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Abstract  In addition to its expansion and reform of health insurance cover-
age, the Affordable Care Act (ACA) contains numerous provisions intended to 
resolve underlying problems in how health care is delivered and paid for in the 
United States. These provisions focus on three broad areas: testing new delivery 
models and spreading successful ones, encouraging the shift toward payment 
based on the value of care provided, and developing resources for systemwide 
improvement. This brief describes these reforms and, where possible, documents 
their initial impact at the ACA’s five-year mark. While it is still far too early to 
offer any kind of definitive assessment of the law’s transformation-seeking re-
forms, it is clear that the ACA has spurred activity in both the public and private 
sectors, and is contributing to momentum in states and localities across the U.S. 
to improve the value obtained for our health care dollars.

OVERVIEW
In addition to its more familiar health insurance coverage reforms, the 
Affordable Care Act (ACA) contains numerous provisions that directly 
target how health care is organized, delivered, and paid for in the United 
States. These provisions take aim at the well-known shortcomings of the 
U.S. health system, from the inefficiency and high cost of our predomi-
nantly fee-for-service system to the extreme variability in the quality of care 
patients receive from region to region.

Building on existing reform models in the private and public sec-
tors, the law takes multiple, complementary approaches to addressing the 
health system’s longstanding problems. These center on:

•	 testing new models of health care delivery

•	 shifting from a reimbursement system based on the volume of ser-
vices provided to one based on the value of care 

•	 investing in resources for systemwide improvement.
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With the Affordable Care Act now five years old, this brief reviews these approaches and 
reports on the early impact of specific reforms and initiatives for which reliable data are available. 
Because many of these provisions are still in the early stages of implementation and testing, it is dif-
ficult, if not impossible, to make any definitive assessment of their impact. Nevertheless, it is useful at 
the five-year mark to review some of the law’s delivery and payment reforms in some detail and reflect 
on the experience of patients, providers, and payers as these profound changes unfold.

NEW MODELS FOR DELIVERING HEALTH CARE
Transformation in health care delivery is a complex undertaking. Moving away from fee-for-service 
payment and the fragmented care it creates will take resources, experimentation, and time. A single 
approach will not work for all providers, in all states, or in all markets. The Affordable Care Act 
includes provisions that encourage the spread of several care models, but two approaches in particular 
hold promise for improving the effectiveness and efficiency of care delivery: accountable care organi-
zations and patient-centered medical homes.

Accountable Care Organizations
An accountable care organization (ACO) is an entity formed by health care providers—from primary 
care physicians and specialists to hospitals and postacute care facilities—that agree to collectively take 
responsibility for the quality and total costs of care for a population of patients. Beginning in 2012, 
the ACA established the Medicare Shared Savings Program to encourage the development of ACOs. 
If participating ACOs meet quality benchmarks and keep spending for their attributed patients below 
budget, they receive half the savings that result, with the rest going to the Centers for Medicare and 
Medicaid Services (CMS), which administers the program. To keep a larger share of the savings (up to 
60 percent), ACOs can choose to participate in a “two-sided risk” model, whereby they must repay a 
share of losses if health care spending for attributed patients exceeds the budget target.

In 2015, there are more than 400 Shared Savings ACOs serving nearly 7.2 million benefi-
ciaries, or 14 percent of the Medicare population. While these participation numbers have exceeded 
expectations, results from the program’s first year of operation, 2013, were mixed. Of the 220 Shared 
Savings ACOs that year, only 52 were able to meet quality-of-care benchmarks and keep spending 
below budget targets; these ACOs generated $700 million in total savings and roughly $315 mil-
lion in shared-savings bonuses (Exhibit 1).1 Another 60 ACOs kept spending under their targets but 
either did not fulfill their requirements to measure the quality of care delivered to patients or did not 
reduce spending enough to meet the minimum criteria to share in savings.

