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The American College of Physicians (ACP) has long advocated
for universal access to high-quality health care in the United
States. Yet, it is essential that the U.S. health system goes beyond
ensuring coverage, efficient delivery systems, and affordability.
Fundamental restructuring of payment policies and delivery sys-
tems is required to achieve a health care system that puts pa-
tients' interests first and supports physicians and their care teams
to deliver high-value, patient- and family-centered care. The ACP
calls for reform of U.S. payment, delivery, and information tech-
nology systems to achieve this vision. The ACP's recommenda-

tions include increased investment in primary care; alignment of
financial incentives to achieve better patient outcomes, lower
costs, reduce inequities in health care, and facilitate team-based
care; freeing patients and physicians of inefficient administrative
and billing tasks and documentation requirements; and devel-
opment of health information technologies that enhance the pa-
tient–physician relationship.
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In this position paper, the American College of Physi-
cians (ACP) proposes strategies for health care deliv-

ery and payment system reform to achieve a better U.S.
health care system. The ACP's vision, outlined in an ac-
companying call to action (1), includes 10 vision state-
ments, 6 of which are particularly relevant to the poli-
cies discussed in this paper (Figure). The companion
position papers address coverage and cost of care (2)
and social determinants of health and reducing barriers
to care (3). Together, these papers provide a policy
framework to achieve ACP's vision for a better U.S.
health care system.

The United States spends more on health care than
other industrialized countries but has lower rates of in-
surance coverage and produces variable and uneven
health outcomes (4). The fee-for-service (FFS) payment
system bases reimbursement for physicians and other
clinicians on the number of appointments, tests, or pro-
cedures rendered rather than the quality or appropri-
ateness of those services, contributing to suboptimal
outcomes (5–7). An Institute of Medicine report (8) es-
timated that approximately 30% of the $2.5 trillion the
United States spent on health care in 2009 (or $765
billion) was waste, with unnecessary services account-
ing for approximately $210 billion (27%). A 2017 Amer-
ican Medical Association (AMA) survey estimated that
over 20% of medical care was unnecessary (9). More-
over, 7 in 10 respondents believed that physicians are
more likely to perform unnecessary procedures when
they profit from them, and the majority believed that
deemphasizing FFS physician compensation would re-
duce health care utilization and costs (9). Beyond being

wasteful, unnecessary services can harm the patient
(10, 11).

Value-based payment (VBP) and delivery system in-
terventions were developed with the goal of shifting
payments based on quantity of services to payments
that incentivize high-quality, cost-effective care (12). To-
day, one quarter of all payments are tied to FFS, with
some link to quality and value (13). Alternative payment
models (APMs) are a form of VBP that reward physi-
cians and other clinicians for delivering high-quality,
cost-effective care, but they tend to depart further from
an underlying FFS structure by offering a financial bo-
nus or penalty for meeting or not meeting quality and
spending targets for a given patient population. Some
APMs set payment rates in advance, so that clinicians
are up to 100% responsible for keeping the savings or
absorbing the additional costs they generate.

The ACP supports the goal of payments aligned to
promote high-value, patient- and family-centered care,
yet VBP as currently implemented has mostly failed to
achieve better outcomes at lower cost to patients. This
is largely because transformation to VBP has taken a
fragmented approach by layering dozens of reporting
programs and VBP reform models, each with their own
flawed and misaligned metrics, on top of an FFS foun-
dation that often is at odds with goals to reward quality
and efficiency.

The ACP believes that fundamental restructuring of
payment policies and delivery systems is required to
achieve our vision of a health care system where pay-
ment and delivery systems put the interests of patients
first and supports physicians and their care teams to
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deliver high-value, patient-centered care. Payment re-
form must be accompanied by health care delivery re-
designed around patients' needs and supported by
health information technology (IT) systems that en-
hance the patient–physician relationship, facilitate com-
munication across the care continuum, and support im-
provements in patient care. This paper describes ACP's
recommendations to achieve this vision.

METHODS
The ACP Medical Practice and Quality Committee

drafted these recommendations. The Committee's
charge is to address national, state, or local policies
related to improving access, payment, coverage, cod-
ing, documentation, and medical review, as well as de-
veloping programs to support the quality, safety, and
affordability of patient care. The authors reviewed avail-
able studies, reports, and surveys on barriers to health
care from medical journals, academic institutions, in-
dustry nonprofits, national and international health care
research organizations, and other reputable sources re-
lated to the success and limitations of value-based sys-
tem reform efforts to date. Recommendations were
based on reviewed literature and input from ACP's
Board of Governors, Board of Regents, Council of Early
Career Physicians, Council of Resident/Fellow Mem-
bers, Council of Student Members, and Council of Sub-
specialty Societies. The policy paper and related rec-
ommendations were reviewed and approved by the
ACP Board of Regents on 2 November 2019. Financial
support for the development of this position paper
comes exclusively from the ACP operating budget.

Defining Value and Quality
To create a system that will successfully deliver

high-value health care, there must first be consensus on
the definitions of value and quality. In this context, value
refers to worth rather than other uses of the term, such
as individuals' or society's values. Value has been de-
fined as health care outcomes achieved per dollar
spent (14). Yet, how does one appropriately define and
compare outcomes across health care settings and pa-
tients with different conditions, socioeconomic back-
grounds, and preferences?

The ACP believes that value must be defined
around the patient, including the processes of care
they receive, their clinical outcomes, their own health
and health care goals, their safety, and their experience
and engagement with their care. As described in ACP's
position paper outlining principles for patient and fam-
ily partnership in care (15), patient and family engage-
ment in quality improvement, outcomes research, per-
formance measures, clinical guideline development,
and other related activities offers an opportunity to de-
fine value around their needs. The ACP Ethics Manual
(16) states that physicians are duty-bound to provide
care that is not only effective, but also comports with
patient preferences. Value should extend beyond indi-
vidual physicians to interprofessional care teams, pay-
ers, and others engaged in health care.

To define value, we must first define quality, which
can mean different things to different stakeholders.
Quality is often used interchangeably with perfor-
mance, despite the 2 terms having important distinc-
tions. Many current quality measures aim to determine
the performance of the physician, practice, system, or
payer, rather than measuring the true quality of care

Figure. American College of Physicians vision statements related to health care delivery and payment reform.

The American College of Physicians envisions a health care system where payment and delivery systems put
the interests of patients first, by supporting physicians and their care teams in delivering high-value and
patient-centered care.

The American College of Physicians envisions a health care system where primary care is supported with a
greater investment of resources; where payment levels between complex cognitive care and procedural care
are equitable; and where payment systems support the value that internal medicine specialists offer to
patients in the diagnosis, treatment, and management of team-based care, from preventive health to complex
illness.

The American College of Physicians envisions a health care system where financial incentives are aligned to
achieve better patient outcomes, lower costs, and reduce inequities in health care.

The American College of Physicians envisions a health care system where patients and physicians are freed of
inefficient administrative and billing tasks, documentation requirements are simplified, payments and charges
are more transparent and predictable, and delivery systems are redesigned to make it easier for patients to
navigate and receive needed care conveniently and effectively.

The American College of Physicians envisions a health care system where value-based payment programs
incentivize collaboration among clinical care team–based members and use only appropriately attributed,
evidence-based, and patient-centered measures.

