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Quality Measures:

How to Get Them Right

Pay-for-performance programs have produced

disappointing results. Fewer and more appropriate,

evidence-based quality measures could help.
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he way we deliver and pay for health care in the United

States has changed significantly in the last 50 years. The cur-

rent emphasis on value-based care over traditional fee for

service has led to the development of more than 2,500 quality
measures' used to incentivize physicians and health care organiza-
tions to improve quality of care and reduce cost. The latest and most
comprehensive effort to tie quality measurement to payment is the
Quality Payment Program, which resulted from the Medicare Access
and CHIP Reauthorization Act (MACRA). (See “Pay for performance
and cost control: a brief history” with the online version of this arti-
cle: https://www.aafp.org/fpm/2018/0700/p23.html.)

Despite the proliferation of quality measures and the pay-for-
performance (P4P) systems that use them, there is little evidence
of resulting positive changes in physician behavior or patient
outcomes.”* Instead, most P4P systems have led to significant
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administrative burdens® and unintended
consequences.® Quality measures tied to
financial incentives often crowd out the
intrinsic motivation of physicians, par-

Most pay-for-performance systems
have led to significant administrative
burdens and unintended consequences.

ticularly for complex cognitive tasks,’
devaluing the patient-physician relation-
ship and contributing to clinician burnout.

BUILDING A BETTER
MEASURING STICK
As quality measures have rapidly increased,
meeting and reporting the measures has
become increasingly burdensome for
health care providers, which has contrib-
uted substantially to rising health care
costs.’ The bewildering complexity of
public and private payment schemes, often
using different measures and benchmarks
to assess similar episodes or activities, has
increased this burden for physicians.®

The Centers for Medicare & Medicaid
Services, America's Health Insurance
Plans (AHIP), and the American Academy
of Family Physicians are part of a multi-
stakeholder group working to harmonize
and align measures across public and pri-
vate payers. Reducing overlaps and gaps
in metrics and reporting requirements is

KEY POINTS

* The proliferation of health care quality measures and pay-for-
performance programs has not led to significant improvements in

patient outcomes but

burdens for physicians.

* Some groups are working to consolidate the number of quality mea-
sures, especially measures with unclear benefits or a lack of eviden-

tiary support.

* Quality measures should emphasize outcomes important to patients,
provide them with a net benefit, and preserve their autonomy.

 Quality measures should also encourage behavior that leads to
improved health, offer benefits that outweigh the resource expendi-
ture, discourage “gaming,” be specific, focus on outcomes the physi-
cian can influence, and consider social determinants of health.

has contributed to greater administrative
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essential to easing the costs and burdens
associated with quality measurement.
While it is clearly important to reduce
the number of measures and improve the
way they are implemented, the measures
themselves should also be carefully scru-
tinized. Process measures with unclear
clinical benefit should be replaced with
outcome measures that are evidence-based
and patient-centered. This effort should
also recognize that many measures lack
sufficient research support and were
implemented without proper validation
or vetting.® Even the Medicare Quality
Payment Program includes measures that
fail to satisfy articulated criteria.** (See
“Quality measures: good and bad,” page 25.)
To this end, representatives of Care
That Matters, a physician group [including
the authors] that advocates for improved
quality measure design and implementa-
tion, and the editors of DynaMed Plus, an
online evidence-based medicine reference,
have created 10 criteria that can be used to
assess the appropriateness of health care
quality measures.

1. THE ASSESSED OUTCOME
MATTERS TO PATIENTS

Measures should fundamentally address
the things that matter most to patients:
reducing mortality, improving quality of
life, and lowering costs. Ideally, health care
systems provide care that patients need
and want. This requires eliciting and hon-
oring patient preferences. Poorly designed
P4P systems can create conflicting inter-
ests between clinicians and patients. For
example, measures that focus strictly on a
disease or surrogate outcomes may encour-
age physicians to pursue interventions
that do not produce clinical improvements
valued by patients. Disease-oriented
measures such as A1C results are widely
utilized but are often not ideal markers of
a patient’s health status.” Rather, evidence
and consensus increasingly support out-
come measures that are patient-centered,
patient-reported, or both.*

2. THE PATIENT WILL EXPERIENCE

A NET BENEFIT

There should be sufficient evidence that clin-
ical actions associated with a measure lead
to benefits that are likely to outweigh harms.

www.aafp.org/fpm



QUALITY MEASURES: GOOD AND BAD

USEFUL
Tobacco Use: Screening and Cessation Intervention (National Quality Forum 0028)

Description: Percentage of patients 18 years and older who were screened for tobacco use at least
once within 24 months and, if identified as a tobacco user, received tobacco cessation intervention.