ACOs in the Shared Savings Program showed some improvement on most of the 33 qual-
ity measures—from diabetes care to depression screening—compared with other Medicare providers 
(Exhibit 2). However, these organizations were eligible to share in savings for simply reporting data 
on all measures, regardless of actual performance. Beginning in 2014, Shared Savings ACOs were 
required to meet minimum quality standards to qualify for a share in any savings, though perfor-
mance data are not yet available.

The majority of the participating ACOs have opted for one-sided risk, which means they 
can share in savings produced but are not subject to paying a share of the losses incurred if spending 
exceeds targets. A key question for CMS officials is how they can sustain participation in the future 
while encouraging and supporting providers to assume greater financial risk. A global budget covering 

http://www.commonwealthfund.org/ACAat5/delivery-reform
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all patients is one potentially important strategy for encouraging clinicians to deliver care in innova-
tive ways, invest in value-producing services that are generally not currently reimbursable (such as 
taking time to email or educate patients), and devote resources to infrastructure enhancements (such 
as information technology systems) that improve coordination with other providers.

However, most providers across the country have limited experience in managing care to a 
budget and limited capacity to coordinate care with other providers. Hence, many are not ready to 
take on the extra financial risk. For providers equipped to test more advanced payment models and 
stringent quality thresholds, CMS has launched the much smaller Pioneer ACO program, which 
is administered by the newly created Center for Medicare and Medicaid Innovation. Known as the 
CMS Innovation Center, this agency has the authority to test and nationally expand new models that 
are proven to reduce health care costs while maintaining or improving quality of care. The idea is that 
lessons learned from the Pioneer ACOs can be incorporated into the Shared Savings Program.

In the second year, 11 of 23 Pioneer ACO participants earned financial bonuses totaling $68 
million, while three ACOs faced penalties of roughly $7 million. The Pioneer ACO that generated 
the most savings was Montefiore Medical Center, a safety-net system located in The Bronx, New York 
(read more about Montefiore’s experience here). Although Pioneer participants are considered among 
the most advanced ACOs, some have had difficulty meeting financial targets, and 13 have dropped 
out of the program as of March 2015, with most switching to the Shared Savings model.

In recognition of the challenges providers face to be successful Medicare ACOs, CMS is 
allowing providers to take it slow by adopting the one-sided risk model for at least three years and 
by getting credit for simply reporting on quality measures in the first year. (See Exhibit 5 on page 
8.) In addition, low-cost loans are being made available to help spread the model to smaller provider 

Exhibit 1. Medicare Shared Savings Program:  
Year 1 Performance of Participating Accountable Care Organizations (2013) 

24 percent (52 ACOs)  
earned shared savings 
bonus 

27 percent (60 ACOs)  
reduced spending, but  
not enough to earn 
shared savings bonus 

46 percent (102 ACOs) 
did not achieve savings 

3 percent (6 ACOs) 
achieved savings, but  
did not successfully 
report quality measures 

Source: Centers for Medicare and Medicaid Services, www.cms.gov. 

220 Medicare Shared Savings Program ACOs 

http://www.commonwealthfund.org/ACAat5/delivery-reform


4	 The Commonwealth Fund

organizations and those in rural areas with limited start-up capital; in fact, one rural organization, Rio 
Grande Valley ACO, had achieved one of the highest levels of savings as of 2014. ACOs that have 
proved successful from the start tend to make investments in information technology systems, data 
analytic tools, and the necessary staff to identify high-risk patients and closely monitor their care.

Medicare’s ACO programs are likely to evolve with the accumulation of experience. An 
important marker of impact to watch will be whether ACOs’ investments improve outcomes for 
patient populations beyond Medicare.

Primary Care Transformation Through Implementation of Medical Homes
Although primary care is fundamental to a well-functioning health system, the U.S. has undervalued 
and underinvested in it for decades. The neglect of primary care is largely a byproduct of the prevail-
ing fee-for-service reimbursement approach: providers have inherent financial incentives to favor 
higher-priced procedures over care management and other cost-saving services. As a result, the care 
U.S. patients receive is often poorly coordinated and expensive.