The American College of Physicians envisions a health care system where health information technologies
enhance the patient–physician relationship, facilitate communication across the care continuum, and
support improvements in patient care.
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the patient receives. The term quality is complicated by
the measurement approach, the entity doing the mea-
suring, and the intent of the measurement. For in-
stance, programs intended to engage in quality im-
provement are typically driven by the practice, hospital,
insurance company, or health system itself in order to
take direct action to address the specific needs of their
patient population. Public reporting programs and VBP
initiatives that tie performance metrics to payment in-
centives often are driven by a payer or governmental
body, with the intent of rewarding or penalizing physi-
cians, other clinicians, or practices on the basis of their
relative performance. Although it is important to have
standardized metrics to facilitate meaningful compari-
sons across settings and systems, quality measurement
should take into account the unique circumstances and
preferences of the target patient population.

Defining and measuring cost is also complex, be-
cause any assessment of the costs of an intervention
should include not only the cost of the intervention it-
self, but also any downstream costs or savings that may
occur as a result. Investing in more patient-centered
comprehensive care can mean more costs in the short
term but end up generating savings down the road in
the form of reduced hospitalizations or services in
acute care settings (17). These savings can take time to
realize and may not be easily traced back to prior en-
hanced care management. The rapidly increasing
prices of individual services influence total costs but are
separate from this discussion of value, because prices
are not currently transparent to patients or their physi-
cians (18) and are often not within the clinician's ability
to influence (19).

ACP POLICY POSITIONS AND

RECOMMENDATIONS
Putting Patients First

1. The American College of Physicians recom-
mends that value must always be defined with patients
and families at the center, fully empowered to be active
partners in all aspects of their care.

Patient- and family-centered care can help to im-
prove outcomes, promote patient safety, and lower
costs (20). Effectively partnering with patients and their
families is critical to achieving the “quadruple aim” of
health care: enhancing the patient experience, improv-
ing health outcomes, lowering costs, and improving
physician satisfaction (21, 22). A 2001 Institute of Med-
icine report (5) counted patient-centered care among 1
of its 6 core aims for improvement, elaborating that
“providing care that is respectful of and responsive to
individual preferences, needs, and values and ensuring
that patient values guide all clinical decisions” is critical
to improving our health care delivery and finance sys-
tem. Nineteen years later, the United States falls far
short of achieving this aim.

Every patient has a unique blend of genetic, life-
style, socioeconomic, and other factors that can affect
the appropriateness of his or her care, risk levels, and
effectiveness of treatment options. Beyond this, pa-

tients have a range of values and personal health goals
that may ultimately influence which treatment option is
best tailored to their individual needs. Discussing care
options with patients and their families can also lead to
less aggressive treatment that improves patient experi-
ence and reduces costs (23). Furthermore, evidence
suggests that patients who actively participate in their
care tend to report decreased anxiety, quicker recov-
ery, and increased adherence to treatment options
(24), which all contribute to better clinical outcomes.

The ACP position paper “Principles for Patient and
Family Partnership in Care” (15) identified strategies for
clinicians to partner with patients, such as providing pa-
tients with access to their electronic medical records.
Studies show the patients who have access to their med-
ical records feel more in control of their care and better
prepared for visits (25), thus increasing satisfaction, en-
gendering trust in their clinical care team, and improving
safety (26). Using decision aids for preference-sensitive
conditions; promoting patient self-management of chronic
conditions; setting care goals together; conducting moti-
vational interviewing; and providing educational materi-
als, such as after-visit summaries, are all common meth-
ods for physicians and their teams to better partner with
patients and families.

Creating Transparency to Inform Shared
Decision Making

2. The American College of Physicians recom-
mends that all patients, families, and caregivers and
their clinical care teams be provided with transparent,
understandable, actionable, and evidence-based qual-
ity, cost, and price information to meaningfully compare
medical services, facilities, and products.

The present U.S. system forces patients to navigate
a maze of insurers, plan options, physician, and hospital
networks, making it challenging, if not impossible, for
patients to get accurate, upfront cost and price esti-
mates. This lack of information makes it difficult for pa-
tients to be the center of their own care. To attain max-
imum system efficiency and patient satisfaction, major
treatment decisions should involve shared decision
making between the physician and patient based on
the clinical evidence, patient preferences, and cost (15,
27, 28). The system must provide patients with the in-
formation they need to make educated decisions about
which services, physicians, care teams, and treatments
are right for them, in a way that a wide range of patients
with varying cultural and educational backgrounds can
understand. Patients require pricing information that
relates to them, including which individual physician
and other clinician services are covered and expected
out-of-pocket costs. Pricing data should always be pro-
vided in the context of important quality metrics (29,
30).

The ACP position paper “Improving Health Care
Efficacy and Efficiency Through Increased Transpar-
ency” (29) offers recommendations to leverage in-
creased transparency to improve patient experience
and quality of care while bringing down costs. Data-
bases that provide accurate information on the prices

Health Care Delivery and Payment System Reforms

Annals.org Annals of Internal Medicine • Vol. 172 No. 2 (Supplement) • 21 January 2020 S35

Downloaded from https://annals.org by University of Virginia user on 03/31/2020

http://www.annals.org


and out-of-pocket costs for services in addition to qual-
ity information could help to optimize the potential
benefits of price transparency.

Building the Bridge to More Complete
Value-Based Transformation

3. The American College of Physicians recom-
mends that health care delivery and payment be
redesigned to support physician-led, team-based care
delivery models in providing effective, patient- and
family-centered care.

In 2013, ACP published a set of principles for sup-
porting dynamic clinical care teams (31) that reaffirmed
the importance of patients having access to a personal
physician who is trained in the care of the “whole per-
son” and has leadership responsibilities for a team of
health professionals (32). A unique strength of multidis-
ciplinary teams is that clinicians from different disci-
plines and specialties bring distinct training, skills,
knowledge bases, competencies, and patient care ex-
periences to the team, enabling the team to better re-
spond to the needs of each patient and the population
it serves. Payment systems should encourage and sup-
port the organization of clinical care teams, both within
a practice and across the medical neighborhood (33).

4. The American College of Physicians believes
there is not a one-size-fits-all approach to reforming de-
livery and payment systems to increase value, and a va-
riety of approaches should be considered, evaluated,
and expanded.

Physicians and their clinical care teams should have
a variety of voluntary VBP models to choose from to
help them deliver high-value care that meets the needs
of a diverse patient population. Value-based initiatives
differ in design, with varying strengths and weaknesses.
Model developers and policymakers should harness
the strengths of each model to construct a robust net-
work of value-based innovations that can be layered to
meet a wide range of unique patient types and needs
while being cognizant of the potential for adverse
consequences on patient access or quality of care, par-
ticularly for underserved populations. Having more
choices of value-based programs and models allows
physicians and their practices to select value-based so-
lutions that meet their individualized needs on the ba-
sis of their specialty, patients, and other considerations.

Of note, models should have varying levels of risk
and reward to appeal to a wide range of practices with
differing abilities to take on financial risk. Smaller, inde-
pendent practices can struggle to make the upfront in-
vestment necessary to successfully participate in APMs,
absorb financial risk, and manage the changing APM
landscape (34). Model developers and policymakers
should keep these important considerations in mind to
attract small, independent, and rural practices to APMs.