Why it’s good: Cessation of tobacco use is associated with decreased risk for heart disease, stroke,
and lung disease - all outcomes that clearly matter to patients, and net benefit has been clearly
established. The resource requirements for screening, intervening, and reporting are all modest.
This intervention clearly preserves patient autonomy, and it is reasonably resistant to “gaming.”
The group of patients targeted (18 years and older; at least one preventive patient encounter or
two patient encounters in the measurement period, excluding those with limited life expectancy)
and the numerator, which (for tobacco users only) includes brief counseling, pharmacotherapy, or
both. There are no significant issues related to physician control or social determinants of health.

PROBLEMATIC

beyond the physician’s control.

Breast Cancer Screening (National Quality Forum 2372)

Description: Percentage of women ages 50-74 who had a mammogram to screen for breast can-
cer within 27 months prior to the end of the measurement period.

Why it’s bad: By presuming that every woman in the specified age group needs and wants a mam-
mogram, the measure does not respect patient autonomy, ignoring that many reasonable and
well-informed women choose not to get one. Breast cancer screening involves trade-offs among
potential benefits and harms, the rates of which tend to be respectively over- and under-esti-
mated. For example, there is no all-cause mortality benefit, and the breast cancer-specific mor-
tality benefit is small (1 per 1,299 women screened from age 50-59 years),2 while more than 60
percent of women in their 50s will experience at least one false positive result,®> many then having
unnecessary biopsies. This measure also fails to exclude women with limited life expectancy.

Physicians should offer breast cancer screening to eligible women and inform them of the poten-
tial benefits and harms. It would be more appropriate for this measure to assess physicians on
whether they engage patients in shared decision making, not what patients decide, which is

Intern Med. 2016;164(4):244-255.

1. Patnode CD, Henderson JT, Thomson JH, Senger CA, Fortmann SP, Whitlock EP. Behavioral counseling and
pharmacotherapy interventions for tobacco cessation in adults, including pregnant women: a review of reviews
for the U.S. Preventive Services Task Force. Ann Intern Med. 2015:163(8):608-621.

2. Nelson HD, Fu R, Cantor A, Pappas M, Daeges M, Humphrey L. Effectiveness of breast cancer screening: sys-
tematic review and meta-analysis to update the 2009 U.S. Preventive Services Task Force recommendation. Ann

3. Hubbard RA, Kerlikowske K, Flowers Cl, Yankaskas BC, Zhu W, Miglioretti DL. Cumulative probability of false-
positive recall or biopsy recommendation after 10 years of screening mammography: a cohort study [published
correction appears in Ann Intern Med. 2014;160(9):658]. Ann Intern Med. 2011;155(8):481-492.

Nearly every health care intervention has
the capacity to harm patients, so physicians
should have strong — and easily accessible —
scientific evidence that a particular quality
measure will lead to a net positive health
outcome for the patient. For instance, the
“Choosing Wisely” campaign analyzes net
benefits to discourage unnecessary and
potentially harmful lab tests.
Quality measures should also account
for patients with multiple conditions.

www.aafp.org/fpm

Many current disease-oriented clinical
guidelines were designed for individual
conditions but may produce unintended
harmful consequences for patients who
have comorbidities.**

3. IMPLEMENTING THE MEASURE
IMPROVES OUTCOMES

There should be sufficient evidence that
implementation of the measure leads

to benefits that outweigh harms. While

QUALITY MEASURES
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evidence for a test, treatment, or other
intervention tied to a measure is neces-
sary for it to be considered appropriate,

it isinsufficient. There can be negative
unintended consequences of implementing
ameasure, even though the intervention
itself may be evidence-based. Evidence
should also demonstrate that use of the
measure will not result in misuse of the
test, treatment, or other intervention in

The physician whose quality of care is
being measured should have sufficient
authority, influence, or capacity to affect
performance on the quality measure.
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ways that lead to poorer health outcomes.
Measure implementation should be shown
to induce appropriate, evidence-based care.

