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T he widespread, systematic use of quality measures over
the past two decades has been a substantial force for

change in the delivery of health care. The NCQA HEDIS
measures1 and RAND Quality Assessment Tool2 set the stage
for routine measurement of clinical quality. The Patient-
Reported Outcomes Measurement Information System en-
abled development of patient-reported outcome (PRO) perfor-
mance measures.3 The Consumer Assessment of Health Plan
Survey (CAHPS) allows for systematic capture of patients’
experiences of care.4 These efforts have been transformative,
yet there are areas where we need to strengthen quality
measurement.
The fundamental goal for quality measures should be to

help providers and health systems achieve desired outcomes
(i.e., prevent or slow the onset of disease, improve or slow
decline in functioning, and provide care consistent with patient
preferences). With this as the central goal, how can we design
performance measures to do this more effectively?

CREATE MORE FLEXIBLE MEASURES

We must develop more flexible measures that recognize the
complexities of patients’ clinical needs and varying treatment
goals. Intermediate outcome measures with fixed cutoffs to
satisfy uniform numerator criteria, such as hemoglobin A1c
control of <7.0, have proven problematic. The best treatment
goal for one personmay be inappropriate for another. Using an
arbitrary cutoff may increase the burden of treatment for
patients with minimal health gains, or lead to harm. To enable
tailored measures and to provide patient-centered care, pro-
viders need to be able to capture patient preferences for treat-
ment goals in electronic health records (EHRs). Performance
could then be measured as the proportion of patients who
achieve their stated goal within a specific time frame. This
approach would promote shared decision-making and patient-
centered care, while still holding health care teams
accountable.
Greater flexibility in measurement can help prevent the

unintended consequences of encouraging overuse and

inappropriate care. Moving forward, EHRs should allow cli-
nicians to easily record when a care process is not performed
because the process is contraindicated or because a patient’s
circumstance makes her unlikely to benefit. When this is an
option, physicians appear to record valid medical exceptions
the vast majority of the time.5,6

Quality measurement should also respect patients’ rights to
refuse recommended treatments. Some believe that the ability
of physicians to persuade patients to accept recommended care
is an aspect of quality that would be lost if patient exceptions
were allowed. This is an important concern, particularly if
physicians can simply document patient refusals and not take
adequate time to educate and counsel patients. Disparities
could worsen as a result. However, not accounting for patient
preferences abandons shared decision-making (e.g., a patient
declining to take another medication) and respect for patients’
health beliefs (e.g., declining influenza vaccination).

EXPAND OUTCOME MEASUREMENT

The ability of providers and other stakeholders to assess
whether outcomes are improving is constrained by the limited
number of outcome measures that currently exist. All clinical
specialties should define the outcomes they are working to
improve for acute, chronic, and palliative care, and should
develop systems to measure those outcomes. Measures should
include clinical outcomes, patient-reported outcomes, and pa-
tient experience of care. We need to ensure that measured
outcomes are consistent with what patients deem as important.
The Centers for Medicare and Medicaid Services (CMS)
Hospital Inpatient Quality Reporting (HIQR) program mea-
sures 30-day mortality after stroke. However, for many pa-
tients with devastating strokes, a rapid death surrounded by
loved ones is the preferred outcome rather than survival for
30 days. Failure to account for patient and family preferences
in stroke outcomes creates perverse incentives that could lead
to unwanted care and higher costs.
The use of patient-reported outcome measures (PROMs) as

performance measures must advance. CMS’s recently an-
nounced bundled payment pilot program for hip and knee
replacement will require providers to report PROMs, which
will be a pioneering test of the wide-scale use of PROMs for
quality measurement. The biggest challenge will be the feasi-
bility and expense of collecting outcomes data in heteroge-
neous practice settings with different EHRs. Web-based reg-
istries are likely to play a critical role inmeeting this challenge,Published online March 7, 2016
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allowing the collection of data in hospitals, offices, ambulato-
ry surgery centers, pre-operative clinics, and directly from
patients through interviews by registry staff and by patients
entering data over secure internet connections.7

We must also improve our ability to risk-adjust outcome
measures. Using only claims data to risk-adjust fails to capture
severity of illness and other important determinants of out-
comes (e.g., socioeconomic status for cardiovascular disease).
EHRs should be used to systematically capture patient factors
needed for risk adjustment. (e.g., ejection fraction, cancer
stage, socioeconomic status) with the information recorded
in discrete, queriable fields. We need better methodologies
for getting essential data into EHRs as well as extracting it,
while at the same time not burdening physicians with data
entry. Additional research is needed to develop risk-
adjustment methods for PROMs. For example, some pro-
viders may have more patients with depression and comorbid
conditions such as substance abuse or post-traumatic stress
disorder. This may make it impossible for these providers to
achieve the same reduction in depressive symptoms as pro-
viders with less vulnerable patient populations.

ADVANCE MEASUREMENT OF CARE PROCESSES

Despite calls for a wholesale shift away from process mea-
sures, assessment of the delivery of recommended care should
continue to play an important role. Process measures, if based
on well-conducted randomized studies, identify concrete steps
providers can take to improve patient outcomes, and remain
useful tools for improving quality. However, we need a more
responsive approach to adjust what is measured as conditions
change. For example, performance on many older process
measures is very high; these measures should be removed
from value-based purchasing measure sets, and efforts should
shift to having providers use these measures for monitoring to
ensure rates remain high. As new therapies emerge with a
demonstrated link to outcomes, new process measures should
be rapidly developed and implemented, accompanied by ag-
gressive quality improvement efforts to rapidly improve per-
formance. As rates on these new measures top out, they too
should be retired and used for monitoring alone.
The continued success of measuring quality will depend on

our ability to do this accurately using EHRs, (i.e., electronic
clinical quality measures [eCQMs]). There have been relative-
ly few studies on the accuracy of eCQMs. Therefore, the
report by Phipps8 and colleagues in this issue of JGIM offers
encouraging results that such measures can be implemented
and will yield accurate results. However, this study was con-
ducted only within VA hospitals using a single EHR, and there
may be differential accuracy of eCQMs across different EHRs.
Absent standardization, this would make using eCQM data for
comparing performance across providers in value-based

payment and public reporting applications highly problematic.
The studies by Saini et al.9 and Farmer et al.10 in this issue of
JGIM also show the potential of eCQMs for monitoring over-
use and patient-reported outcomes, respectively. Many more
studies of eCQMs are needed, especially for more complex
measures that include time stamps and radiology and labora-
tory data. We must find ways to make electronic quality
measure work, because this offers us the prospect of inexpen-
sive, sustainable, real-time quality measurement that can be
integrated with tools in EHRs and used to drive quality
improvement.
In closing, we need a dynamic system of quality measure-

ment. To help providers continuously improve, the measure-
ment system must also continuously improve. Moving to the
next phase of quality measurement will require smarter mea-
sure construction that takes into account patient preferences
and tradeoffs, better data that cuts across providers and settings
and that has richer information on outcomes and patient fac-
tors affecting outcomes, and better summarization of the re-
sults of measurement in real time for use by providers to
support quality improvement.
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