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Abstract

Over the past decade, reimbursement in the US health care system has undergone rapid transformation. The
Affordable Care Act and the Medicare Access and CHIP Reauthorization Act are some of the many changes
challenging traditional modes of practice and raising concerns about practitioners’ ability to adapt. Recently,
physician satisfaction was proposed as an addition to the Triple Aim in acknowledgment of how the physician’s
attitude can affect outcomes. To understand how physicians perceive alternative payment models (APMs) and
how those perceptions may vary by their organizational role, non-leader physicians (N = 31), physician leaders
(N = 67), and health system leaders (N = 49) were surveyed using a mixed-methods approach. Respondents to
the electronic survey, who were identified from a Jefferson College of Population Health program participant
database, rated their organizations’ responses to APMs and provided commentary. Analysis of the Likert scale
quantitative data indicates a significant difference in ratings between the 3 groups, particularly between health
system leaders and non-leader physicians. The aggregated Attitudes Toward APMs Scale indicates that health
system leaders were statistically significantly more likely to rate themselves and their organizations as better
prepared for APMs compared to non-leader physicians and physician leaders. Qualitative analysis of comments
indicates that non-leader physicians are more negative of APMs, often expressing frustration at added ad-
ministrative burdens, barriers to implementation, and inconsistent or unclear measurement requirements. These
findings indicate that the negative feelings non-leader physicians and physician leaders, in particular, expressed
could contribute to physician burnout and decreased professional satisfaction, and impede the effective im-
plementation of APMs.
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Introduction

The US health care system is undergoing rapid and
significant change. The Affordable Care Act (ACA)

became law in 2010 largely in response to concerns about
rising costs and access to affordable health insurance.1 The
ACA and other reform packages address a wide variety of
health care challenges, but this paper will focus on how
health care payment reform efforts are perceived by physi-
cians and how those perceptions are likely to vary by the
physician’s administrative role.

Fee for service (FFS) is the predominant reimbursement
model for health care in the United States, accounting for as
much as 95% of office visits reimbursements.2 Under FFS,
health care providers are paid a predetermined amount for
each billable service or procedure they provide the pa-
tient.3,4 This system incentivizes the delivery of volumes of

billable care while discouraging the provision of services
that can reduce the aggregate demand for care by preventing
disease or intervening earlier in the disease process.5 Fur-
ther, because traditional billing codes are not linked to the
outcomes of those services, there is no financial incentive to
provide higher quality care.6 Even though clinical care ac-
counts for only a small portion of a person’s health status,7

current FFS arrangements do not promote population health.
The ACA accelerated the movement from volume-based to

value-based reimbursement through implementation of al-
ternative payment models (APMs) in the Medicare program.
The Centers for Medicare & Medicaid Services (CMS) has
set a goal ‘‘.to have 85% of all Medicare fee-for-service
payments tied to quality or value by 2016, and 90% by
2018.’’8(p. 897) Private payers tend to follow Medicare’s lead
so it is expected that soon most payments for health care
services will be based in some part on the service’s value
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rather than just the fact it was delivered.9 In 2015, the US
Congress passed the Medicare Access and CHIP Reauthor-
ization Act (MACRA).10,11 CMS describes the key elements
of the law as:

� ‘‘Repeals the Sustainable Growth Rate Formula
� Changes the way that Medicare rewards clinicians for

value over volume
� Streamlines multiple quality programs under the new

Merit-Based Incentive Payments System
� Provides bonus payments for participation in eligible

alternative payment models (APMs)’’12(p. 5)

MACRA and the subsequent regulations are more evi-
dence of the move to APMs that encourage value-based
clinical care.13

ACA, MACRA, and related initiatives have introduced
many new words, phrases, and acronyms to the lexicon of
health care providers. Just keeping up with the new lan-
guage of reimbursement is a challenge for some. In a 2016
Deloitte survey of US physicians, 50% of respondents stated
they had never heard, ‘‘MACRA.’’14 Although detailing
these terms is beyond the scope of this paper, it is important
to note that, in aggregate, they describe a radical change in
how health care will be delivered and paid for in the United
States. Most importantly, accommodating to these changes
will require significant transformation of the clinical work-
place. Understanding clinician attitudes toward these chan-
ges is the focus of this research.