Models should reward improvement, as well as
consistent high value (35, 36). A key criticism of the
Medicare Shared Savings Program has been that ac-
countable care organizations (ACOs) that already pro-
vide high-quality, low-cost care have a difficult time
continuously improving their performance, which could

make it difficult to beat their benchmarks and earn
shared savings (37, 38). Value-based models and pro-
grams should undergo regular, independent evalua-
tion to ensure accurate measurement of their impact on
cost, quality outcomes, and patient satisfaction. Assess-
ment should also consider how well they support the
quadruple aim of improving outcomes, enhancing pa-
tient satisfaction, lowering costs, and improving physi-
cian satisfaction (22). Evaluations should be used to im-
prove the accuracy of individual performance metrics
and make design improvements to increase a model's
ability to effectively drive and capture quality or effi-
ciency enhancements, as well as to recognize when it is
time to sunset a particular program or model. Payers
should be encouraged to test and implement new
models. Quality improvement or delivery efficiency
may take years to develop (39, 40), and lessons learned
can inform future value-based models and programs.
Capitation, patient-centered medical homes (PCMHs),
and direct primary care (DPC) models are gaining mo-
mentum from policymakers and physicians.

Capitation
Capitation is the advanced payment of a fixed

amount of money per patient, per unit of time, in ex-
change for future delivery of health care services. Mod-
els can be 100% capitation or a hybrid approach in
which certain services are capitated and others are FFS.
Capitation can manifest in many ways, including sala-
ries, direct contracting, and other variations that are de-
ployed via compensation packages throughout the
medical community. However, full capitation may not
be a sustainable end goal for all practice types, partic-
ularly those that are in rural areas or treating at-risk
patient populations. The capitation fee must be pre-
dictable and sufficient to cover the costs and practice
expenses being incurred and appropriately adjusted
for patients' health status and social determinants of
health. In addition to the base capitation fee, financial
incentives tied to value by using valid, appropriate
measures must be sufficient to drive the desired
change in care delivery and related investment in infra-
structure, which existing research estimates to be 10%
to 15% of physician compensation (41). Physicians
should be separately reimbursed for providing addi-
tional value-added services that exceed the scope of
the capitated arrangement, such as performing social
determinants of health assessments, behavioral health
service assessments, and connecting patients with ap-
propriate services and counseling.

Capitation has the potential to improve physician
professional satisfaction and the viability of small and
rural practices by drastically reducing, if not eliminating
altogether, administrative billing hurdles from third-
party payers. However, this approach raises several im-
portant questions in terms of access and patient safety,
including a potential lack of transparency regarding the
safe delivery and appropriateness of care being deliv-
ered. Another concern raised regarding capitation
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models relates to compliance with clinical best prac-
tices (42, 43). Accordingly, patient safety and satisfac-
tion of care must be strictly and closely monitored.

Patient-Centered Medical Homes
These have been implemented across public and

private payers, typically tied to a hybrid capitated pay-
ment approach. Payment approaches vary, but typically
include a prospective per patient, per month fee; on-
going FFS payments; and retrospective payment ad-
justments based on performance. In some cases, the
PCMH model's generated savings struggle to exceed
model payments, particularly in initial years of imple-
mentation, as was the case with Medicare's Compre-
hensive Primary Care Initiative and its successor, the
Comprehensive Primary Care Plus program (44). Yet,
there is some evidence that the PCMH model is associ-
ated with meaningful improvements in chronic disease
management and can be a critical component of other
care models, such as ACOs (45, 46). The PCMH model
also demonstrates promise in improving patient out-
comes and physician satisfaction, reducing disparities,
and recognizing the value of primary care services. For
these reasons, ACP supports expansion of the PCMH
model.

Direct Primary Care
This is another capitated model that is being in-

creasingly adopted, particularly by small and indepen-
dent practices. Direct primary care eliminates the role
of a third-party payer because the practice directly con-
tracts with the patient to pay an agreed out-of-pocket
price for defined services (47). The number of primary
care practices engaging in some sort of direct contract-
ing model increased from 125 in 2014 to 620 in 2017,
and those practices now serve more than 173 000 pa-
tients (48). This growth can be attributed in part to phy-
sician frustration with billing hurdles and patient frustra-
tions with high-deductible plans, narrowing physician
networks, and inadequate coverage.

The strength of the DPC model lies in its ability to
leverage price transparency, improve timely access,
and make participating clinicians fully accountable for
cost. An advantage of the model is its degree of auton-
omy, flexibility, and direct relationship between the
physician and patient, which allows the practice to
scale out-of-pocket costs according to a patient's ability
to pay. Yet, there are important patient access implica-
tions to consider related to affordability to patients and
downsizing patient panels. Many DPC practices have
modest monthly capitation fees, particularly for low-
income patients. Of note, concierge practices, which
tend to be associated with high fees (49), are distinct
from DPC models. Another ACP policy paper explores
in detail models that contract directly with patients (47).

5. The American College of Physicians recom-
mends that payers prioritize inclusion of underserved
patient populations in all value-based payment models.

Value-based payment models and other value-
based interventions present an opportunity to address

health inequities by offering expanded services and in-
creasing patient access to community services and sup-
port. As new models are developed and implemented,
there is an opportunity to test different approaches to
address social determinants of health or specific health
disparities in targeted patient populations on a smaller
scale to learn which models are most effective and war-
rant expansion on a larger scale (50). Multiple states are
increasingly looking to incorporate behavioral health
clinicians and safety net supports into state Medicaid
APMs (51). Addressing social determinants can improve
patient outcomes in vulnerable populations while produc-
ing savings from reduced acute incidents through more
effective care management and support. The ACP
strongly supports further research about care models
that address the needs of underserved populations af-
fected by social determinants of health (52) and consid-
ers VBP reform models a critical vehicle for doing so.

Yet, poorly designed VBP models have the poten-
tial to exacerbate health inequities, particularly models
that feature patient cost-sharing or those that are avail-
able only in certain, typically more urban, geographic
regions. Practices and health systems that care for vul-
nerable patient populations must be supported rather
than penalized. Risk-adjustment methodologies must
be refined and risk-adjusted populations appropriately
stratified so as not to unduly penalize practices treating
vulnerable patient populations who are battling social
inequities by imposing harsh payment penalties, which
would directly and negatively affect access to quality
care for those patients. Payers should make every effort
to reduce the burden of collecting data on social deter-
minants of health, including building data collection
into existing clinical workflows, automating data report-
ing by electronic health records (EHRs) and other tech-
nologies, maintaining demographic information in the
patient's file, and working with other community-based
data sources to leverage available data.

Supporting Primary and Comprehensive Care
and the Role of Internal Medicine Specialists

6. The American College of Physicians recom-
mends that all payment systems substantially increase
relative and absolute payments for primary care com-
mensurate with its value in achieving better outcomes
and lower costs. Inappropriate disparities in payment
levels between complex cognitive care and preventive
services, relative to procedurally oriented services,
should be eliminated.

