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T he health of the human body and mind involves a 
series of trade-offs. There are rarely right or wrong 
answers—just personal decisions. Most of us, at 

some point in our lives, will have doctors and nurses ask us 
what choices we want to make. These clinicians, with their 
decades of education and experience, will advise us and then 
wait for us to tell them what to do. For the fortunate among 
us, we will make these choices with a mind clear of pain and 
on a comfortable timeline. For many of us, however, we will 
be in pain, we will be in a hurry, we will not understand our 
options, or we will be cognitively impaired. For some of us, 
we will not be conscious at all.

Advance care planning (ACP) is a process by which we get 
ahead of these choices. A person, their family, and medical 
professionals discuss the individual’s goals and values in rela-
tion to their medical care, particularly in planning for poten-
tial life-threatening illness.1,2 The process may include legal 
documentation such as assigning a health care proxy and 
completing advance directives that outline health care prefer-
ences in the event that a person becomes too incapacitated to 
advocate for themselves. The goal for each person is to make 

the best trade-offs for themselves at a time when they are best 
able to make those choices.

As physicians and as a health care system, however, we do 
not do a very good job of soliciting and respecting individuals’ 
choices. The US health system often seems that it was not 
designed with patients in mind, and end-of-life care is a prime 
example of this.3 ACP discussions reveal that approximately 
70% of US adults express preferences for less aggressive treat-
ments near the end of life and 89% say that doctors should 
discuss end-of-life care preferences with their patients.4 Only 
17%, however, say they have had such a discussion with their 
doctor or other health care provider.5

Acknowledging that paying for a service usually gets more 
of it in a fee-for-service health system, Medicare began 
paying clinicians for ACP conversations and documentation 
in 2016. This billing code has not been widely adopted and 
where it has been adopted, the usage of the billing code is 
not clearly associated with changes in the quality and cost of 
care.6-8 Despite this, even skeptics of ACP acknowledge that 
ACP is likely to be beneficial if it is conducted with several key 
elements. These elements include the following: 

• Patients can articulate their values and goals and iden-
tify which treatments will align with those goals in 
future scenarios. 

• Clinicians can elicit these values and preferences. 
• Preferences are documented. 
• Directives or surrogates are available to guide clinical 

decisions when patients lose decisional capacity.
• Health care systems commit resources to support 

goal-concordant care.9 
Many of these elements can be found in a value-based care 

arrangement called an accountable care organization (ACO). 
ACOs are groups of clinicians who are incentivized to reduce 
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the cost of care through increased preventive services and 
improved health. Early evidence shows that ACP done well 
in an ACO can reduce inpatient hospital usage and result 
in a reduction of the total cost of care by nearly $9500 per 
patient.10 The goal of this editorial is to confirm this evidence 
at scale through a pilot project run by Aledade.

Aledade is a company that creates and supports physician-led 
ACOs in the Medicare Shared Savings Program, as well as 
value-based contracts with payers in commercial insurance, 
Medicare Advantage, and Medicaid. Aledade empowers 
independent primary care practices, multispecialty practices, 
and community health centers to deliver high-quality care by 
supporting them with data analytics, preventive care work-
flows, and regulatory guidance. Together with more than 1000 
participating providers in 37 states, Aledade is engaged with 
more than 140 value-based contracts representing more than 
1.7 million patient lives under management.

To improve patient care at the end of life, Aledade set out to 
solve several challenges: the lack of publicly available tools to 
predict which patients would benefit most from ACP, the chal-
lenges that physicians experience with conducting compre-
hensive ACP in busy primary care practices, and the excess of 
unwanted and costly end-of-life treatment.