On the flip side, there is considerable evidence that comprehensive, coordinated, and well-
targeted primary care can improve outcomes and reduce per-patient costs. These characteristics are 
embodied in the patient-centered medical home, a model of care that emphasizes more comprehen-
sive care coordination, care teams, patient engagement, and population health management.

A number of the ACA’s reforms seek to transform primary care by way of the medical home 
model, through programs and initiatives involving private physician practices, community health 
centers, and even home-based care providers. The ACA also is helping health systems and states to 
experiment with ways to improve the quality of primary care, spread promising models, and integrate 
primary care more seamlessly with other health care services, such as behavioral health and long-term 

Exhibit 2. Percentage of Accountable Care Organizations in the  
Medicare Shared Savings Program Meeting Select Quality Benchmarks (2013) 
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Diabetes composite 
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Notes: Benchmarks are set based on the performance of Medicare providers not participating in the Shared Savings Program.  
ACS = ambulatory care–sensitive. 
Source: Centers for Medicare and Medicaid Services, https://data.cms.gov/ACO/Medicare-Shared-Savings-Program-Accountable-Care-O/yuq5-65xt. 
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care services (see appendix for a summary of several primary care–related provisions in the law). 
Below we present recent findings from two of the CMS Innovation Center’s large-scale, multipayer 
primary care initiatives that seek to change the face of primary care in the U.S. (Exhibit 3).

Comprehensive Primary Care Initiative. This national initiative involving 29 payers 
(excluding CMS), nearly 500 providers, and some 2.5 million patients is testing a new way to deliver 

and pay for care that is designed to improve access, coordination, and chronic disease management 
while engaging patients and their caregivers. The program offers participating physician practices 
enhanced payment, technical assistance, and ongoing feedback on performance. Evaluation results 
show that in the initiative’s first year, spanning October 2012 to September 2013, the practices gener-
ated enough savings to cover most of the $20 per-member, per-month care management fee paid on 
average by CMS (although not enough to produce net savings overall). While there was considerable 
variation in performance among the seven participating U.S. regions, across all markets emergency 
department visits decreased by 3 percent and hospital admissions by 2 percent after year 1. Significant 
effects on quality were few.2

Multi-Payer Advanced Primary Care Practice Demonstration. Medicare has joined eight 
state-sponsored pilot programs involving Medicaid and private insurers to test the impact of per-
member, per-month fees paid to primary care sites for providing medical home services.3 In the dem-
onstration’s first full year of operation, 2012, more than 3,800 providers in 700 practices serving 2.2 
million patients participated. Recent evaluation results estimate $4.5 million in savings generated in 
year 1, translating to a return on investment of $1.35 for every $1 Medicare paid out. In Vermont 

Exhibit 3. Select CMS Innovation Center Initiatives on  
Primary Care Transformation 

  
Comprehensive  

Primary Care  
Initiative  

Multi-Payer 
Advanced Primary 

Care Practice 
Demonstration 

FQHC Medical Home 
Demonstration 

Independence  
at Home Total 

Patients 2,534,506 2,225,537 
Total n/a;  

207,000 Medicare 
beneficiaries 

8,300 4,768,343  

Providers 2,494 3,837 2,700 347 9,378  

Multiple 
payers? Yes Yes No No 2/4 

initiatives 

Total 
payments  
to date 

$153.2M $99.2M $41.7M 
Have not 

issued 
payments 

$294.1M 

Early results In year 1, initiative 
generated nearly enough 
savings to cover $20 care 
management fee paid, 
although not enough for 
net savings. Across all 
seven regions, emergency 
department visits 
decreased by 3% and 
hospital admissions by 2%. 
Quality results mixed.  