Previous work has sought to understand how reimburse-
ment models have affected physician practices. The RAND
Corporation3 conducted a series of interviews with key
stakeholders and found that many practices responded by
promoting the use of team approaches to care, particularly in
primary care practices. Resources also were channeled into
data management capabilities, such as updating or pur-
chasing new electronic health records (EHRs) and dedicat-
ing data entry staff and time.3

Individual provider attitudes to changes in reimbursement
are more difficult to assess yet they play a pivotal role in
health reform. The Institute for Healthcare Improvement’s
Triple Aim organizes efforts to improve the quality of the US
health care system into 3 categories: (1) improving the ex-
perience of care, (2) improving the health of populations, and
(3) reducing per capita costs of health care.15 Recently, a
fourth aim was proposed: improving the provider experi-
ence.16 Bodenheimer and Sinsky16 argue that the Quadruple
Aim acknowledges the important role clinicians play in
achieving the other 3 aims. Lower physician satisfaction is
significantly associated with diminished work effort.17 Evi-
dence suggests that burnt-out and overwhelmed physicians do
not provide optimum care for their patients.18 Although many
factors are cited as a cause of physician burnout and diffi-
culties in maintaining a satisfactory work–life balance, it is
clear that understanding and adapting to a changing practice
paradigm is a significant contributor.3,17,19,20

In many practices, providers face inconsistent incentives.
They are financially incentivized to increase revenues or pro-
vide more resource value units, while intrinsically motivated to
improve patient care without cost considerations.3 Friedberg
et al3 noted that the demand for physicians to complete added
administrative work coupled with maintaining a high patient
volume could be a potential source of physician burnout.

Because attitudes toward and knowledge of their institu-
tion’s movement to APMs is likely to vary depending on the
clinician’s responsibilities within the organizational hierar-
chy, this study hypothesized that responses will vary by role:
non-leader physician, physician leader, and health system
leader. Research suggests that engaged frontline clinicians
have a vital role to play in identifying and responding to
health care quality issues, so it is likely that health systems
with better informed frontline staff will adapt and respond
more effectively to the changing reimbursement environ-
ment.21 Further, Shanafelt et al22 found that the leadership
qualities of physician supervisors can affect burnout and
satisfaction rates in their direct reports. In particular, being
informed about system-wide changes was positively asso-
ciated with overall satisfaction.22

During their key stakeholder interviews, Friedberg et al3

noted a deviation in attitudes between practicing physicians
who had no leadership role and physician leaders; the former
group was much less enthusiastic and more apprehensive
about APMs compared to the latter. Non-leader physicians
reported a higher level of discontent with increased docu-
mentation not associated with patient care.3

Assessing providers’ understanding of the current and
future impact of APMs on the clinical setting is key to ap-
preciating their readiness to adjust and embrace these new
reimbursement paradigms. This study seeks to compare how
non-leader physicians, physician leaders, and health system
leaders perceive APMs and their organizations’ responses to
them. For the purposes of this paper, APMs are defined
broadly to include the full range of reimbursement models
that go beyond traditional FFS payments that lack quality or
performance metrics.

Methods

Study design

A literature review of APMs and physician/health system
responses to shifting reimbursement models assisted in the
development of questions for an electronic survey (Sur-
veyMonkey, Palo Alto, CA). The survey began with a
question asking participants to self-identify as a practicing
physician, health system leader, health payer administrator,
none of the above, or other. The first 3 responses redirected
participants to separate sets of questions based on their self-
identified primary professional role. The ‘‘none’’ response
thanked respondents for participating, as did the ‘‘other’’
response after they specified their primary professional role.
The last option was added to gain further data about non-
qualified respondents willing to provide additional infor-
mation.

The 3 sets of questions (practicing physician, health
system leader, health payer administrator) were designed for
different levels of assumed knowledge though all had
common themes. Each set began with a series of demo-
graphic questions. Practicing physicians received an addi-
tional branching question based on whether they identified
as a physician or group leader. Each group of respondents
was asked to identify the population health management
vendor and reimbursement models that were in use in their
organizations (data not included in this study).

A series of 5-point Likert scale questions, ranging from
strongly disagree (1) to strongly agree (5) with N/A and I
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don’t know options followed. Participants were asked to re-
spond to a series of statements about their behavior or their
organizations’ responses under APMs. For example, prac-
ticing physicians (both leaders and non-leaders) were asked to
rate their agreement with the statement ‘‘Under alternative
payment models, my practice is benefitting financially.’’

One to 2 additional Likert scale sections were included
(dependent on self-identified group). Questions involved
participants rating statements on FFS and population health.
These data are not included in this study.