The ACP believes that it is essential that payment
policies recognize the value of primary care and that
payment is sufficient to reverse the primary care physi-
cian shortage. Access to primary care has consistently
been associated with higher quality of care (53–55),
lower mortality rates (56), higher patient satisfaction
(57), and lower total system costs (58–62). Compared
with other developed countries, the United States ranked
lowest in primary care functions as well as health out-
comes, yet highest in health spending (63–65). Moreover,
health outcomes have been shown to be better in states
with higher ratios of primary care physicians to population
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than in those with lower ratios (26, 29, 66). Increasing 1
primary care physician per 10 000 people in 1 state was
associated with a rise in that state's quality rank by more
than 10 places and a reduction in overall spending by
$684 per Medicare beneficiary (61). Adding 1 primary
care physician per 10 000 people in the United States re-
sulted in a 6% decrease in all-cause mortality, which
amounts to approximately 114 520 fewer people dying in
the United States each year (67). Another study estimated
that increasing the primary care physician workforce by
this amount would reduce inpatient admissions by 5.5%,
outpatient visits by 5%, and emergency department visits
by 10.9% (59). Hospitalization rates and expenditures for
ambulatory care–sensitive conditions also tend to be
higher in areas with limited access to primary care (68).
With an estimated 5 million admissions to U.S. hospitals,
costing approximately $26.5 billion, which are probably
preventable with high-quality primary and preventive care
treatment (69), substantial savings are possible with a ro-
bust primary care workforce. The ACP further reviewed
the positive impact that preventive care from internal
medicine specialists and other primary care physicians
can have on patient health outcomes and containing
costs in its white paper, “How Is the Shortage of Primary
Care Physicians Affecting the Quality and Cost of Medical
Care?” (70).

Despite the value that internal medicine specialists
and other primary care physicians bring to the health
care system, the U.S. system has systematically under-
valued comprehensive primary care (71, 72). This has
contributed to physician burnout and a declining inter-
est of U.S. medical students to choose primary care ca-
reers (73). From 1961 to 2015, the percentage of U.S.
physicians practicing primary care decreased from 50%
to 33% (74). By 2015, only 12% of U.S. internal medi-
cine residents pursued general internal medicine in-
stead of a subspecialty, compared with about 29% in
the 34 Organization for Economic Co-operation and
Development nations (74). The primary reason cited is
higher subspecialty salaries (75) in the setting of rising
student debt (76). The United States expects a shortfall
of up to 49 300 primary care physicians by 2030 (77)
and up to 52 000 primary care physicians by 2025 (73).
One third of all currently active doctors will be older
than 65 years in the next decade (77), exacerbating this
issue as those in primary care retire.

General internal medicine physicians play a critical
role in primary care. They are responsible for the pre-
vention, diagnosis, management, and treatment of a
wide array of conditions and assume principal respon-
sibility for coordinating and managing patients' overall
care, particularly for those with multiple complex
chronic conditions (31). This role should be supported
with adequate payment. The typical primary care phy-
sician coordinates with 229 other physicians in 117 dif-
ferent practices in the course of 1 year (78). Six in 10
American adults have at least 1 chronic disease and 4
in 10 have 2 or more, and at $3.3 trillion in annual
health costs, chronic disease is responsible for 75% of
aggregate national health care spending and is the
largest cause of disability and death (79, 80). The in-

creasing health care needs of an aging and increasingly
complex population (81), coupled with the transition to
care models focused on prevention and value, makes
internal medicine specialists well positioned to be the
cornerstone of a health system for adults with complex
medical needs.

Inappropriate payment disparities for complex cogni-
tive and preventive services, relative to procedure-
oriented services, should be eliminated. The current
Medicare Resource-Based Relative Value Scale system as-
signs every medical service a relative value unit and ad-
justs that for geographic variances in pricing (82). How-
ever, the pricing structure does not account for long-term
effects on patient health outcomes, mortality rates, total
system costs, or patient satisfaction, inherently undervalu-
ing preventive and other cognitive services (83, 84).
Moreover, because the annually adjusted Medicare Phy-
sician Fee Schedule is budget-neutral by design, the ris-
ing prices of procedural services, such as imaging and
testing, have resulted in further cuts to cognitive services
(85). Most private payers base their payments on this fee
schedule by applying a scaling factor, so this discrepancy
is magnified (86). Without a mechanism to account for the
positive impact that preventive and cognitive services
have on outcomes and costs, these problems will persist.
Furthermore, the chronic undervaluing of evaluation
and management services has damaging conse-
quences for value-based reimbursement because these
codes are typically the basis on which APM payments
are built and for high-value, patient-centered care man-
agement services that are essential for effective care
coordination across clinicians and settings in a value-
based environment.

Reducing Administrative Complexity and
Burden

7. The American College of Physicians recom-
mends the immediate elimination of unnecessary, inef-
ficient, and ineffective billing and reporting require-
ments for all health care services, as well as reducing
administrative barriers to appropriately paying for and
valuing non–face-to-face–based care, such as care
management.

Complex requirements for billing, documentation,
quality reporting, and other administrative tasks imple-
mented by payers and policymakers have made the
U.S. health care system one of the most administratively
burdensome in the world. Administrative burdens re-
sult in less time spent with patients, billions of dollars in
unnecessary administrative costs, and unprecedented
levels of physician burnout (87, 88). For every hour that
a physician spends with the patient, they spend an ad-
ditional 2 hours on EHR and other desk work (89). An-
other study estimated that doctors spend on average
8.7 hours per week on administrative tasks (90). The
2018 Medical Economics Physician Report (91) and a
2017 AMA survey (92) ranked administrative burden as
physicians' top challenge to practice (92). Burdensome
administrative processes also generate unnecessary
high costs to the health care system.
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Despite enhancing patient access and outcomes,
some services, including telehealth and non–face-to-
face care management services, face regulatory and
billing hurdles (93, 94); even when reimbursable, phy-
sicians often face administrative hurdles to bill for
them. Less burdensome, appropriate reimbursement
for these services would be an important step toward a
patient-centered, value-based system with improved
access.

The ACP's Patients Before Paperwork initiative rec-
ognizes the many benefits to simplifying billing and re-
porting requirements (95). The Centers for Medicare &
Medicaid Services' (CMS’) own Patients Over Paper-
work initiative followed ACP's in late 2017 (96). The
ACP continues to advocate for the reduction of billing
and reporting burdens across the health system (97).

8. The American College of Physicians believes that
value-based payment reform initiatives should increase
flexibility and freedom from billing, reporting, and other
administrative burdens in exchange for holding physi-
cians and clinical care teams accountable for quality
and cost outcomes.

The increasing prevalence of performance-based
incentive programs and VBP models that hold physi-
cians and other clinicians accountable for quality and
cost outcomes makes measures intended to curb utili-
zation on the front end, such as appropriate use criteria
and prior authorization, redundant and should be re-
voked to avoid unnecessary delays or impediments to
patient care. Similarly, the Anti-Kickback Statute and
the Stark Law are duplicative in a system that holds
physicians accountable for cost and quality outcomes,
and can even be a barrier to the goals of these models.
The ACP supports efforts to lift some of these restric-
tions, which would also serve as a valuable added in-
centive to drive participation in VBP reform models and
other value-based efforts (98, 99).

Improving Quality Measurement Accuracy and
Effectiveness

9. The American College of Physicians recom-
mends that performance measures and measurement
methodologies, when tied to public reporting and pay-
ment, be aligned across payers, models, and programs
whenever possible.

The many required metrics used for current “value-
based” reporting and payment programs are a strong
contributor to care team burden and monopolize lim-
ited practice resources. Our current approach to mea-
suring quality is focused on measuring performance on
the basis of a mixed bag of measures that vary in myr-
iad ways, including but not limited to whether they are
patient-centered, evidence-based, clinically relevant,
applicable across practice settings, and feasible. Even
measures attempting to capture the same insights of-
ten have differences in methods of measurement (100).
Consequently, physicians are confused and lack confi-
dence in the measures' ability to accurately capture the
quality of care (101).