4. IMPLEMENTING THE MEASURE
USES AN APPROPRIATE AMOUNT

OF RESOURCES

Implementation of the measure should pro-
duce net benefits that justify the resource
(human, material, and financial) expenditure,
including resources required for patient care,
measurement, and reporting. Ideally, the
benefits of the measure should outweigh the
time and resources required to implement
it.* Quality measures do not necessar-

ily require high administrative burdens

or financial penalties to promote quality
improvement and adherence to evidence-
based practice.' Each measure creates not
only administrative costs but also poten-

tial opportunity costs because resources
devoted to measure attention are not avail-
able for other interventions that might have
amore positive impact on patients’ health.s

5. THE PATIENT RETAINS

HIS OR HER AUTONOMY

Many quality measures presume that there
is a single, best approach to a given clinical
situation, but this is not always the case. For
example, some cancer screening tests pro-
duce many harms, including false positive
results, unnecessary biopsies, and over-diag-
nosis of indolent cancers, even though there

is no all-cause mortality benefit. Given this
trade-off between benefits and harms, physi-
cians should pursue shared decision making
with their patients to choose the option that
best reflects the evidence and the patients’
personal characteristics, values, and prefer-
ences. Once informed, patients may choose
to pursue or defer screening. However,
many prevailing quality measures actually
reward clinicians for the number of screens
they perform, not whether shared decision
making occurred. Pressures from disease-
oriented measures or process measures
should not unduly limit patient autonomy in
essential health care decisions.*

6. “"GAMING” OR MANIPULATION

IS NOT ENCOURAGED

A quality measure should not motivate a
significant number of physicians to change
their patient selection, clinical decision-
making behavior, or reporting in ways that
improve measure performance but not
health outcomes. The risks and costs of so-
called “gaming” in health care are regularly
debated.” Gaming is likely to persist or
worsen as cost, administrative burden, and
complexity of payment methods continue
to increase. Common examples of gaming
include altering reported data, manipulat-
ing diagnostic coding, and “cherry-picking,’
or selectively excluding the sickest or most
challenging patients who would likely con-
tribute to poor clinician performance on
P4P measures.’®

7. THE DENOMINATOR

IS CLEARLY SPECIFIED

The population to whom the measure is
applied must be clearly and adequately
specified with appropriate exclusion crite-
ria and assessment methods. When quality
measures are applied across a population,
there will be some patients for whom the
measure is less suitable due to individual
factors.® Judicious use of exclusion criteria
for specific subpopulations can mitigate
this challenge.

8. THE NUMERATOR

IS CLEARLY SPECIFIED

The desired outcome, test, treatment,

or other intervention must be clearly
described with criteria and a timeline for
action, all supported by evidence.

www.aafp.org/fpm



9. THE PHYSICIAN CAN INFLUENCE
THE OUTCOME
The physician whose quality of care is being
measured should have sufficient authority,
influence, or capacity to affect performance
on the measure and should not be penalized
for factors beyond their control. ®

In some situations, quality should
be measured at a system level, incentiv-
izing systems to provide resources and
infrastructure that support physicians in
providing high quality, team-based care.®
This is essential given that physicians work
in multidisciplinary teams and are increas-
ingly part of a hospital or accountable care
organization. Further, measures that adopt
a system focus may help promote care coor-
dination among the many clinicians and

other caregivers who interact with patients.

A system focus could help improve other
quality measures and diminish the frag-
mentation of health care.

10. SOCIAL DETERMINANTS OF
HEALTH ARE CONSIDERED

Many P4P programs create a distinct disad-
vantage for physicians and health systems
that care for vulnerable populations.®
Measures must acknowledge the limits of a
physician’s ability to influence an outcome,
especially when results primarily reflect
the patient’s socioeconomic status. For
example, if patients with hypertension can-
not afford their prescriptions or patients
with diabetes cannot access healthy food
options, their physicians cannot easily

or successfully improve patient health
outcomes. Ideally, measures would also
account for patient variability, particularly
given the nuances of complex, chronic
illnesses and comorbidities. Not only can
such factors affect health status more
than the quality of health care, they also
can interfere with a physician’s ability to
achieve high performance on many quality
measures. Systems for risk adjustment and
risk stratification should be robust enough
to accurately capture the variance in
health caused by social determinants.*

NEXT STEPS

Most current quality measures are not
supported by evidence that they promote
outcomes that matter, such as reducing
mortality, improving quality of life, or

www.aafp.org/fpm
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WHAT CAN A DOCTOR DO?

There are several ways family physicians can facilitate solutions to
problems with quality measures.