A comment box followed each Likert scale section to
provide room for participants to voice their opinions. The
survey was piloted with physicians and health system
leaders, and revisions were made based on their input.

Sample

Participants were abstracted from an existing database of
contacts from the College of Population Health at Thomas
Jefferson University. The database contains individuals who
have reported interest in population health-related topics.
The database was crudely filtered to create a list of indi-
viduals believed to be practicing physicians, health system
leaders and health payer administrators. The list was re-
viewed by hand to remove individuals who reside outside of
the United States, work for government or military organi-
zations, or are employed in a position other than the spec-
ified 3 groups.

An e-mail with a cover letter describing the project and a
link to the survey was sent to 3303 potential respondents.
Respondents were given 2.5 weeks to complete the survey
with reminder e-mails at the halfway point and a few days
before the deadline.

Statistical analysis

Descriptive statistics were performed on the demographic
characteristics of non-leader physicians, physician leaders,
and health system leaders. Responses of health payer ad-
ministrators were removed because of lack of sufficient
numbers. Analyses of variance (ANOVAs) with post hoc
analyses were conducted for the 17 common ‘‘Under alter-
native payment models.’’ Likert scale questions. If a vari-
able violated the homogeneity of variance assumption,
Welch’s t test was used. Independent samples t tests were
conducted on the 5 additional Likert scale questions answered
only by the practicing physicians (non-leader and leader).
Both the ANOVAs and t tests were performed to determine if
there was a difference in means between the groups. P < 0.05
was considered statistically significant.

A continuous variable was created using 16 of the 17
common Likert scale questions. These 16 were deemed
representative of how prepared a respondent (and his/her
organization) was for APMs. Three of the 16 variables were
reverse coded to standardize the variable scales before an
average of all variables was used to create the Attitudes
Toward APMs (AAPM) Scale. Values were derived from
only those respondents who answered at least 14 of the 16
Likert questions. The AAPM Scale ranges from 1 to 5 with
1 representing feelings of less preparedness for APMS and 5
representing feelings of more preparedness for APMs.

A qualitative analysis was conducted to analyze respon-
dents’ comments. A coding panel, consisting of the 2 authors

(KP and DH) and 2 research assistants, hand coded the
comments and classified the general tone of each comment as
negative, neutral, or positive and identified common themes
or messages. Coding decisions were made by unanimous
agreement or through discussion until consensus was reached.

This study was deemed exempt from review by the
Thomas Jefferson University Institutional Review Board.

Results

Demographics

Of the 3303 e-mail invitations sent, 242 responses were
attempted. Of those, the following were excluded: not one of
the 3 target groups, health payer administrators, respondents
who did not answer any demographic questions, and du-
plicate attempts (Fig. 1). Approximately half of the self-
identified health payer administrators did not complete any
demographic questions and therefore the whole group was
removed from the analysis. Several entries were removed as
respondents completed the survey twice because of a link
error in an e-mail reminder. Ultimately, the analysis in-
cluded 31 non-leader physicians, 67 physician leaders, and
49 health system leaders.

At least half of the respondents in the groups analyzed
were from the northeast region of the United States, with
Pennsylvania cited most often (Table 1). Non-leader physi-
cians were much more likely to be practicing in an urban area
compared to health system leaders and physician leaders.
More than half reported that their organization was affiliated
with an Accountable Care Organization or similar organiza-
tion. There also was wide discrepancy among respondents as
to which and how many population health management
software vendors they used. Thirty-three respondents reported
not using a vendor or not knowing compared to 114 who
reported having at least 1 vendor (range 1 to 11).

Quantitative analysis

ANOVA and Welch’s t test analyses identified differences
in means between the 3 groups in 9 of the 17 common Likert
questions (Table 2). Post hoc analyses revealed that most of

FIG. 1. Identification of survey participants for analysis.
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the mean differences occurred between the health system
leaders and the physician leaders and/or the health system
leaders and the non-leader physicians. Generally, health sys-
tem leaders were more accepting of APMs and reported that
their systems were better prepared for the shifting reim-
bursement models compared to physician leaders and non-
leader physicians. For example, health system leaders reported
higher average agreement with the statement that the system’s
performance measures were used to improve patient care
compared to physician leaders (P < 0.001) and non-leader
physicians (P = 0.033). Health system leaders also rated their
system’s patients as more satisfied with the care they receive
compared to non-leader physicians (P = 0.008). In contrast,
physician leaders reported a lower professional satisfaction
average compared to health system leaders (P = 0.02).