CMS has acknowledged that standardizing perfor-
mance measures for physicians and hospitals will be

critical as the number of VBP models and other
performance-based programs continues to grow and
participation in them expands (102). Focus on a limited
set of accurate, meaningful measures that are consis-
tent across programs will empower physicians to test
new models, focus resources on direct patient care,
and prioritize interventions that improve the quality and
efficiency of care. Aligning metrics also facilitates the
sharing of data across payers and models.

10. The American College of Physicians recom-
mends that value-based payment programs move away
from “check the box” performance requirements toward
a limited set of patient-centered, actionable, appropri-
ately attributed, and evidence-based measures for pub-
lic reporting and payment purposes, while also support-
ing the use of additional clinically meaningful measures
for internal quality improvement.

Payers and other entities that assess performance
should focus on outcomes-based goals and allow phy-
sicians and their care teams to decide how to meet
them. This will enable physicians to deliver care that is
customized to the unique needs and preferences of
their patients rather than checking process-related
boxes. The ACP calls for an appropriate mix of mea-
sures to be used by the physicians and practices to
drive value-based improvements, with only a subset of
the most valid, meaningful (to both the patient and
physician), and evidence-based measures used for
public reporting and determining payment. Multiple
stakeholders have voiced interest in such an approach
(103). The ACP also recognizes that process measures
can be valuable indicators of quality in certain cases
(104). Ongoing research should determine the appro-
priateness of measurement approaches tied to pay-
ment or whether there is a fundamentally different way
that VBPs should be determined. To move toward this
goal, payers should immediately reduce the number of
required individual metrics within each of their pro-
grams and, in particular, limit those used for value cal-
culations and public reporting to a subset of the best
available measures. This approach aligns with those ad-
vocated by CMS (105) and ACP (95).

Furthermore, ACP strongly supports physician-led,
team-based care, particularly in a value-centric environ-
ment and recommends that, in most cases, measures
tied to payment incentives should be evaluated at the
team, practice, or system level rather than at the indi-
vidual physician or other clinician level (31). A report on
private payer value-based initiatives found that perfor-
mance measurement and incentive payments were
more often evaluated at the level of the physician
group rather than the individual physician, and that
physicians favored this approach (106). Every measure
should meet standards for statistical reliability, clinical
relevance, patient-centeredness, and other priority cri-
teria. Payers should deploy tactics to improve the sta-
tistical reliability of existing measures through tactics
including, but not limited to, increasing case mini-
mums, scoring all or certain episode-based measures
only at the Tax Identification Number–level, and im-
proving or removing unreliable measures (97).
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Meanwhile, physicians, clinical care teams, and
practices should use a broader set of structure, pro-
cess, and outcome measures to internally drive their
performance. These internal use and quality improve-
ment measures should be based on the best available
evidence, likely to promote appropriate care, and
methodologically sound. Practices that engage in these
quality improvement efforts should be rewarded for
doing so, independent of how they perform on those
individual measures.

11. The American College of Physicians recom-
mends that all performance targets be provided to phy-
sicians and their clinical care teams in a prospective and
transparent manner and that all performance feedback
be accurate, actionable, and timely.

Physicians and their clinical care teams are in the
best position to optimize patient care and meet perfor-
mance targets when they know exactly which patients
they are responsible for through prospective patient
assignment. Voluntary patient attribution, which enables
patients to select their primary care physicians, is the
patient-centered gold standard. Patient-relationship codes,
which allow physicians to identify each patient they are
responsible for managing, are another promising form
of attribution of patients. These methods should be in-
corporated into existing clinical and billing processes
to minimize burden. If voluntary or another prospective
attribution approach is not possible, then payers
should establish robust case minimums and look to es-
tablish clinical service patterns by requiring 2 or more
clinically relevant services or codes to ensure that pa-
tients are only assigned to the physicians who are ac-
tively involved in their care (107).

Performance targets should be clear, achievable,
and prospectively established. The ACP recommends
benchmarks that are fixed across all participants, com-
bined with targets that reward improvement for individ-
ual performance. Relative benchmarks, which compare
groups with their peers and are only available after the
performance period, should be avoided (97). Relative
benchmarks create arbitrary “winners” and “losers,”
tend to benefit larger practices and health systems that
have more infrastructure to support quality measure-
ment, leave physicians without targets to aim for, and
hinder deployment of targeted interventions. Prospec-
tive benchmarks should be set by using the most cur-
rent data available. Shorter performance periods help
to facilitate this.

Value-based payment programs should provide
physicians and clinical care teams with actionable feed-
back and raw data that enables them to identify areas
for improvement and deploy targeted interventions to
improve patient outcomes. Measures must be evalu-
ated at the appropriate level of control and influence,
giving groups the opportunity to assess their perfor-
mance overall while allowing individual clinicians to un-
derstand their own individual contributions and thus
engender greater physician trust of the data.

For these efforts to effectively influence physician
behavior and patient outcomes, feedback must be ac-
tionable and timely. Under the Merit-based Incentive

Payment System (MIPS), CMS conducts performance
feedback on an annual basis and does not make this
information available until after the performance year
has concluded. Physicians and care teams have to wait
over 12 months to receive feedback on certain claims,
unless they pay to view the data through a registry or
other third-party vendor (108). The ACP recommends
that payers make performance data available on at
least a quarterly basis, with the goal of providing real-
time claims data at the point of care (109). As technol-
ogy evolves, patient-reported data, including that
collected through digital health apps and wearable de-
vices, should also be incorporated to provide a more
complete picture of patient experience and outcomes
while minimizing the burden of data collection.

“Safe harbors” should be established for clinicians
who test measures that are new or are undergoing sub-
stantive changes. At a minimum, practices should be
provided with the performance results from these mea-
sures without having their payments adjusted. Ideally,
there should be incentives for those willing to test new
measures (109).

12. The American College of Physicians calls for a
collaborative, multistakeholder measure development
and maintenance process that features upfront, ongo-
ing, and transparent input from patients and frontline
physicians and their clinical care teams.

Stakeholder feedback, particularly from patients
and physicians and their care teams, is critical to the
successful development and implementation of any
new VBP. Physicians and their care teams can provide
direct, real-world feedback on the cost, burden, and
unintended consequences of measures. In the short
term, ACP calls for all measures that are relevant to
internal medicine and used or proposed for use in pub-
lic reporting or VBP programs be recommended by
ACP's Performance Measurement Committee (PMC),
which includes practicing internal medicine specialists
and methodology experts. A PMC review of current in-
ternal medicine–relevant physician performance mea-
sures used in MIPS found only about one third of them
to be valid (110). Furthermore, all measures in use by
public reporting or VBP programs should be endorsed
or recommended by an independent entity, such as the
National Quality Forum (NQF), a multistakeholder orga-
nization that endorses quality measures and clinical
practices by utilizing a consensus-based process with a
set of rigorous, evidence-based criteria; the Measures
Application Partnership, a multistakeholder partnership
born out of the NQF, whose mission is to help the U.S.
Department of Health and Human Services select effec-
tive performance measures for federal health pro-
grams; or the Core Quality Measures Collaborative, a
multistakeholder, voluntary effort to promote measure
alignment and harmonization across public and private
payers with a focus on improving quality metrics, re-
ducing reporting burden, and improving the usability
of quality information to help patients make informed
decisions about their care (103, 111).

