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Performance Measurement in Search of a Path
Rodney A. Hayward, M.D.

In this issue of the Journal, Landon and colleagues
report on a Herculean undertaking — a study of
quality-improvement interventions conducted at
44 community health centers.* This study showed
a modest improvement in some process measures
and no improvement in intermediate or end-stage
outcomes — results that are similar to those of
most previous large-scale quality-improvement ini-
tiatives. As the authors correctly note, improved
processes may not be accompanied by discernible
improvements in outcomes for several reasons.
A particularly important problem is that the ma-
jority of Health Plan Employer Data and Informa-
tion Set—style performance measures used to guide
most large-scale quality-improvement activities rep-
resent inefficient and sometimes counterproduc-
tive standards for improving clinical outcomes.

The shortcomings of current approaches to
performance measurement are distressing, since
it may be the single most important health poli-
cy tool for improving health care. Our experience
with performance measurement over the past two
decades has generally shown that “what you mea-
sure improves,” but unfortunately, we often set-
tle for measuring that which is simple and easy
to gauge and then sit back and celebrate the im-
provements in our “measures.” As a result, we risk
wasting both resources and opportunities. With
the current interest in pay-for-performance pro-
grams, this is an opportune time to revisit the
principles and rationale underlying meaningful
performance measurement.

First, it is critically important to understand
that performance measurements are inherently
and fundamentally different from clinical guide-
lines.* In a guideline (an educational tool de-
signed to aid clinicians in providing optimal care),
it might be perfectly acceptable to recommend
glycated hemoglobin levels of less than 7% (or
even <06.5%) as a goal or to recommend annual
eye screening for patients with diabetes. However,
for many reasons that have been chronicled over

the years,?” basic guidelines are rarely appropri-
ate as “all-or-nothing” performance measures. The
reasons that guidelines often make poor perfor-
mance measures are nonintuitive and easily for-
gotten by those who do not take care of patients.
Indeed, in the very political and high-stakes pro-
cess of selecting performance measures, influen-
tial parties often have strong incentives to advo-
cate that these measures be aligned with idealized
goals. For example, even the most pure-hearted
persons and groups with a vested interest in is-
sues related to diabetes (such as the American
Diabetes Association, diabetes “experts,” and the
diabetes sections of the National Institutes of
Health and the Centers for Disease Control and
Prevention) have a natural and justifiable tendency
to want more attention and resources for their
cause and will logically want to push for the most
care for patients with this disease.® It sounds ter-
rible when we hear that 50% of recommended
care is not received, but much of the care recom-
mended by subspecialty groups is of modest or
unproven value, and mandating adherence to these
recommendations is not necessarily in the best in-
terest of patients or society. For example, it has
been estimated that it would take a primary care
physician almost 8 hours per workday just to pro-
vide the interventions recommended by the U.S.
Preventive Services Task Force, leaving no time to
deal with acute conditions.?

At the heart of this problem is our wish to keep
efforts at quality improvement and cost contain-
ment separate. When selecting quality measures,
leaders of the performance-measurement process
nationally tend to ignore the issues of the burden
imposed on patients, patients’ preferences, and
costs, preferring instead to construct a separate
cost “report card.” One leader in a national per-
formance-measurement organization told me that
it is irrelevant how much benefit accrues from
performance measurement, “just as long as it’s
recommended by a respected professional group
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and the benefit is not zero.” The current para-
digm simply replicates the conventional pressures
within the health care system, with the perfor-
mance measures for quality suggesting that cli-
nicians should do everything for everyone, re-
gardless of costs or patients’ preferences, and
the measures for cost-efficiency indicating that it
is imperative to keep costs down — producing
strong incentives not to care for sick people —
and to skimp on or decrease coverage for care
that is not part of the report card.

Rather than oscillate between berating provid-
ers for soaring health care costs and decrying any
deviation from speculative recommendations, we
need to come to grips with the fundamental prob-
lem in U.S. health care — we get exceedingly
poor value from the dollars that we spend. Toward
this end, performance measurement should be
used as a tool to help us better direct our atten-
tion and resources where they will do the most
good. As long as incremental dollars continue to
go to low-priority care as often as they go to high-
priority care, the tragic condition of U.S. health
care will continue to worsen. If you think that the
current situation is not a tragedy, consider that
health care accounts for more than $1 of every
$7 spent in the U.S. economy, which is much more
than in any other country, yet more than 40 mil-
lion U.S. citizens lack basic health care coverage,
and our most vulnerable citizens — the sick, the
indigent, and the elderly — are being saddled
with devastating health-related financial burdens
because of inadequate insurance. The last thing
we need is a performance-measurement system
that encourages a little improvement in quality
and substantial increases in costs.

Performance measurement can encourage
greater value in health care with one of two ap-
proaches. The easier way is to construct simple
measures of high-priority care such as screening
for diabetic retinopathy at least every other year®
and prescribing at least moderate-dose statins for
patients at high risk for coronary artery disease.
The other approach is to encourage optimal care
by using weighted measures that give more credit
for high-priority care than for lower-priority care.
However, if we wish to try to measure optimal
care, we will almost always need to construct per-
formance measures that are much more nuanced
and that consider patients’ preferences, compet-
ing needs, and the complex circumstances of in-
dividual patients.®1215 Extensive work has shown

how simplistic, all-or-nothing performance mea-
surement can mislead providers into prioritizing
low-value care and can create undue incentives for
getting rid of “bad” patients.35710,11,16

Finally, perhaps our greatest barrier to devel-
oping a worthwhile performance-measurement
system is our unwillingness to invest in it. If we
wish to look at what can be accomplished by in-
vesting in a clinically meaningful performance-
measurement system, we can learn much by ex-
amining the experience of the Department of
Veterans Affairs over the past 10 years. There is
reason to believe that the agency’s celebrated rise
to international leadership in quality is largely re-
lated to its investment in performance measure-
ment.*> Despite having one of the most sophisti-
cated integrated, electronic medical-record systems
in the world, the Department of Veterans Affairs
still invests heavily in a detailed review of medi-
cal records when constructing performance mea-
sures. It is pure denial to believe that we can un-
tangle the good from the bad and the wasteful in
medicine without clinically detailed information.
The value and importance of most medical treat-
ments vary tremendously among patient popu-
lations in complex ways. Therefore, the clinical
context is essential to distinguish care of high
value from more discretionary and contraindicated
care.>71014 Until our performance-measurement
system is based on clinically relevant information
and targets high-priority care, performance mea-
surement is likely to remain a great idea that is

more of a distraction than a benefit.
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