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Performance measures are objec
tive assessments of how well 
health care systems and health 

care providers II perform" with regard 
to predetermined benchmarks. Such 
measures are applied to healthcare in
stitutions and healthcare processes; a 
large number apply to health care 
providers and are often referred to as 
"clinical performance measures." Per
formance measures are an outgrowth 
of the current era of quality improve
ment that broadly focuses on not only 
reducing hospital errors, but aims to 
improve the quality of health care by 
requiring that providers achieve cer
tain surrogate outcome measures. 
These are surrogates because they rep
resent processes that have been 
proven to be effective substitutes for 
actual health care outcomes. (For ex
ample glycosylated hemoglobin levels 
are considered surrogates for out
comes in patients with diabetes melli
tus.) In the face of this focus on per
formance, a rich and lively debate has 
ensued: can quality of health care be 
measured accurately at all? Are there 
unintended consequences of these 
quality measures? Still, performance 
measures have become ubiquitous, 
have been adopted in many health 
care settings and are increasingly used 
by accreditation bodies, health care 
plans and large employers to generate 
report cards. These in turn are becom
ing strategic tools in calculating reim
bursements for hospitals and provid
ers. 

Performance measures are one aspect 
of an overall trend toward an informa-

tion rich marketplace, accountability, 
and the adoption of the principles of 
evidence-based medicine. The poten
tial benefits include improved access 
to health care, timeliness, prevention 
of poor outcomes, better organization 
utilization of services and the reduc
tion of wastefulness. Critics argue that 
costs of care could rise, that resources 
would be diverted from other proc
esses of care and worry that patient
provider relationships could be 
harmed. The cost and energy devoted 
in collecting and reporting the data re
quired to make such measurements 
could lead to physician job dissatisfac
tion. 

There is a problem 
National think tanks have pointed to 
the II gap" between what we know and 
what we do. In 1981, the Beta Blocker 
Heart Attack Trial (BHAT) was pub
lished, reporting that the trial was cur
tailed after data indicated that the 
group of patients receiving propanolol 
experienced 26% lower mortality than 
the control group. Yet a report in 1996 
suggested that only 62.5% of eligible 
patients received beta blockers after 
myocardial infraction. Similarly de
spite published guidelines by the 
American Heart Association (1996) 
and the American College of Cardiol
ogy (1999) concerning the use of fibri
nolytic therapy or primary angioplasty 
in the management of acute myocar
dial infarction, in 2001 up to one-third 
of eligible patients did not receive ei
ther therapy. 
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Hopes that the translation research 
would pay hlgh dividends at the bed
side and in the clinic have not paid off. 
Lenfant has cleverly noted that "in re
ality, most medical care is delivered in 
local health systems, including the 
private and group offices of general 
practitioners or specialists. This is 
where the [translational] hlghway 
reaches its end and divides into a 
number of smaller avenues and lanes, 
and it is also where vehlcles and con
cepts may get lost." Performance 
measures are seen as a way to help 
providers stay on that hlghway. 

Classifying Performance Measures 
While physicians view performance 
measures as indicators of hard clinical 
outcomes such as mortality, their 
scope is much broader. They are cata
logued in terms of (1) care needs, (2) 
domains of health care, (3) the health 
care professionals involved, and (4) 
the specific populations that are tar
geted. Thus, measures can be viewed 
as those that concern living with ill
ness, getting better, staying healthy or 
preparing for end of life. The Institute 
of Medicine classifies measures as 
those that concern access to care, pa
tient experience of the care they re
ceive in addition to the traditional 
classification as structural, process and 
outcome based measures of quality. 
These are not mutually exclusive 
properties, since each performance 
measure often has multiple domains. 

Developing Performance Meas
ures 
Performance measures are the end re
sult of a complex process that involves 
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the identification of a health care need, 
often a chronic illness such as diabetes 
mellitus, where key information exists 
that has strong evidence based rela
tionshlp between an action and an 
outcome. This typically involves the 
"if-then-because" principle. Thus if a 
patient has diabetes mellitus, then a 
glycosylated hemoglobin should be 
measured because thls information will 
direct therapeutic decisions that will 
affect outcome. The United Kingdom 
Prospective Diabetes Study (UKPDS) 
showed a strong relationshlp between 
glycosylated hemoglobin and several 
important outcomes such as myocar
dial infarction and retinopathy. Or
ganizations such as the Foundation for 
Accountability (F ACCT) and the 
RAND Corporation have developed 
elaborate methods for the develop
ment of performance measures. These 
typically involve considerations of fea
sibility, validity, usefulness, relevance 
and generalizability. 

The RAND/UCLA Appropriateness 
Method (RAM) was developed in the 
mid-1980s, as part of the RAND Cor
poration/University of California Los 
Angeles (UCLA) Health Services Utili
zation Study, primarily as an instru
ment to enable the measurement of the 
overuse and underuse of medical and 
surgical procedures. The rationale be
hlnd the method's development was 
that randomized clinical trials- the 
"gold standard" for evidence-based 
medicine- often are either not avail
able or cannot provide evidence at a 
level of detail sufficient to apply to the 
wide range of patients seen in every
day clinical practice. 