In only 1 case, ‘‘Under alternative payment models, I ex-
pect the community my practice serves to be healthier in the
next 3 to 5 years,’’ did Tukey’s post hoc analysis reveal that
there was a mean difference between physician leaders and
non-leader physicians (P = 0.047). The non-leader physicians,
on average, expected the community to be healthier in the
future under APMs compared to physician leaders (Table 2).

Health system leaders also averaged higher on the AAPM
scale compared to physician leaders (P = 0.004) and non-
leader physicians (P = 0.042), indicating that they feel more
prepared for the shifting reimbursement models (Table 2).

Qualitative analysis

The qualitative analysis revealed that most of the com-
ments were written in a negative tone. Non-leader physi-
cians expressed the most negative-toned comments (N = 13,
72%). Among physician leaders, just under half of the
comments had a negative tone (N = 10, 42%). Health system

leaders expressed the least number of negative comments
(N = 2, 25%) though they also provided the fewest com-
ments for analysis.

Many of the physician leaders’ and non-leader physi-
cians’ negative-toned comments also expressed feelings of
powerlessness, anger, frustration, and even hopelessness.
One non-leader physician wrote: ‘‘I am in an academic
practice. Central administration dictates everything. The
faculty is completely disenfranchised.’’ Another non-leader
physician wrote: ‘‘For the life of me I can’t get cost data,
even for tests we run in house. How am I supposed to
control costs if I don’t know how much things cost!?’’

There was only 1 positive-toned comment in which the
non-leader physician remarked that ‘‘there is still the pos-
sibility of moving beyond the current mess.’’

The coding panel identified 6 themes: Measures; Influ-
ence of socioeconomic/community health factors; Lack of
changes; Barriers; Future predictions; and Suggestions.

Measures. Both physician leaders and non-leader phy-
sicians commented on performance measures, usually neg-
atively as in that they were inappropriate or unclear. Three
physician leaders commented on the lack of adequate per-
formance measures, particularly wanting outcome measures
rather than process measures. One wrote:

It is good to have both structural and process outcomes,
but they should be subordinate to the [health] outcomes with
the exception that some basic structure and process is in-
despensible [sic], such as, for example, an emergency room
having a defibrillator that works and providers who are
trained well to use it properly.

Non-leader physicians also commented on measures,
focusing on the patient-provider interaction as a more

Table 1. Demographic Characteristics of Non-leader Physicians, Physician Leaders,

and Health System Leaders

Characteristics
Overall,
N (%)

Health system
leader, N (%)

Physician
leader, N (%)

Non-leader
physician, N (%)

N 147 49 67 31
Regions of the US practiced in/primary location of health system

West (WA, MT, OR, ID, WY, CA, NV, UT, CO, AZ,
NM, AK, HI)

9 (6.6) 2 (4.5) 7 (11.1) 0 (0.0)

Midwest (ND, MN, SD, WI, IO, NE, KS, MO, IL, IN,
OH, MI)

29 (21.2) 7 (15.9) 16 (25.4) 6 (20.0)

South (TX, OK, AR, LA, MS, TN, AL, KY, FL, GA,
SC, NC, VA, MD, WV, DE, DC)

29 (21.2) 13 (29.5) 10 (15.9) 6 (20.0)

Northeast (PA, NJ, CT, RI, NY, MA, VT, NH, ME) 70 (51.1) 22 (50.0) 30 (47.6) 18 (60.0)

Location of practice/health system 146
Urban 80 (54.8) 23 (47.9) 34 (50.7) 23 (74.2)
Suburban 51 (34.9) 17 (35.4) 27 (40.3) 7 (22.6)
Rural 10 (6.8) 3 (6.3) 6 (9.0) 1 (3.2)
Other 5 (3.4) 5 (10.4) — —

ACO affiliated or similar affiliation
Yes 93 (64.6) 36 (75.0) 39 (58.2) 18 (62.1)
No 51 (35.4) 12 (25.0) 28 (41.8) 11 (37.9)

At least 1 population health management software
Yes (range 1–11) 114 (77.6) 42 (85.7) 52 (77.6) 20 (64.5)
No 33 (22.4) 7 (14.3) 15 (22.4) 11 (35.5)

ACO, accountable care organization.
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Table 2. Comparison of Mean Ratings Between Non-leader Physicians, Physician Leaders,

and Health System Leaders

Characteristics
Overall,
M (SD)

Health
system leader,

M (SD)

Physician
leader,
M (SD)

Non-leader
physician,
M (SD)

ANOVA/Welch’s/
Independent

t test, P

Under alternative payment models .
. my practice’s/system’s approach to

patient care varies depending on how
patient care is compensated.