13. The American College of Physicians recom-
mends that the performance measurement infrastruc-
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ture evolve into one that supports, with policy that pri-
oritizes, what is important to measure and evaluates and
continually improves upon the science of and method-
ologies for performance measurement.

The short-term approach described above must
evolve into a more cohesive infrastructure that consis-
tently and appropriately takes multistakeholder feed-
back into account. This infrastructure and the policy on
which it is based should also serve to 1) identify and
prioritize what is important to measure for various pur-
poses; 2) evaluate the science of performance mea-
surement (including ensuring that all measures are fully
up to date with the latest clinical best practices and
technologies); 3) ensure the optimum methodologies
for collecting and sharing measure data; and 4) identify
the most accurate and appropriate performance
thresholds. Team-based care coordination, patient-
reported experience, and outcome measures must be
effectively incorporated into performance measure-
ment and VBPs. A first step would be to develop a sin-
gle set of standards to evaluate the validity and trust-
worthiness of all performance measures by a neutral
third party, such as the National Academy of Medicine
(112).

Adequate adjustment for risk, health status, and so-
cial determinants of health is critically important to the
accurate evaluation of quality and cost metrics without
penalizing those who care for sick, underserved patient
populations and possibly leading to unintended conse-
quences, such as access issues for vulnerable patient
populations (113–115). The ACP and others have noted
that CMS’ Hierarchical Condition Category (HCC) risk-
adjustment methodology, which is also used by many
private payers to risk-adjust for their own value-based
initiatives, fails to adequately account for social deter-
minants of health, overlap of multiple conditions, and
severity of conditions, among other important risk fac-
tors (116). Risk-adjustment approaches must be appro-
priately calibrated to ensure that high-risk patients still
receive the best possible care while undesired out-
comes that are beyond physicians' control are ac-
counted for. Geographic and social risk factors that
negatively affect patient outcomes should also be ac-
counted for. Distance from the nearest hospital or
specialist, access to transportation to medical appoint-
ments, ability to afford critical medications, and socio-
economic status have all been proven to negatively af-
fect quality and cost outcomes (117, 118). However,
most current risk-adjustment methodologies, including
HCC, account for none of these.

Finally, all performance measures, methodologies,
and VBP programs should be assessed in advance of
their implementation for any potential unintended
consequences—and continually monitored and up-
dated as needed to ensure that they are truly leading
toward better patient-centered care at the lowest cost.
As noted earlier, physicians and clinical care teams
must be offered the opportunity to provide critical,
real-world input into these assessments, including
through limited-scale pilots. There should be full trans-
parency around the input they provide, and payers

should be responsive to their feedback. Even if a spe-
cific change cannot be made, the feedback should be
provided in an open manner.

Redesign Health IT to Enhance the
Patient–Physician Relationship and Improve
Patient Care

14. The American College of Physicians recom-
mends that improvements to health IT usability should
prioritize the needs of patients and frontline physicians
and their clinical care teams, strive to remove non–
value-added interactions, and support value-based pay-
ment reform initiatives.

The ACP has long advocated that the primary goal
of health IT should be to improve high-value, patient-
centered care and facilitate successful implementation
of value-based health care payment and delivery re-
forms. To reach this goal, health IT should enhance pa-
tient care and the patient–physician relationship to im-
prove health outcomes while also contributing to
seamless data collection, exchange, and access to sup-
port value-based care delivery and payment (119).
Health IT should engage patients and caregivers and
facilitate shared decision making instead of serving as a
barrier to care or communication. Improving the effi-
ciency of health IT and EHR-enabled care will provide
the health care team with the time and focus necessary
to leverage the technology to make care delivery bet-
ter, safer, and more valuable and decrease the amount
of face-to-face time spent on low-acuity care.

Useful health IT for patients and physicians should
be more than scanning faxes and digitizing paper;
health IT should include features that help physicians
and patients make better care decisions and effectively
and securely share information with the entire care
team, patients, families, and other caregivers. As dis-
cussed in detail throughout this paper, VBP and deliv-
ery reforms; the promotion of team-based, coordinated
care; and technology are changing the way patients
engage with the health care system and how physicians
work. Patient portals provide online access to medical
records for patients and their caregivers, while mobile
health applications and wearable devices allow individ-
uals to collect, manage, and communicate their health
information. Engagement with these health-related tech-
nologies has increased over the years but still lags behind
other industries, in part because of the usability of the
technology, usefulness of the information provided, and
the inability to share data with physician and hospital
health IT systems (120).

Patient engagement in technology and efforts to
promote patient-centered, team-based, coordinated
care has evolved the role of EHRs and the kinds of tools
and functionalities necessary to improve care delivery.
Physicians need tools within their health IT systems that
provide clinical and administrative workflow support,
data analytics, advanced data visualization, and antici-
patory decision support. These new tools need to le-
verage existing data within the EHR—as well as data that
exist in other EHR systems or external data sources,
such as digital health apps or wearable devices—and
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remove the need to click through numerous pages and
templates to find useful and actionable data. Specifi-
cally, EHR screen views and data management can all
be enhanced by implementing user-centered design
practices and knowledge available on human com-
puter visualization and memory methodology (121,
122). These types of analytical tools can help care
teams close gaps in care and identify populations of
patients who need closer attention, while helping pa-
tients avoid unnecessary hospitalizations and manage
chronic diseases. Not only are the usability and useful-
ness of the technology important for all health care
stakeholders, research shows that basic usability en-
hancements to EHRs are associated with better clinician
cognitive workload and performance (123). To meet
and exceed these important usability needs, patients,
physicians, and clinical care teams must be involved
throughout the entire health IT development and test-
ing process. Moreover, the usability of these systems
should be effectively assessed before physicians and
other clinicians are held accountable for their use with
regard to performance metrics and financial incentives
or consequences.

Health IT should not only facilitate improvements in
patient care, but also reduce the administrative bur-
dens of practice and help both physicians and patients
communicate and navigate the complexities of the
health care system (89). However, a large body of em-
pirical evidence suggests that health IT is not reaching
these goals, but rather adding burden to clinical prac-
tice (124, 125) and increasing physician burnout (89).
The 2009 Health Information Technology for Economic
and Clinical Health (HITECH) Act, and the subsequent
Meaningful Use and EHR Incentive programs, provided
financial incentives for physicians and hospitals to
adopt and “meaningfully use” health IT and EHRs. The
HITECH Act was passed a decade ago and has been
followed by various iterations of regulatory guidelines
and mandates, ultimately resulting in mass adoption of
EHRs throughout the country, with EHR adoption and
implementation rates among physicians at almost 90%
(126). While providing financial incentives to adopt
health IT, those initial stages of the Meaningful Use Pro-
gram focused on measuring functional capabilities of
health IT and how physicians and other clinicians used
their systems through a “one-size-fits-all” approach. The
program did not attempt to address practice-specific
usability needs or the ability to exchange health infor-
mation within and across systems until later stages.
Functionality of health IT is an important element in re-
ducing burden and improving patient care; health IT
usability and the ability to exchange electronic health
data are essential when supporting and enhancing VBP
and delivery system reforms. This initial focus, coupled
with other regulatory requirements and market-driven
incentives, pushed health IT vendors to develop sys-
tems designed to collect information for coding and
billing purposes and to satisfy regulatory requirements
and has resulted in the current state of poor EHR us-
ability and dissatisfaction. The widespread adoption of
disparate EHR technologies, developed on the basis of

billing and regulatory requirements (in an already
overly complex health care system and without a foun-
dation for exchanging information), has resulted in
backward incentives across the health IT industry.