Generated $4.5 
million in savings 
across eight states.  

73% of 492 
participating health 
centers achieved Level 
3 Patient-Centered 
Medical Home 
recognition based on 
standards set by 
National Committee for 
Quality Assurance, 
short of 90% goal set in 
2011. 

 No results yet   

http://www.commonwealthfund.org/ACAat5/appendix


6	 The Commonwealth Fund

and Michigan, growth in Medicare fee-for-service health care spending significantly slowed as hospi-
tal inpatient care expenditures fell. There is less evidence, however, that the state initiatives were able 
to reduce hospitalizations, readmissions, and emergency department visits.4

A major theme emerging from these efforts to transform primary care is the critical role of 
technical and financial support in building the capacity of physician practices to function as medical 
homes. Each of the ACA-supported transformation initiatives includes some level of support for prac-
tices to address common challenges. These include: collecting, reporting, and using data in a timely 
fashion for care management and quality improvement; changing the practice culture to enable effec-
tive teamwork; and obtaining information about patients from settings outside the practice.

In general, federal investments have stimulated unprecedented collaboration and dialogue 
among payers, both private and public, and providers on how to reorganize primary care at the local 
level to achieve the aims of reform. Still, Medicare, despite collaborating more actively with primary 
care providers and other payers since the ACA’s passage, needs to identify ways to share data more 
quickly with local partners and communicate programmatic changes clearly.

REFORMING PROVIDER PAYMENT
The Affordable Care Act included many payment reform provisions aimed at promoting the develop-
ment and spread of innovative payment methods to facilitate the adoption of effective care delivery 
models. The earliest of the ACA’s provisions related to provider reimbursement have slowed growth 
in fee-for-service payment levels. The intention was to provide some budget relief, particularly for the 
Medicare Trust Fund, and to send a clear signal to providers that they will need to adapt quickly to 
incentives that reward appropriate, high-quality care and good patient outcomes.

For example, reflecting the anticipated reduction in uncompensated care from increased 
insurance coverage, the ACA lowered annual increases in Medicare payment rates for hospitals and 
other facilities and explicitly set an expectation for providers to become more efficient over time. 
The law also reduced overpayments to private plans administering Medicare benefits through the 
Medicare Advantage program, bringing these payments more in line with traditional Medicare costs, 
and linked, as of 2012, plan payments to performance ratings and made the results public.5 Today, 
even with these lower payments, increasing numbers of beneficiaries are enrolling in private plans, 
with many choosing higher-performing plans.6

Other ACA provisions target quality problems that lead to inefficiencies and jeopardize 
patient health. For example, the law imposes financial penalties on hospitals with high rates of hospi-
tal-acquired conditions and readmissions, an effort that has likely contributed to the recent reduction 
in associated adverse medical events (Exhibit 4). The new value-based purchasing program for hospi-
tals, meanwhile, fosters greater accountability for performance by dispensing bonuses and penalties 
tied to publicly reported quality measures; similar programs for physicians are being implemented in 
phases, starting in 2015, with a full rollout to all fee-for-service providers in 2017.

The ACA provisions also seek longer-term, systemic change in how health care is organized 
and delivered. In addition to the accountable care programs and medical home initiatives discussed 
above, the ACO is also testing a payment approach known as bundled payment, a single reim-
bursement for all the services required for a given medical condition or procedure. This means that 
physician, hospital, or postacute services can all be covered under a single payment, which should 
incentivize the various providers involved in a given patient’s care to work better together. Nearly 
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7,000 postacute care providers, hospitals, and physician organizations have signed up to participate in 
bundled-payment demonstrations, which represent a further step away from payment for individual 
services and toward shared accountability for quality and costs.

Most of the new payment models are still in their early phases, and evidence of their impact 
is far from definitive. Many initiatives have adopted an incremental approach to financial account-
ability, often starting with pay-for-reporting or bonus-only options (Exhibit 5). The gradual approach 
recognizes that the type of structural change required to be successful under risk-based payment sys-
tems takes time, a concern repeatedly voiced by providers.