The most common mortality-prediction tools are the 
Charlson and the Elixhauser comorbidity indices.11,12 Both of 
these indices, however, predict mortality in the hospitalized 
inpatient population and are less relevant for outpatient primary 
care practices. To identify patients who might benefit the most 
from ACP, Aledade and Curia.ai—a health care–focused arti-
ficial intelligence company—used medical claims data to 
codevelop a machine learning algorithm that could identify 
patients at highest risk of mortality within the next 12 months. 
Aledade then engaged Iris Healthcare, a national provider of 
ACP solutions, to implement a comprehensive ACP program 
for these high-risk patients. Patients at high risk of mortality 
were divided into a treatment group that would receive compre-
hensive ACP and a control group that received treatment as 
usual. Physicians were given the choice to opt any patient out 
of receiving the Iris Healthcare intervention. Common reasons 
for physicians removing patients from the intervention group 
included that the patient had advanced dementia, was no longer 
under their care, or was already enrolled in hospice.

Iris Healthcare’s comprehensive ACP includes 5 steps. 
• Conduct outreach to the patient and family to explain the 

service and schedule their first session. 
• Virtual sessions (phone or video) take place with 

patients and their families. These sessions are facilitated 
by nurses or social workers at convenient times for the 
patient and family, including evenings and weekends to 
increase participation. All sessions are recorded—with 

the patient’s permission—and made available to patients, 
families, and clinicians for future reference. 

• Generate state-sanctioned advance directives, including 
the directive to physician, medical power of attorney, and 
out-of-hospital “do not resuscitate” orders, along with 
Iris’ proprietary forms that augment the state forms. 

• Distribute the fully executed advance directives to rele-
vant parties, including the patient, family, primary care 
physician, specialists, and the patient’s hospital of choice. 

• When necessary, update and redistribute advance direc-
tives, as this is a longitudinal process with ongoing patient 
contact to assess whether a patient’s treatment prefer-
ences have changed based on their evolving disease states.

The period of evaluation ran from 2018 through 2021. 
Curia.ai’s mortality algorithm targeted patients who were 
enrolled from 2019 onward, so the results focus on this cohort. 

Forty-five primary care practices across 14 states partic-
ipated, with a total of 335 patients receiving the service. 
According to a survey, 92% of responding physicians reported 
that they considered it a beneficial service, and 58% reported 
that it reduced their own workload. Surveyed patients reported 
a Net Promoter Score of +92 (the Net Promoter Score is a 
commonly used measure of customer satisfaction, with scores 
ranging from –100 through +100).13 Overall, the treatment 
led to a $994 per-member per-month lower cost compared 
with the control group. With a mean time receiving the service 
of 14 months, this meant a total of $13,916 in reduced costs 
per patient. Much of the savings occurred at the highest 
range, indicating that the service may be best at reducing costs 
for patients at risk for the highest costs. At the ACO level, 
accounting for a financial stop-loss built into the Medicare 
Shared Savings Program, savings were $292 per patient per 
month for a mean of 14 months, for a total savings of $4088 
per patient. This confirmed that we had created financial value 
by putting patient values at the center of a clinical service 
offering. The results of this collaboration were so successful 
that Aledade acquired Iris Healthcare in January 2022.14

Much of the success in an ACO is not about whether physi-
cians should give their patients more care or less. Instead, it’s 
about having the right conversation with the right person at 
the right time and being able to act on that person’s wishes for 
their health. As our health care system explores the elements 
of success for ACOs, beyond having more and stronger 
primary care relationships, we must be willing to look closely 
at all elements of care that could affect health outcomes. We 
also have to hold ourselves accountable to the evidence of 
whether our innovations work. Just as the key elements of 
ACP are necessary for it to make a difference in individuals’ 
lives, all the elements of an innovation must be present: right 
time, right person, right conversation, and right action. 
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It took Aledade 3 years to confirm all the elements of 
this innovation in partnership with Iris and primary care 
practices in Aledade ACOs. The ACO community is large. 
Working collectively, we can test many care delivery inno-
vations at once and learn how to do so faster. If the ACO 
community can both innovate and hold ourselves to high 
standards of success, we will succeed and improve the health 
of the US population.
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