The use of EHR data collection capabilities for sec-
ondary or alternative purposes, such as billing docu-
mentation, measure and public health reporting, and
regulatory requirements, among others, must be rede-
signed in a manner that does not take away from pa-
tient care (89). Currently, the U.S. health care system's
methods for measuring performance and value is lim-
ited owing to the insufficient data currently available
within the EHR system, and physicians and clinical care
teams are then limited with workflows designed to gen-
erate data largely for the sake of reimbursement, per-
formance measurement, and reporting rather than to
improve patient care. Since the passage of the HITECH
Act in 2009, physicians and other clinicians have continu-
ously been adopting, implementing, and upgrading EHR
systems while simultaneously trying to navigate the
changing landscape of reporting requirements for incen-
tive programs. To move beyond the burdensome report-
ing elements of the legacy EHR reporting programs, phy-
sicians need more flexibility to choose measures or health
IT–related activities that are most beneficial to their prac-
tice and patients. Doing so would allow participants to
focus on key strategic areas for meaningful improvement
in care delivery while reducing reporting burden, promot-
ing interoperability, and promoting the use of health IT to
improve patient care.

15. The American College of Physicians calls for in-
teroperability efforts to be focused on the adoption and
consistent implementation of health IT standards irre-
spective of the health IT system or digital technology.

The widespread adoption of disparate health IT
systems without the infrastructure for these systems to
communicate has resulted in silos of health informa-
tion. Health IT standards enable software designed by
different companies to understand how to exchange
clinical data and interpret complicated medical con-
cepts. A number of nationally recognized standards de-
velopment organizations develop and test these health
IT standards through a consensus-based, deliberative pro-
cess. However, there is still a lack of industry consensus,
within and outside health care organizations, on which stan-
dards to use, and the implementation of these standards is
not always consistent across systems—creating issues when
trying to exchange and interpret data. Improvements
in interoperability should focus on promoting the con-
sistent adoption and implementation of industry-
approved, standards-based technologies, and all health-
care stakeholders must collaborate to develop and
implement shared technical requirements to achieve the
desired outcomes of improved quality, safety, and effi-
ciency of patient-centered care delivery (127).

16. The American College of Physicians believes
that the testing and subsequent implementation of
health IT standards and interoperability rules should be
conducted in stages to avoid and/or mitigate adverse
effects on patient care, privacy, security, clinical work-
flow, and data visualization and interpretation.
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Much of the current focus of improving interopera-
bility is enhancing the flow of all health data ever col-
lected and moving large portions of data elements
back and forth between health systems and physicians.
This results in an overflow of patient information that
can sometimes hinder the ability to find useful and ac-
tionable information at the point of care. In addition
to industry-approved, standards-based solutions to
interoperability, efforts to enhance interoperability
should consider the concept of “practical interoperabil-
ity.” Practical interoperability focuses on the exchange
of context-rich, meaningful, and actionable data at the
point of care, and the ability to incorporate clinical per-
spective as well as query health IT systems for up-to-
date information related to specific and relevant clinical
questions. While industry efforts continue to look at
both large population-level data sets and individual
data elements for exchange, the importance of context
and meaning behind the data is critical. The functional-
ity to retrieve and review both large and targeted data
sets is important, but the ability for a physician and clin-
ical care team to better understand another clinician's
assessment and the patient's encounter in a different
health care organization is extremely important. Efforts
to improve the exchange of health information should
target the high-yield clinical data that have been shown
to be the most useful in the clinical management of
patients as they transition through the health care sys-
tem. It is not reasonable or practical to expect a physi-
cian or clinician to copy and move pages and pages of
care summaries as an appropriate solution to improv-
ing interoperability. Such an approach inhibits
addressing specific questions and contributes to sub-
stantial note bloat and information overload (128). Phy-
sicians need data presented in a way that allows them
to interpret the important elements and apply medical
judgment to the patient at hand, communicate and ed-
ucate patients on their health, and engage in shared
medical decision making (119).

Patients should have seamless access to their
health information and will benefit from improvements
in interoperability. However, privacy, security, and pa-
tient safety concerns remain regarding the increased
exchange of health information, particularly given the
industry's focus to open the data floodgates and share
as much health information as possible (129, 130). Per-
sonal health information is some of the most sensitive
information. There is evidence showing how health-
related app developers sell data to third parties and
how most of those developers do not share privacy pol-
icies with the patient or, when they do, do not adhere
to those policies (131). Although it is absolutely a pa-
tient's right to have access to that information, allowing
and promoting access to such sensitive information
without requiring necessary privacy and security con-
trols presents risks for public embarrassment or possi-
ble discrimination. Lack of trust in the system could af-
fect patients' willingness to disclose information to their
physicians. As the digital health ecosystem continues to
expand and evolve, and third-party technology vendors
are gaining access to personal health information, pri-

vacy and security guardrails must be put in place be-
fore opening any new avenues for exchange. With
continued access and exchange of personal health in-
formation, the health IT industry must build and main-
tain a foundation of trust among patients and consum-
ers. Failing to do so will limit the ability of technology to
improve patients' experiences with the health care sys-
tem and improve the ability of physicians and clinical
care teams to provide individualized, thoughtful care to
patients. Exchanging inaccurate and outdated informa-
tion poses a patient safety issue as well. From a techni-
cal perspective, once a full set of clinical data is sent
from the source, it is considered historical data. Some-
thing may have changed since the latest copy was re-
ceived that would cause a change in decision making
about the patient. Therefore, it is extremely important
that efforts to improve the exchange of sensitive and
critical health information should move forward in
stages to effectively assess the risks to patient safety,
privacy, and care delivery.

17. The American College of Physicians recom-
mends that stakeholders support the development,
adoption and use of innovative technologies that seam-
lessly enable enhanced and coordinated patient-
centered care.

As the health care system continues to transform,
all key health care stakeholders, including physicians,
other clinicians, patients, vendors, payers, and the fed-
eral government, should support the development,
adoption, and optimal use of innovative information
technologies based on the needs of patients, physi-
cians, and care teams. Value-based payment and deliv-
ery initiatives that support the adoption and use of
these innovative technologies are necessary to effec-
tively spur use and innovation. The health care industry
must utilize and leverage existing and emerging health
IT to shift the current paradigm to one where EHRs are
seen as the solution and not the problem. Examples of
innovative, team-based care delivery that can be facili-
tated by health IT, with appropriate practice infrastruc-
ture and support, include integration of non–visit-based
care and patient-generated data, facilitated self-care,
and proactive chronic care management (132). Specif-
ically, health IT and EHRs can be used to identify pa-
tients who have not had preventive services and put
into place processes to notify those patients. Recent
reports have shown success in new technologies used
to connect patients to community resources that help
address the ongoing effects of social determinants of
health and close gaps in care (133). The National Acad-
emy of Medicine outlined necessary components of a
patient-centered health information system that include
supporting clinical workflow and real-time decision
making, allowing visualization of meaningful and ac-
tionable cost and coverage data, as well as connecting
to all relevant health applications and devices that can
span the vast definition of digital health (134). The ACP
supports the expanded role of telemedicine as a
method of health care delivery that may enhance
patient–physician collaborations, improve health out-
comes, increase access to care and members of a pa-
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tient's health care team, and reduce medical costs
when used as a component of a patient's longitudinal
care (135).