1.99 (1.37) 2.54 (1.46) 1.86 (1.32) 1.44 (1.04) 0.004a

. my practice/system is experiencing
increased patient volume.b

3.78 (1.13) 3.42 (1.40) 3.96 (0.98) 3.96 (0.87) 0.119

. my practice/system is benefiting
financially.b

2.81 (1.12) 2.84 (1.17) 2.75 (1.08) 2.89 (1.18) 0.885

. my practice’s/system’s administrative
burden has increased.c

4.51 (0.93) 4.39 (1.05) 4.73 (0.57) 4.24 (1.20) 0.056

. my practice/system has hired new staff
to manage patients effectively.b

3.41 (1.39) 4.05 (1.14) 3.20 (1.39) 2.83 (1.40) 0.001d

. my practice’s/system’s patients are
more satisfied with the care they
receive.b

2.97 (1.02) 3.35 (0.89) 2.87 (1.08) 2.55 (0.91) 0.008e

. my practice’s/system’s patients are
currently healthier.b

2.74 (1.00) 2.94 (1.06) 2.70 (1.06) 2.50 (0.74) 0.255

. the community my practice/system
serves is currently healthier.b

2.52 (0.95) 2.69 (0.93) 2.38 (1.03) 2.57 (0.79) 0.348

. I expect my practice’s/system’s
patients will be healthier in the next 3 to
5 years.b

3.08 (1.16) 3.36 (1.15) 2.81 (1.17) 3.21 (1.06) 0.081

. I expect the community my practice/
system serves to be healthier in the next
3 to 5 years.b

2.97 (1.13) 3.19 (1.13) 2.62 (1.11) 3.29 (1.04) 0.021f

. I feel that my practice’s/system’s
leadership focuses too much on
performance measures and not on
patients.c

3.26 (1.20) 2.79 (1.04) 3.49 (1.25) 3.50 (1.14) 0.011g

. I feel that my practice’s/system’s
performance measures are used to
improve patient care.b

3.24 (1.14) 3.84 (0.95) 2.84 (1.12) 3.15 (1.12) <0.001h

. costs of care can be controlled.b 3.46 (1.09) 3.47 (0.98) 3.38 (1.20) 3.60 (1.08) 0.706

. my practice/system has encouraged the
development of team approaches to care
management.b

3.60 (1.01) 3.87 (0.91) 3.64 (0.96) 3.12 (1.13) 0.014i

. my practice/system has made
significant investments in our data
management capabilities (ie, purchase
or upgrade EHRs, purchase or
implement population health
management software, committed data
entry personnel or time).b

4.03 (1.04) 4.00 (1.04) 4.12 (0.92) 3.88 (1.29) 0.633

. changes in my practice/system have
hindered its ability to provide high-
quality care.c

3.00 (1.19) 2.61 (1.05) 3.16 (1.26) 3.27 (1.12) 0.038j

. I feel more professionally satisfied.b 2.69 (1.13) 3.11 (0.89) 2.46 (1.23) 2.54 (1.10) 0.012k

. uncompensated care has increased. — 3.21 (1.12) — — —

. my system’s relationships with our
attending physician practices have been
improved.

— 3.34 (1.02) — — —

. my system has a clear view of the ROI
for investments we are currently making
in the infrastructure for alternative
payment models.

— 2.87 (1.14) — — —

. I am personally benefitting financially. 2.45 (1.14) — 2.46 (1.13) 2.43 (1.21) 0.922

. my practice has the necessary care
managers/navigators or similar
personnel to help manage the health of
my patient population.

2.26 (1.27) — 2.33 (1.28) 2.13 (1.26) 0.528

(continued)

PROVIDER PERSPECTIVES ON APMS 5
D

ow
nl

oa
de

d 
by

 Y
A

L
E

 U
N

IV
E

R
SI

T
Y

 f
ro

m
 o

nl
in

e.
lie

be
rt

pu
b.

co
m

 a
t 0

6/
29

/1
7.

 F
or

 p
er

so
na

l u
se

 o
nl

y.



important performance measure. One non-leader physi-
cian wrote:

Yardsticks of quality measures currently used do not
measure actual patient outcome and satisfaction. They miss
the basic premise that a patient-doctor encounter is the one
that generates the quality measures; the ones the bean
counters are waiting to pounce on. A good clinician spots
‘‘the uncommon manifestations of common disorders and
common manifestations of uncommon diseases.’’ What the
mind does not know the eye does not see. How do you
measure that? How do you encourage and reward that?

