
Vol.:(0123456789)

The Patient - Patient-Centered Outcomes Research (2021) 14:687–690 
https://doi.org/10.1007/s40271-020-00453-4

LETTER TO THE EDITOR

Improving Access and Quality of Health Care in the United States: 
Shared Goals Among Patient Advocates

Elisabeth M. Oehrlein1 · Jason Harris1,2 · Alan Balch3 · Pat Furlong4 · Eric Hargis5 · Mary Woolley6 · Eleanor Perfetto1,7

Published online: 21 October 2020 
© The Author(s) 2020

Dear Editor,

Dissatisfaction with past research and health care decision 
making that is not relevant or responsive to patient needs and 
preferences has led to a movement toward patient centricity 
in the US and around the world [1]. ‘Patient centricity’ and 
‘patient centeredness’ broadly refer to any process, program 
or decision focused on patients in which patients play an 
active role as meaningfully engaged participants (not simply 
as study subjects) [2], and ‘patient-centered health care’ is 
defined as “care that is respectful of and responsive to indi-
vidual patient preferences, needs, and values in the context 
of their own social worlds [3].” Patient centeredness is cre-
ated by engaging, informing, and actively listening to people 
with chronic conditions at every point of contact—from the 
research bench to the bedside and everywhere in between 
[4]. This shift toward patient centricity has been exemplified 
by patient groups, professional organizations, as well as bod-
ies such as the Patient-Centered Outcomes Research Insti-
tute (PCORI), who emphasize the importance of patient-
prioritized research questions in their funding decisions, and 

the US Food and Drug Administration’s evolving patient-
focused medical product development initiatives, such as 
the Patient-Focused Drug Development (PFDD) initiative 
and the Patient Engagement Advisory Committee (PEAC) 
for medical devices [5–7].

1  Uptake of Patient Centricity in Research 
and Health Care Delivery is Uneven

Despite calls for patient centricity across every sector of the 
health care ecosystem, uptake has been uneven. Although 
segments of the research and medical product development 
communities have fully embraced patient centricity, others 
have yet to systematically adopt patient engagement. For 
example, the US Food and Drug Administration recently 
released the first of four Patient-Focused Drug Development 
guidances [8]. The Council for International Organizations 
of Medical Sciences (CIOMS), known for their leadership 
in pharmacovigilance, established an Expert Working Group 
advancing patient involvement in drug development and safe 
use [9, 10]. However, lack of consensus and other barri-
ers continue to inhibit greater integration of patient insights 
across the medical product lifecycle [11].

Similarly, there is currently a limited role for patient 
engagement and slow movement towards patient centered-
ness in health care delivery. While Patient and Family Advi-
sory Councils (PFACs) have been championed and estab-
lished in some healthcare systems, uptake is inconsistent 
across facilities and has had unclear impact [12]. Patient 
groups in the US are particularly concerned over the lack of 
patient centricity in health care delivery and policy decisions 
impacting access to care [13–15].

In May 2017, a summit entitled “Forging a Sustainable 
Healthcare System” convened a diverse group of stakehold-
ers to explore the dynamics of today’s complex health care 
system and to co-create solutions to growing systemic chal-
lenges. The summit was supported by Amgen. This event 
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assembled the leadership of 44 national patient advocacy 
organizations, professional societies, and research and public 
policy organizations, representing a variety of disease areas, 
to share perspectives on sustainable health care. Summit par-
ticipants expressed a desire to continue the dialog started 
there and to work toward the shared goal of amplifying the 
patient’s voice. As a result, a Task Force was formed with a 
multi-stakeholder group of 21 participating organizations. 
Over the course of 18 months, the Task Force worked to 
identify key principles describing the hallmark character-
istics of patient centricity in biomedical research and the 
healthcare system that could be adopted to improve transpar-
ency, affordability, and access to care.

2  Shared Goals to Improve Transparency, 
Affordability, and Access to Care

2.1  System‑Wide Transparency

• Principle #1: All forms of communication should be eas-
ily accessible and in language that is clear and easy to 
understand.

2.2  Patient‑Centricity and Transparency in Research

• Principle #2: Research study and clinical trial designs 
must include patient engagement to ensure resulting evi-
dence reflects patient needs and expectations.

• Principle #3: Value frameworks and resulting assess-
ments must reflect the patient’s voice, including consid-
eration of patient experiences, preferences, and outcomes 
of importance to them.

• Principle #4: All clinical outcome assessments (i.e., 
patient-, caregiver-, and clinician-reported outcomes) 
should address concepts patients identify as most impor-
tant and be incorporated into quality improvement initia-
tives, medical product development, value assessment, 
and care delivery.

• Principle #5: Collecting and sharing patient-centric 
data (with appropriate privacy protections) should be 
leveraged to support high-quality health care delivery, 
research, value assessment, medical product develop-
ment, and policy efforts.