Advocate and educate. Discuss inappropriate quality measures and
their use with your colleagues, your organization’s leadership, and your
local, state, and national medical societies. Look for opportunities to
express your views more publicly, such as by writing an opinion piece
for a newspaper. Prioritize discussing how quality measures can affect
patients, especially in terms of their harms and costs. Acknowledge the
need to measure quality while advocating for de-implementation of
bad measures and for a more methodical, evidence-based approach to
developing and implementing good ones. Emphasize the importance
of measuring things that matter to patients.

Control what you can. If you are a leader in your health care plan,
delivery system, or practice, try to influence the selection of mea-
sures for which family physicians will be accountable. Negotiate
based on your understanding of which quality measures are appropri-
ate. You may succeed in having some proposed measures excluded
and others designated “for feedback only” and not used to affect
compensation.

When you are coerced into activities that do not align with your
values, the resulting dissonance can be very stressful and contribute
to burnout. Prioritize the quality measures that you consider most
meaningful for you and your patients. If, like most physicians, you
have limited resources for population health management and qual-
ity improvement, you cannot optimize performance on all of them.

lowering costs. Inappropriate measures
can induce harms, including wasteful
overtreatment, adverse effects, distraction
from more meaningful health care inter-
ventions, and acceleration of physician
burnout. Meanwhile, there are fundamen-
tal problems with P4P programs that limit
their utility, though it remains an open
question whether P4P programs that use
better measures could be more successful
at producing intended results. (See “What
can a doctor do?”)

We suggest de-implementation of many
health care quality measures until a new
generation of evidence-based measures is
developed and tested against predefined
criteria for appropriateness, such as
those presented above. Quality measures
that have not been shown to promote
improved, meaningful outcomes that mat-
ter to patients should not be used in P4P
programs.

1. National Quality Measures Clearinghouse. Agency for
Healthcare Research and Quality. https://qualitymea-
sures.ahrg.gov/browse/setting. Accessed June 20, 2018.
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PAY FOR PERFORMANCE AND COST CONTROL: A BRIEF HISTORY

Medicare - 1965

Medicare was established to provide health insurance to those 65 years
of age and older, covering both inpatient and outpatient services. As
access increased and technology advanced, costs soared. Between
1967 and 1983, Medicare reimbursements to physicians and hospitals
increased tenfold," inspiring a priority shift in the 1980s from access to
cost containment.

Diagnosis Related
Groups (DRGs) and
Relative Value Units
(RVUs) - 1983

DRGs were introduced to replace fee-for-service with a prospective
payment system based on the average cost to deliver care for a specific
“case.” The complex formula was primarily designed to encourage
inefficient hospitals to improve. In 1983, Medicare also introduced

the Resource-Based Relative Value Scale, which pays physicians based
on the number of RVUs assigned to services. RVUs are based on time
spent, required skill and training of the physician, practice expenses,
and malpractice expense. Over time, this system came to overvalue
procedural services at the expense of cognitive services.??

Health Maintenance
Organizations

HMOs continued cost containment efforts in the 1990s using capitation
to pay physicians a flat rate for each assigned patient. “Cherry picking”

Sustainable Growth
Rate (SGR) - 1997

(HMOs) and healthier patients and undertreatment were unintended consequences
Capitation of capitation.*
Medicare The SGR was enacted to control Medicare spending on physician services,

tying payments to inflation. Full implementation would have reduced
physician payments annually. Congress intervened 17 times, preventing
this with the so-called “doc fix,” although the annual uncertainty created
instability. It was repealed in 2015 as part of MACRA legislation.

Publication of To
Erris Human by
the Institute of
Medicine (IOM) -

The origins of pay for performance developed in part from a desire to
control rapidly rising health care costs and address gaps in quality of
care. The IOM'’s To Err is Human report inspired widespread efforts to
optimize patient safety.® Meanwhile it was reported that health care in

1999 the United States ranked lower than in many other developed countries.”
Affordable Care Act | The ACA expanded the use of metrics in health care. It included
(ACA) - 2010 incentives to increase care coordination and population health

management through accountable care organizations - coordinated
networks of physicians and hospitals primarily designed to improve care
and reduce cost.

Medicare Access
and CHIP
Reauthorization Act
of 2015 (MACRA)

The Quality Payment Program (QPP) of MACRA accelerates the
transition from fee-for-service to value-based payment. Under MACRA,
physicians’ Medicare payments will be based on quality of care and other
performance measures. For more details on MACRA and the QPP, see
“Making Sense of MACRA in 2018: Six Things You Need to Know,” FPM,
January/February 2018. https://www.aafp.org/fpm/2018/0100/p21.html.
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