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Value-Based Payments Require Valuing
What Matters to Patients

Sylvia Burwell, Secretary of Health and Human Ser-
vices, recently announced the department’s intention to
tie most Medicare fee-for-service payments to value by
2018.1 Most commercial insurers already incentivize qual-
ity to some degree and encourage beneficiaries to con-
sider quality and cost.2,3 Having payers aim for value
should improve health system performance, certainly
when compared with traditional incentives for the vol-
ume of services, which have failed to deliver the kind of
care that is possible.4

Paying for value, though, requires measuring
what actually matters to patients. Yet almost all cur-
rent quality metrics reflect professional standards:
eg, medications after myocardial infarctions, cancer
screening according to guidelines, or glycated hemo-
globin A1c levels being under control for patients with
diabetes.5 These metrics are relatively straightforward
to calculate with available data, and patients’ interests
usually align with professional standards—people
want medical services to help them live longer, pre-
vent or cure illnesses, limit the likelihood of and mor-
bidity from disease and injury, and avoid or effectively

manage symptoms. Although there are instances
when professional standards seem to diverge from
what some patients want (eg, when patients request
antibiotics for upper respiratory tract infections), in
most situations, there is congruence between profes-
sional standards and patient needs.

However, serious, life-altering, and ultimately
life-ending chronic conditions, often in old age, pose
a particular challenge for the health care system
because traditional professional standards may not
effectively address what an individual most wants.6

Individuals confronting grave illnesses, severe pain or
impairment, and mortality must manage their hopes
and fears and consider critical factors such as being
comfortable, controlling finances, having food and
shelter, being connected with others, honoring their
family and social role, and being right with their spiri-
tual commitments. Patients and physicians are often
confused by this unfamiliar situation. Usually, a pro-
cess of careful discussion and engagement can
help patients and their families identify deeply held
values and personal perspectives. These are difficult

and intensely personal conversations resulting in iden-
tification of patients’ goals—goals that the current
approach to measuring quality undervalues and there-
fore fails to integrate. Although professional standards
are important, they can fail to capture what matters
most to each individual.

A century ago, these aspects of care would have
been of little importance. Historically, people died
within hours or days, or maybe a few weeks following
becoming ill, after appearing to be fairly healthy. Now
most people accumulate chronic conditions in old age.
The typical 70-year-old person will need daily help from
another person for an average of 2.7 years before
dying, and this just to accomplish activities of daily liv-
ing, including eating, dressing, and toileting.7 Service
delivery arrangements have neither adjusted to this
new demographic reality, nor have measures of quality.
People known to be dying soon are often included in
the denominator for metrics like cancer screening, dia-
betes management, or hypertension control. Only a
few of the hundreds of quality measures that Medicare
now uses are particularly relevant to people living with

frailty or advanced illnesses, measures
such as screening for depression and
prevention and treatment of pressure
ulcers. Even fewer may be meaningful
to younger disabled persons.

So when it comes to older or dis-
abled people, what should be mea-
sured? Two categories are important:
priorities that matter to most frail or dis-

abled people and those that are important to the spe-
cific individual. Among frail older persons, population
health priorities could include maximizing physical com-
fort, avoiding delirium, receiving treatment at home, hav-
ing meaningful interactions with family and friends,
maintaining as much independence as possible, having
a trustworthy care system that is always available, avoid-
ing impoverishment, and reducing the challenges fac-
ing family caregivers. Researchers could use estab-
lished methods to develop and implement measures of
these indicators, and Medicare should validate the pri-
ority domains and then fund the development of the
measures and their implementation strategies.

Younger seriously disabled persons may require a
different set of priorities: restoring ability to function
in daily activities, returning to work, getting married,
earning a living, and being in control of one’s own life.
Both categories of priorities are measurable and
important.

How can a care system be structured to deeply
respect the myriad differences among patients when
disabilities or advanced age makes those differences

If the United States intends to pay
on the basis of value, it is essential
to ask patients what they value,
and then deliver on those priorities.
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especially important? The answer is that the delivery system must
proactively help affected people articulate their priorities and
goals. In addition, the delivery system should be informed by
honest and accurate predictions of patients’ likely futures with
various treatment and support strategies. Each individual’s situa-
tion, preferences, and experiences amount to a unique lifetime,
and each person’s priorities differ. One person may focus on the
well-being of an intellectually impaired adult son, for example,
and prioritize preserving assets to support him; another person
with the same medical situation might have no family or depen-
dents but an overwhelming fear of pain. A high-value health care
system would identify each individual’s priorities and measure the
fidelity with which those priorities are met.

These issues of identifying measures that matter are impor-
tant to all payers but particularly salient for Medicare, which
finances health care coverage for older and disabled persons.
Medicare needs to approach value by understanding and serving
the actual priorities and preferences of its beneficiaries. How can
Medicare do this? Every older patient should have comprehensive
assessments and care plans that include their goals. A key mea-
sure will probably be patients’ confidence that they can obtain
timely care when conditions change. The tendency of the delivery
system to drain personal assets and to rely too much on family
caregivers should also be part of the measurement scheme. Feed-
back from downstream experiences to guide improvements in
care planning will be important for system improvement. Patients,
family members, and friends should be able to report whether the
patient received what he or she most needed and wanted. Length
of life is often an important component—sometimes, the most
important. However, that decision should be made by the affected
patients whenever possible.

Implementing such a measurement scheme might seem chal-
lenging, especially since clinicians may feel inadequately
equipped to ascertain personal preferences and values. Yet with
practice, it need not be any more difficult than many other mea-
sures. Electronic records could maintain documentation of the
person’s priorities, goals, and the person-driven comprehensive
care plan. Patients and caregivers could report the degree to
which they find the care plan and team to be pursuing what mat-
ters most. Financial costs to patients and families could be
tallied, and burdens on family and caregivers could be assessed.
Quality measurement systems in many health care organizations
already monitor complex issues, such as appropriate medication
use, and often take patient preferences into account. Document-
ing patients’ priorities and how well the health care system
meets them should not be appreciably more difficult. In fact,
such an approach will engage clinicians because it aligns naturally
with how they view their professional roles: to assess the needs
and priorities of each patient and customize care accordingly.
While posing new challenges, it is certainly possible to move
toward a quality measurement scheme that reflects the effective-
ness with which clinicians and health systems are able to achieve
patients’ goals.

As Medicare moves to implement value-based payment initia-
tives tied only to current quality measures, the values of large popu-
lations of disabled and frail persons, whose care is the most costly
and most concentrated in Medicare, are at high risk for being seri-
ously neglected. These people will receive the medications and treat-
ments that would be mostly correct if they were healthier, but their
actual priorities will be neither noticed nor met. If the United States
intends to pay on the basis of value, it is essential to ask patients what
they value, and then deliver on those priorities.
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