The integration of artificial intelligence (AI) into
health IT remains an important area of focus when dis-
cussing innovative technologies to promote seamless
delivery of individualized patient care, population
health management, and removing burdens associated
with EHR use. Cognitive computing, machine learning,
neural networks, and deep learning are techniques of-
ten associated with AI that can be applied to such tools
as natural language processing, voice recognition, pat-
tern recognition, and information extraction. These
tools can be applied to a broad range of functions in
health care and are still in the early stages of develop-
ment and implementation. Many projects are attempt-
ing to insert AI capabilities into health care processes,
including clinical decision support, computer-assisted
coding, drug discovery, diagnosis, therapy selection,
population health, precision medicine, security, and
revenue cycle management, among many others (136).
One particular area that has seen some success is fea-
ture identification in radiologic images. Systems using
“traditional” computer science techniques can only
achieve accuracy in the 80% range. Moving to AI tech-
niques, such as deep learning, is raising the scores
above 90% and rising (137).

Certain AI technologies have the capability to en-
hance the clinical documentation process in order to
reduce documentation burden on physicians and other
clinicians; increase the accuracy of coded data; and
support other uses of the clinical documentation such
as for research, performance measurement, and public
health. Specifically, computer-assisted coding and di-
agnostic support allow physicians to document care
without having to perform all of the coding that payers,
regulators, and other stakeholders require. At present,
AI-related technologies are making their way into daily
use in back-office health care processes. Health care
organizations are seeing some success in such areas as
automated customer service, managing computer sys-
tem security, and automated coding for billing, all of
which could help detangle the use of health IT systems
from administrative processes and instead associate
the use of health IT with enhanced clinical care. There is
great potential for new technologies, including AI and
other digital health technologies, to advance value-
based care reform, but more evidence is needed on
their ability to improve health outcomes. In the near
future, experts expect to see strong growth in support
for diagnosis, therapy selection, and population health
management through the use of AI capabilities. The
movement of automated, AI-based systems into these
areas is a cause for concern by many physicians and
others—specifically when considering care decisions re-
garding diagnosis and therapy selection (138). There is
justifiable concern that what may be initially presented
as an assistant could easily become a risk to physician
autonomy and a risk to patient safety. The work in this
area could endanger patient safety if not done carefully
and in close consultation with physician and other ex-

pert clinicians to make those concerns very clear at ev-
ery opportunity (139). These concerns must be ad-
dressed satisfactorily before these technologies are
permitted to enter the clinical workflows, and more re-
search on the potential effects of the use of AI, as well
as any emerging technology, in clinical workflows is
needed. Once these new technologies are proven safe
for patient care, VBP initiatives must support incorpo-
rating and testing these new technologies in practice.
As discussed previously, user-centered design method-
ologies should be used, and physicians and patients
should be included in the development and implemen-
tation of these technologies to adequately represent
what is needed for high-value care. Moreover, any new
technology, platform, or functionality that is incorpo-
rated into health IT systems or existing workflows must
be proven safe, effective, and useful before physicians
and their care teams are held accountable for using
them for reporting or achievement of metrics with fi-
nancial consequences.

Health IT plays an integral role in VBP and delivery
system reforms, and the industry should continue to
develop innovative technologies, policies, and techni-
cal standards that support the needs of both patients
and physicians throughout the health care continuum
without adding to administrative or documentation
burden. The ACP believes that health IT innovation
comes from private health care stakeholders, including
payers, physician organizations, technology vendors,
physicians, and other clinicians, and the role of the fed-
eral government is to serve as a convener and source
of information and recommendations that help to fur-
ther the use of health IT to improve care. The health
care industry must utilize and leverage existing and
emerging health IT to improve care delivery, reduce
administrative burden, and shift the current paradigm
to one where EHRs are seen as the solution and not the
problem.

CONCLUSION
In 2017, one quarter of U.S. health care payments

were tied to some type of pay-for-performance or other
quality-based program based on the existing FFS sys-
tem, whereas another one third were tied to VBP re-
form models. Those numbers are rising, but less than
4% of payments were based on a population-based
payment not built on the FFS architecture (140). As our
nation's health care payment and delivery systems
move further along the value-based trajectory, it is im-
portant to consider where current value-based models
are going awry.

First, the failures of the FFS system on which these
programs are built must be addressed. The FFS system
undervalues the skills of internal medicine specialists
and the complex cognitive services they provide rela-
tive to procedures. Without fixing the foundation on
which these value-based initiatives are built, our coun-
try will continue to see shortages in a physician work-
force prepared to meet the demands of an aging and
complex patient population and the demands of a de-
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livery and payment system that depends on primary
care physicians to manage care.

From there, patients, physicians, other clinicians,
payers, vendors, and other stakeholders must work to-
gether to cut through the complex maze of billing re-
quirements, quality reporting criteria, and other admin-
istrative red tape that detract from patient care and
take us further, not closer, to value. Khan (141) warned,
“[I]f we strictly adhere to the current path, Medicare
performance measurement could become an exercise
in mandated compliance instead of actual performance
improvement.” Many of those same issues that inhibit
the success of MIPS similarly affect private payer pro-
grams. Multiple stakeholders must collaborate to de-
velop performance programs and VBP reform models
with harmonized quality and cost criteria and shared
goals that free practices from the burdens of current
programs. This will enable care teams to focus on core
areas of improvement and provide them with the flexi-
bility to determine how to most effectively meet quality
and cost targets for their unique patient population,
collaborating in multipayer initiatives whenever possi-
ble. Payers should offer a range of flexible value-based
incentive options that accommodate a wide range of
diverse practice and patient needs, including rural, so-
cioeconomically disadvantaged, and medically com-
plex populations. Quality and cost metrics, as well
as risk-adjustment, patient attribution, and financial
benchmarking methodologies, should be meticulously
refined through stakeholder input and testing to en-
sure that they are clinically accurate, statistically rele-
vant and valid, and patient-centered. As health care de-
livery and payment reform efforts maintain momentum,
the health IT industry is at a pivotal moment where a
number of critical decisions need to be made and pol-
icies developed to enhance health IT and EHR usability,
promote practical interoperability, and lay the founda-
tion for future advances in innovative health IT—all in
the interest of improving patient-centered care.

To date, value-based reform efforts have been
much like the health care system they aim to fix: well-
intended, but falling short of expectations while ex-
pending many wasted hours and resources in the
process. If patients, physicians, payers, and other stake-
holders are willing to work together to refocus and
align a scattered reform effort, it is possible to achieve
a more efficient and effective system that restores sat-
isfaction and confidence among our physician work-
force while, most importantly, improving quality of, ac-
cess to, and satisfaction with care for the patients they
serve.

The recommendations offered in this paper will
help achieve ACP's vision of a better U.S. health care
system for all. Specifically, payment systems must be
made to put the interests of patients first, better sup-
port primary care, make health care less complex, cor-
rect inappropriate disparities in payment levels be-
tween complex cognitive care relative to procedures,
simplify billing and documentation requirements, and re-
design health IT to transform VBP programs to achieve
what matters most to physicians and their patients.
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