The pace of change is about to pick up, however. Earlier this year, the U.S. Secretary of 
Health and Human Services (HHS) announced a goal to have at least 90 percent of traditional 
Medicare payments linked to some form of ACO, medical home, bundled payment, or other value-
related approach by 2018.7 A private-sector consortium has set a similar goal for its member busi-
nesses.8 In fact, an important effect of the ACA is how it has opened up new channels of communica-
tion between providers and CMS about the design and implementation of new payment and delivery 
models. The CMMI Innovation Awards program, for example, encourages health care organizations 
to propose new care delivery and payment initiatives for piloting. And provider involvement in the 
design of the law’s ACO and bundled-payment provisions enabled CMS to create programs that 
have attracted large numbers of participants. CMS and providers are now sharing much more data 
to monitor and gauge program performance. While implementation of these new programs has not 
been without delays and hiccups, the culture change occurring across the health care sector may soon 
make greater strides possible.

Source: Patrick Conway, Office of Information Products and Data Analytics, Centers for Medicare and Medicaid Services. 
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Exhibit 5. Accelerating Implementation of Key Payment Reform Provisions 

Hospital  
Value-Based 
Purchasing 

Builds on measures used in  
Inpatient & Quality Reporting (IQR)  
and Hospital Compare programs. 

1% of hospital 
payments affected. 

Incremental increase to 2% of 
hospital payments affected  
in 2017 and beyond. 

2010–2012 2013 2014–2017 

Medicare 
Shared 
Savings 
Program1 

Initial members join program.  
Pay-for-reporting in first performance year. 
Option for shared-savings only in first  
three years of participation. 

Measures transitioned to 
pay-for-performance 
(shared savings only). 

Greater incentives 
for sharing 
(downside) risk. 

2012–13 2014–15 2016 and beyond 

Hospital 
Readmissions 
Reduction 
Program 

Builds on the measures  
used in IQR and Hospital 
Compare programs. 

Up to 1% of hospital 
payments affected. 
Based on readmissions 
for heart attack, heart 
failure, pneumonia.  

Incremental increase to 3% of 
hospital payments affected in 
2015 and beyond. Additional 
conditions included: COPD and 
elective hip & knee replacements. 

2010–12 2013 2014–15 

1 Builds on Physician Group Practice demonstration. Pioneer and Advanced Payment ACOs also launched through the Center for 
Medicare and Medicaid Innovation in 2012 with more-sophisticated provider organizations. 

Exhibit 6. CMS Innovation Center’s Focus Areas and Selected Initiatives 
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Models 
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RESOURCES FOR SYSTEMWIDE IMPROVEMENT
The Affordable Care Act created a number of new resources to establish a foundation for accelerated 
public- and private-sector innovation in health care delivery. These institutes and agencies, described 
briefly below, appear to be contributing to growing momentum in the U.S. to reconfigure how care 
is delivered and paid for. (See Appendix A. Selected Health Care Payment and Delivery System Reform 
Provisions of the Affordable Care Act.)

Center for Medicare and Medicaid Innovation. As mentioned earlier, CMMI, also known 
as the CMS Innovation Center, was established to identify, test, and spread new payment and service 
delivery models to reduce expenditures while maintaining or improving quality of care for beneficia-
ries of Medicare, Medicaid, and the Children’s Health Insurance Program (CHIP). The U.S. Secretary 
of Health and Human Services has been granted authority to expand innovations if evidence shows 
actual cost reductions or improvements in outcomes. When the ACA was enacted, the Congressional 
Budget Office estimated that the Innovation Center, with its $10 billion of direct funding over 10 
years, would save $1.3 billion between 2010 and 2019. Since 2010, the center has launched an array 
of initiatives that together reach more than 2.5 million patients and 60,000 clinicians across the 50 
states (Exhibit 6).9 (See sidebar on next page.)