2.3  Patient‑Centricity and Transparency in Health 
Care Delivery

• Principle #6: Patients (and family caregivers) should be 
treated with dignity and respect throughout their health 
care experience.

• Principle #7: Throughout the care journey, patients 
should be informed, in language they understand, about 
their coverage; how coverage and payment decisions 
are made and can be appealed; choice of providers and 
provider options; all treatment options (including non-
treatment); the costs of their coverage and care; and pro-
vider incentives or restrictions that can influence practice 
patterns.

• Principle #8: Care coordination is instrumental to ensur-
ing patients understand treatment options and resources 
available, and to avoid inefficiencies in care.

• Principle #9: Providers should discuss participation in 
research, including clinical trials, with patients as a rou-
tine part of providing health care. How research findings 
inform decision making should also be discussed.

• Principle #10: Treatment decisions should be based 
on what patients, in consultation with their care team, 
determine will lead to their desired health outcomes and 
founded upon all available, sound scientific evidence.

• Principle #11: Person-centered, shared decision making 
and goal-concordant care planning should be the stand-
ard, with appropriate resources and decision-support 
tools available to foster communication between the 
patient (and family) and care team about the patient’s 
goals, values, and preferences.

• Principle #12: Care delivery must consider not only the 
physical impact of disease but also mental, emotional, 
social, and behavioral determinants of health, and other 
social implications such as financial toxicity, transporta-
tion challenges, stigma, etc. These implications extend 
to caregivers, families, and communities.

• Principle #13: Health professional education and con-
tinuing education should include curriculum on patient-
centered care and research, shared decision making, and 
cultural competency.

• Principle #14: All health care stakeholders, not just pro-
viders, need to be educated on effective ways to engage 
patients, communicate, be responsive to patient needs, 
and ensure appropriate care.

2.4  Affordability and Access to Care

• Principle #15: All patients should have access to afford-
able and accessible care regardless of age, race, ethnic-
ity, income, sexual orientation, health status, geographic 
location, etc. This is especially true for preventative, 
mental health, and other, often-neglected services.

• Principle #16: Value-based care and payment models 
should include patient-centered quality and outcome 
measures to evaluate person-centered communication, 
shared decision-making, care coordination, and essential 
support services that align with patient needs and values.
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• Principle #17: Health care coverage and reimbursement 
decision making should be evidence based.

• Principle #18: Programs that assist patients and fami-
lies who struggle to access and afford care should be 
strengthened and enhanced to improve reach, effective-
ness, and efficiency.

3  Discussion

The Task Force has identified timely, but also enduring 
principles that offer a foundation for activities that can be 
undertaken to amplify and elevate the patient voice across 
the healthcare ecosystem. We acknowledge, however, that 
achieving all 18 principles is an ambitious goal, particularly 
in the short term. While one organization or group of stake-
holders may not be able to individually achieve implementa-
tion of each and every principle, it is valuable for relevant 
stakeholders to consider which actionable principles can 
serve as a starting point for collaborative efforts in the short 
term that can have impact for patients. It would be impor-
tant to consider those principles that are highest priority but 
also have cross-cutting interest among groups that could be 
the focus of collaborative efforts and a coordinated plan of 
action.

Of note, the characteristic considered to be highest pri-
ority by the Task Force is ensuring patients have access to 
transparent information regarding their care and coverage. 
Without full transparency to all parties, the patient voice is 
muted, partially or fully, and cannot be effective. For exam-
ple, a lack of transparency about treatment options prevents 
patients from making informed choices. Their individual 
voices, related to their preferences for treatment and out-
comes, are lost. Likewise, a hospital that does not share 
information about quality issues with its PFAC does not 
benefit from the PFAC’s perspective, potentially resulting in 
inappropriate or inefficient solutions. Patient groups should 
consider collaborative activities to encourage adoption of 
polices that improve transparency in care, coverage, and cost 
information. Partnerships between patients and multi-stake-
holder groups can convey the message that greater transpar-
ency is needed across the board for the patient voice to be 
amplified.

The principles as a whole are largely consistent with 
recommendations and good practices put forth by other 
stakeholder groups. One such example is the Institute for 
Healthcare Improvement’s Triple Aim—a set of intertwined 
goals to improve health care in the US that includes improv-
ing the experience of care, improving the health of popu-
lations, and reducing per-capita costs of health care. The 
Triple Aim has already been adopted by a number of health 
care systems, hospitals, and health insurance companies [16, 
17], and identifying these synergies and partnering across 

stakeholder groups will be necessary to advance the princi-
ples in a realistic manner. As the patient community contin-
ues to advocate for the prioritization of the patient voice, the 
recommended principles are a lens from which one can view 
multi-stakeholder collaboration and engagement toward a 
patient-centered health ecosystem.
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