocols are widely inconsistent. You can then identify opportunities 
for improving efficiency and quality improvements through care coordination. 
Care managers play an important role. Whether they are based remotely or embedded in the 
practice, these care managers can supply more consistency and coordination. 

4. What steps will you take to support and encourage growth?  To succeed in adding new revenue 
streams, take measures to:

Expand your network strategically 

Grow your patient base 

Maximize in-network care delivery

http://www.healthcareitnews.com/directory/accountable-care
http://www.healthcareitnews.com/directory/patient-engagement
http://www.healthcareitnews.com/directory/accountable-care-organization-aco
http://www.healthcareitnews.com/directory/population-health
http://www.healthcareitnews.com/directory/analytics
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Britnell on the 3 issues that hold back transformation of care3 
“Crossing the Quality Chasm,”  identified four ingredients for a high-quality care system: the right 
vision, designing clinical processes from the patient’s perspective, integrating organizations into 
systems, and getting environmental factors such as regulations and financing right.

It is clear to us that the failure of different parts of the system —  payers, providers, patients, 
professionals, policy makers, politicians, the public, and the press — to pull in the same direction is 
a serious drag on innovation and progress.

Organizations have a strong sense of their own value and an unswerving commitment to high 
quality care but little appreciation of others’ worth in their local, regional, or national systems. 

I have often been struck by the way companies operating in industries as diverse as telecommuni-
cations and transport manage to collaborate in a competitive environment, yet health organizations 
find collaboration difficult even when they are not competing.

There are three compounding problems that inhibit large-scale, sustainable change. 

The first is organizational myopia. Organizations have a tendency to think they are basically 
good but the health system in which they operate is poor at supporting them.

The second is the ability for transactional reform to trump transformation. I define transactional 
as “doing things better” and transformational as “doing better things.” Often, it is easier and 
less threatening to make seemingly important but small changes than it is to hold individuals, 
organizations, or systems to account for transformational change that will produce better care and 
value.

The third is that large-scale change is as much an emotional issue as a technical one, which is 
rarely understood. A compelling vision of a better future needs to be communicated in a way 
that creates energy and motivation. This means that staff members have to be able to relate to 
it, shape it, and, crucially, feel empowered to challenge the status quo. This is simple to say but 
difficult to do.

1 doi: 10.1377/hlthaff.2012.0344 HEALTH AFFAIRS 31, NO. 9 (2012): –

2 http://www.healthcareitnews.com/blog/4-questions-consider-when-working-payer-aco 

3 https://hbr.org/2015/12/transforming-health-care-takes-continuity-and-consistency …

http://iom.nationalacademies.org/Reports/2001/Crossing-the-Quality-Chasm-A-New-Health-System-for-the-21st-Century.aspx
http://www.healthcareitnews.com/blog/4-questions-consider-when-working-payer-aco
https://hbr.org/2015/12/transforming-health-care-takes-continuity-and-consistency 