Patient-Centered Outcomes Research Institute. Supported through appropriations from 
general fund revenues and fees assessed on Medicare, private health insurance, and self-insured plans, 
PCORI funds research on clinical treatments and their outcomes with respect to quality of life, daily 
functioning, and long-term survival.10 It also is charged with improving the quality, relevance, and 
translation of the evidence itself, helping to ensure that research results are useful to frontline clini-
cians. As of April 2015, PCORI has awarded 399 research projects in 39 states, totaling nearly $855 
million across five priority areas.11 While preliminary feedback shows that the institute has  
engaged patients and other stakeholders in developing research questions and reviewing proposals, 
there are as yet no results available to document the impact of funded projects on patients or providers.

Medicare–Medicaid Coordination Office. The Duals Office, as it is commonly referred to, 
was created by the ACA to increase coordination between Medicare and Medicaid, which together 
serve the more than 10.7 million low-income individuals with disabilities who are jointly enrolled in 
both programs.12 This population generally has more extensive health care needs than other beneficia-
ries and accounts for a disproportionate share of health spending in both programs. The Duals Office 
has launched demonstrations to integrate care for these individuals in 18 states through two initia-
tives: one to reduce avoidable hospitalizations among nursing home residents, and another to test new 
models to better align the financing of Medicare- and Medicaid-covered services. As of July 2014, 
CMS had finalized memoranda of understanding with 12 states to implement 13 demonstrations to 
change the financing arrangements among CMS, the states, and providers serving this population. 
Although states have submitted plans to evaluate their respective demonstrations, data on beneficia-
ries’ experience with care or on cost and quality effects are not yet available.

National Strategy for Quality Improvement in Health Care. Designed to align health 
care improvement efforts across federal, state, and local agencies and the private sector, NQS aims 
to ensure providers and government are working toward the same goal: healthier communities and 
lower overall health care costs. According to the U.S. Department of Health and Human Services, 
work undertaken in at least one NQS priority area—patient safety—has had a significant impact 
on hospital-based care: between 2010 and 2013, incidents of harm experienced by hospital patients 

http://www.commonwealthfund.org/ACAat5/appendix
http://www.commonwealthfund.org/ACAat5/appendix
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THE STATE INNOVATION MODELS INITIATIVE
Recognizing the critical role that states play in providing, purchasing, and regulating health care 
services, the CMS Innovation Center established the State Innovation Models Initiative (SIM) to 
help states achieve better health outcomes at lower cost. SIM grants provide federal dollars and 
technical assistance for a wide range of health system transformation efforts. Thirty-nine states 
have received SIM grants for design, pretesting, or testing activities.

Connecticut Iowa Oregon

Awarded design grant in 2013 
and testing grant in 2014. Will 
develop Medicaid Quality 
Improvement Shared Savings 
Program for providers, engage 
in practice transformation 
initiatives for primary care, 
and focus on workforce 
development projects and 
programs.

SIM design process helped 
Connecticut cultivate 
commitment to value-based 
payment across payers and 
accelerated trend toward 
organization of providers 
into ACO-like entities. Design 
process also sparked interest 
among federally qualified 
health centers in alternative 
payment methodologies, 
which state aims to develop 
with SIM testing grant.

Awarded design grant in 2013 
and testing grant in 2014. Iowa 
seeks to: 1) expand coverage 
of its shared-savings ACO 
model to the entire Medicaid 
population; 2) align with other 
payers through standard 
quality and performance 
measurement; and 3) build 
community care teams and 
enhanced use of health 
information technology and 
exchange. ACO services will 
include behavioral health and 
long-term care.

Iowa also is addressing 
social determinants of 
health through community 
integration efforts and 
development of incentives for 
healthy behaviors. 