Another non-leader physician wrote that the community
and individual outcome measures that were being captured
did not reflect his patient panel and therefore were unin-
formative. No health system leaders made comments under
this theme.

Influence of socioeconomic factors or community health
factors. Physician leaders in particular commented on
nonclinical factors, such as access, high co-pay costs, and
behavior, that influence the health of their patients. One
physician leader expressed frustration with his patients by
writing:

There seems to be no patient responsibility on [sic]
their own health and the majority of burden for health is
on the health care providers. COPD’s still smoke, dia-
betics still gaining weight. Patients come to the office
unable to pay [for] Bactrim when they admit [to] drinking
beer 4 bottles a day.

Not all factors are within the control of the patient. One
non-leader physician wrote:

As a physician taking care of [an] inner city population, I
am appalled at the prevalence and scourge of obesity, mental
illness, homelessness, and violence in the community. Unless
the elected representatives spend time in the clinic where they
can meet this faceless population, Americans will continue to
look the other way while the cancer within us grows.

Lack of changes. Comments from all 3 groups noted
either the lack of payment reform or delivery redesign oc-
curring within their organizations. One physician leader
expressed frustration, writing:

Despite a lot of ‘‘talk’’ on quality and collaborative care,
little has been done to move the cheese. It’s basically all talk
and clever billing and accounting practices. Meanwhile, the
hospital’s margin has tanked and there is literally an
across-the-board hold on any new hiring. Do more with less
but be held responsible for the outcomes.

Another physician leader remarked that his/her ‘‘almost
100% FFS’’ organization lacks commitment to population
health, noting that ‘‘. there is no serious effort toward
community health. The absolute foci are throughput, LOS
[length of stays], and margin.’’

Barriers. Monetary and nonfinancial barriers to APM
(and population health management) implementation were
expressed by all 3 groups. The coding panel identified 6
barrier subthemes: cost, organizational, clinical, time, data/
technology, and systemic.

Both physician leaders and non-leader physicians ex-
pressed concerns over the inadequacy of reimbursement.
One physician leader wrote:

Table 2. (Continued)

Characteristics
Overall,
M (SD)

Health
system leader,

M (SD)

Physician
leader,
M (SD)

Non-leader
physician,
M (SD)

ANOVA/Welch’s/
Independent

t test, P

. I feel that I have been given enough
transparency clinical data to make an
informed referral within limited
provider networks.

2.38 (1.21) — 2.28 (1.17) 2.58 (1.28) 0.316

. I feel that I have been given enough
transparency financial data to make an
informed referral within limited
provider networks.

1.91 (0.94) — 1.89 (0.92) 1.96 (1.00) 0.780

. how I am compensated for my work is
clear.

2.73 (1.25) — 2.71 (1.29) 2.77 (1.21) 0.835

Attitudes Toward Alternative Payment
Models (AAPM) Scale

3.05 (0.52) 3.28 (0.42) 2.91 (0.57) 2.95 (0.47) 0.003l

aHS Leader–Physician Leader, P = 0.049; HS Leader–Non-Leader Physicians, P = 0.005.
bStatements were averaged to form the AAPM scale.
cVariables were reverse coded when averaged into the AAPM Scale.
dHS Leader–Physician Leader, P = 0.009; HS Leader–Non-Leader Physician, P = 0.002.
eHS Leader–Non-Leader Physician, P = 0.008.
fPhysician Leader–Non-Leader Physician, P = 0.047.
gHS Leader–Physician Leader, P = 0.016; HS Leader–Non-Leader Physician, P = 0.047.
hHS Leader–Physician Leader, P < 0.001; HS Leader–Non-Leader Physician, P = 0.033.
iHS Leader–Non-Leader Physician, P = 0.011
jTukey’s post hoc analysis did not identify any statistically significant differences between each pairing.
kHS Leader–Physician Leader, P = 0.020.
lHS Leader–Physician Leader, P = 0.004; HS Leader–Non-Leader Physician, P = 0.042.
EHR, electronic health record; HS, health system; ROI, return on investment.
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We are currently being asked to do more with less. I do
not see the health care economy changing. Our Medicare
and Medicaid patient populations are rising, they are less
healthy, and we are getting reimbursed less to take care of
them. This is not a sustainable situation. period!