Awarded testing grant in 2013, 
which provided assistance 
for establishment of regional 
coordinated care organizations 
(CCOs) that oversee physical, 
behavioral, and ultimately 
dental care under a global 
budget (reform program 
launched previously under 
Section 1115 waiver). 

SIM funding enabled creation 
of Oregon Health Authority’s 
Transformation Center, which 
supports CCOs by providing 
technical assistance, best 
practices, and other support 
to providers to embrace the 
state’s reform model.

In 2013, Oregon achieved: 
decreased emergency 
department visits and 
spending; increased 
primary care utilization and 
spending; higher rates of child 
developmental screening 
during first 36 months of life; 
fewer hospitalizations for 
chronic conditions; and greater 
adoption of electronic health 
records. All CCOs improved 
on some measures and 11 of 
15 met all their improvement 
targets. Oregon regularly 
updates progress on its 
website.

Source: National Association of State Medicaid Directors, “Perspectives on Innovation: A State Medicaid Approach  
to Evaluation,” March 30, 2015, http://medicaiddirectors.org/node/1172.

http://www.healthreform.ct.gov/ohri/lib/ohri/presentation_cmmi_interview_-_10_1_2014_final.pdf
http://dhs.iowa.gov/ime/about/state-innovation-models/model-design-grant
http://dhs.iowa.gov/ime/about/state-innovation-models/testing-grant
http://www.oregon.gov/oha/OHPB/pages/health-reform/ccos.aspx
http://www.oregon.gov/oha/OHPB/pages/health-reform/ccos.aspx
http://transformationcenter.org/
http://www.oregon.gov/oha/OHPR/Pages/sim/index.aspx
http://medicaiddirectors.org/node/1172
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nationwide decreased 17 percent, and potentially as many as 50,000 deaths were avoided, and 1.3 
million fewer patients experienced harm from hospital-acquired medical conditions (Exhibit 7).13 
These improvements are estimated to have saved $12 billion in health care costs.

Prevention and Public Health Fund. This fund provides sustained national investment in 
preventive care and public health. Through 2015, it has awarded more than $5 billion to local com-
munity efforts.14 Among other things, the fund supports diabetes prevention, immunization pro-
grams, tobacco use prevention, and heart disease and stroke prevention. Community Transformation 
Grants provide resources to state and local governmental agencies and local organizations to address 
chronic disease; grantees must reduce rates of obesity, tobacco-related death and disability, heart dis-
ease, or stroke by 5 percent within five years. Over $370 million has been awarded—20 percent to 
rural areas—benefiting nearly 130 million Americans.15

CONCLUSION
Five years after passage of the Affordable Care Act—and fewer years from the time many delivery sys-
tem reforms got off the ground—a full measure of the law’s national impact is premature. It is clear, 
however, that the ACA has spurred activity in both the public and private sectors, contributing to the 
accelerated pace of state and local innovations across the country. There is widespread agreement that 
fee-for-service health care should no longer be the norm, and that fundamental shifts are needed to 
produce affordable, high-quality, value-based care.

Exhibit 7. Change in Rates for Hospital-Acquired Conditions, 2010–13 
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Source: Agency for Healthcare Research and Quality, Efforts to Improve Patient Safety Result in 1.3 Million Fewer Patient Harms: Interim 
Update on 2013 Annual Hospital-Acquired Condition Rate and Estimates of Cost Savings and Deaths Averted from 2010 to 2013, Dec. 2014.  
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The ACA has provided a platform and a commitment to testing new approaches to 
how health care is delivered and paid for, as well as recognition that there is no single solution. 
Experimentation and innovation, by definition, involve missteps, particularly in these nascent stages 
of transformation. Whether the payment and delivery system reforms currently being tested have the 
desired impact will depend on the nation’s ability to continuously test new approaches, correct course 
when necessary, and apply lessons learned. Seen in this light, promising and discouraging results alike 
should be examined critically along the way.
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