Organizational barriers were seen across all groups. In
particular, both health system leaders and non-leader phy-
sicians pointed to organizational culture as an area where
strong leadership and a clear mission are needed to move the
organization toward success under APMs. One health sys-
tem leader wrote:

Vision, alignment, and execution are critical elements of
success. [Organizations] Need to be innovative and creative
to survive; [they] need to be agile, adaptable, integrated,
coordinate [sic], and collaborative.

As evidenced by one non-leader physician’s comments,
not all organizations have a clear direction: ‘‘Big disconnect
between divisional leadership, their lofty goals, and huge
discrepancy with hopes and aspirations of where we need to
be in 5–10 years.’’

Clinical barriers were identified by physician leaders and
non-leader physicians. These comments noted that special-
ists are siloed along the continuum of care, resulting in
poorer health outcomes for the patient. One non-leader
physician remarked:

Everyone seems to be dumped into nursing home settings,
which are fine for conditions needing rest and time but are
really not set up to handle complex rehab issues. Patients
tend to go home without adequate back-up, outpt [sic]
follow-up, etc. I frequently see them bounce back into the
acute care setting.

Two physician leaders’ comments noted time barriers.
One remarked: ‘‘My practice/me do not have the TIME to
do any of this.’’ Another noted that time spent on data entry
in EHRs was taken from patient-provider interactions and
‘‘careful thought processes.’’

Professionals from all 3 groups identified data and
technology-driven barriers. A health system leader and 2
physician leaders commented that any improvements in data
management systems fell short of true progress in popula-
tion health because of the lack of interoperability among
EHRs and the inability to access meaningful data. A non-
leader physician expressed concern over the lack of quali-
fied analysts:

The whole process of analytics suffers in our organiza-
tion, from asking the right questions, collecting the right
data in a cost-effective and timely manner, correctly dis-
playing the data in an effective way, and analyzing and
making appropriate conclusions. We have too many middle
level and upper echelon administrative personnel using
statistics and making pronouncements for which they have
little in background training.

The last barrier subtheme identified was systemic barri-
ers. Both physician leaders and non-leader physicians noted
issues involving the health care system at large. One non-
leader physician wrote:

[The] Medical profession is the only one where profes-
sional experience is not valued nor cherished. A senior
accountant, lawyer or an architect commands a much
higher hourly wage than the younger ones. You are expected
to pay for the service you get. There is an urgent need
to replace the archaic CPT codes with something more

dynamic, that.reflects physician’s qualifications, expertise
and skills. I have ideas, but I will be whistling in the dark!

Future predictions. All 3 groups made predictions about
what to expect in the future—whether that prediction was
specific or that the forecast was unclear. Several were
concerned about their field/organization’s ability to survive
in an era of constrained funding. One non-leader physician
wrote:

Because I am providing care at the end of the line and the
system is geared to reimburse procedures and not follow-up
and counseling, I don’t understand how rehab services in
general are going to be able to survive.

Several respondents noted that the changing payment
reform was unsustainable. One physician leader wrote:

.The Medicare and Medicaid populations and subsi-
dized ACA plans continue to grow, yet the reimbursement
continues to drop. It’s simply not a sustainable situation.
Because I live in both worlds–frontline clinician and ad-
ministrator–I empathesize [sic] with both sides. Sure, we
have a foot in both canoes. the problem is that both canoes
are taking on water quickly and I am afraid that many of us
in health care have forgotten how to swim!

As noted above, the only positive-toned comment ex-
pressed hope for the future.

Suggestions. This last theme included comments in
which respondents suggested improvements to the current
health care system. Only 2 comments suggested the con-
tinued use of FFS. One physician leader recommended a
single-payer model and another praised the existence of
direct primary care. A non-leader physician recommended
that:

.Payers have a responsibility to align incentive struc-
tures, to simplify them, to make performance more trans-
parent, and to assure that payment levels are rational to
support the care required.

Discussion

APMs use a variety of metrics to encourage providers to
provide higher quality and more efficient care that will keep
their patient populations healthier for longer. Clinical sat-
isfaction also plays a role in the delivery of care so it is
essential to understand clinician perspectives on APMs. This
research indicates that physicians, particularly those not in
leadership roles, are less optimistic about APMs. In general,
they are more likely to perceive their organizations as
having slower progress under APMs, and to express more
negativity and frustration in their comments.

This study was an observational study with a convenience
sample of participants who already self-identified as having
population health-related interests. Additionally, the survey
experienced low response rates and significant attrition.
More than 20% of physician and health system leaders who
started the survey did not respond after the first question,
and of those who answered the demographic questions, 20%
failed to finish the survey in its entirety. The self-selection
bias among respondents suggests that the responding pop-
ulation may express views that are different than the general
provider population. Respondents choosing not to complete
the entire survey may have felt unprepared to answer the
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questions, skewing the overall response in favor of greater
APM knowledge.

Given that this population may be more knowledgeable
about population health and yet still has disparaging views
on APMs, the results from this observational study paint a
bleak image of how providers, particularly those with lim-
ited leadership responsibilities, are reacting to the shifting
reimbursement paradigm. This research in combination with
previous studies17,18 suggests that the added burdens phy-
sicians face under APMs are having the opposite intended
effect of improving patient care. Both leader and non-leader
physicians rated 2 of the 4 tenets of the Quadruple Aim
lower than health system leaders (professional satisfaction
and patient satisfaction)—the opposite of Friedberg et al’s3

finding that quality did not diminish.
Potentially contributing to professional dissatisfaction among

providers are the ever-changing regulations for reimbursement.
For instance, MACRA is just the latest CMS initiative that is
likely to radically change the professional lives of the respon-
dents. Non-leader physicians know they will be affected by the
effort but have neither the time nor expertise to fully appreciate
its implications. Thus, they are more likely to express feelings of
hopelessness and lower levels of satisfaction than their more
empowered leaders, suggesting they are struggling in a contin-
uously shifting field.

During the study, several respondents contacted the re-
searchers with reluctance to complete a series of questions
about which specific APMs were employed at their organi-
zations (data not included in this paper). Given that partici-
pants had difficulty identifying APMs at their organizations
and often an organization employs multiple APMs at any
given time, participants responded to the umbrella statement
‘‘Under alternative payment models..’’ Therefore, none of
the results can be attributed to a single APM. This difficulty
some respondents have in differentiating among different
types of APMs is further evidence in support of this study’s
conclusion that many providers are ill-prepared to respond to
a changing health care reimbursement environment.

Survey respondents voiced concerns over inconsistent
incentives. They faced increased administrative burdens
(nonclinical) while being expected to focus on performance
measures for the care they deliver. Physicians (leaders and
non-leaders) expressed greater dissatisfaction with outcome
measures and how they were unclear or inappropriate.

The clinical workplace is really no different than other
institutional settings. Leaders, by virtue of their responsi-
bilities, tend to have a better understanding of the big picture
and future direction, while frontline workers often feel ill-
informed and frustrated in their efforts to achieve organi-
zational goals. Management guru Tom Peters said, ‘‘It is
necessary to ‘dehumiliate’ work by eliminating the policies
and procedures (almost always tiny) of the organization that
demean and belittle human dignity.’’23(p. 68) The complex
task of transitioning organizations to APMs will be espe-
cially challenging in the coming years. Institutional leaders
and health care policy makers should take care to address
the concerns and attitudes of the clinicians who deliver the
care. The Deloitte survey14 also found that physicians were
more likely to accept adoption of APMs when provided with
a brief explanation, so specific education about these
changes could be incorporated into professional continuing
education programs.

Reimbursement models vary by provider specialty and
region of the United States potentially affecting perceptions
about the movement from FFS to APMs. This research did
not analyze these separately. In addition to providers, other
stakeholders, such as insurers and patients, are affected by
APMs. This study attempted to include health payer ad-
ministrators, but lack of response prohibits their inclusion in
the analyses.

As noted, because of the limited and observational nature
of this study, extrapolations to all US physicians should be
done with care. The AAPM Scale developed for this survey
is a useful tool that can be used to assess responses to more
broad-based surveys.

Conclusion

This study demonstrates a statistically significant differ-
ence in attitudes among 3 groups of providers: non-leader
physicians, physician leaders, and health system leaders.
These groups have varying degrees of administrative re-
sponsibilities, and ability to understand and respond to
APMs. Non-leader physicians clearly articulate less aware-
ness and greater frustration with APMs than more empow-
ered health system leaders. Understanding that physician
satisfaction is directly linked to clinical outcomes, addres-
sing the causes of provider frustration should be seen as an
important quality improvement effort.

The transition from FFS to APMs, while laudable in the
effort to improve health outcomes and control costs, is fraught
with challenges for health care practitioners. If these goals are
to be achieved, then care must be taken to ensure that all
clinicians are fully engaged and empowered in the effort.
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