Skepticism about quality im
provement 
Physicians are skeptical about the true 
purpose of these "performance meas
ures" for good reasons: in the era of 
cost-containment, quality assurance 
and utilization review programs were 
viewed as thinly veiled "cost
containment" strategies. The Institute 
of Medicine 1999 report, "To Err is 
Human" focused on avoidable medi
cal errors in hospitals" and spurred 
the national quality improvement 
movement. Physicians have feared 
that efforts to improve quality will fo
cus on medical errors, and in doing so, 
will potentially embarrass physicians. 

As disciples of the scientific method, 
physicians expect a high standard of 
evidence before they are willing to 
adopt practices that may have been 
developed with methods that are not 
necessarily based on the same amount 
of scientific rigor. Additionally there 
are fears that "one-size won't fit all" 
because physicians have a varying 
case-mix. "Physician report cards" 
would reflect unfavorably on physi
cians that provide care for sicker or 
less compliant patients. Since data are 
abstracted from a variety of sources, 
(like claims data), inherent errors in 
the data or their collection process, es
pecially if these occur randomly 
would favor the null hypothesis: both 
well and poorly performing physi
cians would drift to the middle of the 
pack. This would undermine the va
lidity of such reports. There is also the 
real worry that physicians may uncon
sciously avoid the sickest patients in 

order to guard their performance re
cord. 

For all these reasons, there is wide
spread sentiment that quality of care 
cannot be measured accurately and is 
thus potentially an exercise in futility. 
Furthermore much of what physicians 
do (the art of medicine), may not be 
captured at all. Resources would be 
spent complying with these measures 
without any real impact on patient 
care or outcomes and potentially be a 
waste of resources and time that 
could, ironically, lead to deterioration 
in the quality of care. 

A brief history of medicine 
The era of quality improvement did 
not develop in a vacuum. It is instruc
tive to briefly review certain mile
stones in public health policy. Prior to 
the availability of medical insurance, 
physicians had a very direct, paternal
istic relationship with patients. Their 
position was one of supreme author
ity, they enjoyed unquestioned power 
and were revered because they were 
present at those critical moments in 
the transition of life. Furthermore 

' 
they had served as the sole intermedi-
ary between science and private ex
perience. 

In the 1930's Blue Cross and later Blue 
Shield commercial health insurance 
plans came into existence. Their birth 
introduced a third party in the physi
cian patient contract and heralded an 
era of physician accountability. Later a 
key development was the patients' 
rights movement which culminated in 
the creation of the informed consent 
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process in 1974. Concurrently, as re
flected by new terms like "patient cen
tered care" and "patient expectations" 
medicine began its transformation 
from a private interaction to a process 
incorporating the principles of con
sumerism and accountability. 

The passage of Medicare in 1965 
marked the first national health insur
ance scheme. Efforts to develop na
tionalized health care were bitterly 
opposed by the American Medical As
sociation (AMA) and when Medicare 
was set to start, the AMA threatened 
to boycott the program. Fearing that 
physicians would refuse to treat Medi
care patients, legislators agreed to re
imburse physicians according to their 
11usual, customary, and reasonable 
rate. 11 In addition, doctors could bill 
patients directly, so that patients had 
to be reimbursed by Medicare. 

Not surprisingly, Medicare expendi
tures grew bigger and at a faster pace 
than its framers had anticipated. In 
1983 the Diagnosis Related Group 
prospective payment system was in
stalled, effectively marking the end of 
the brief era of the patient. The era of 
cost containment had arrived and hos
pitals and providers were forced to 
become lean and cost-efficient. The 
concept of pre-paid care, while ini
tially developed many years ago gath
ered momentum and in 1973 the 
Nixon administration passed the 
HMO act to encourage the develop
ment of Health Maintenance Organi
zations. This concept experienced un
precedented growth through employ
ers who viewed managed care as a less 
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expensive yet comprehensive high 
quality health alternative to traditional 
indemnity insurance. 

The growth of HMOs and the cost 
containment strategy did not sit well 
with consumers resulting in the HMO 
backlash in the mid 1990s. We saw 
federal and state legislation to restrict 
HMOs, lawsuits naming HMOs as de
fendants, statewide electoral-initiative 
drives, horror stories in the mass me
dia, the emergence of physician-run 
HMOs to compete with HMOs run by 
corporate executives, and a drive for 
medical savings accounts to draw pa
tients away from HMOs. 

As previously noted, the publication 
of the Institute of Medicine's report 
"To Err is Human: Building a Safer 
Health Care System" in 1999 heralded 
the quality improvement era. The re
port noted that "at least 44,000 people, 
and perhaps as many as 98,000 people, 
die in hospitals each year as a result of 
medical errors that could have been 
prevented." In response to this report, 
President Clinton issued an Executive 
Order requiring that: (1) All 300 health 
plans insuring federal workers must 
adopt new safeguards; and (2) agen
cies that run government health plans 
explore ways to improve safety. He 
also created a task force to report 
within 60 days on ways to improve 
patient safety. The Agency for Health
care Research and Quality (ARHQ) 
was charged with this task of reducing 
medical errors. 



What is quality 
"Quality of healthcare" has many defi
nitions as a concept. A vedis Dona be
dian, who introduced the concepts of 
structure, process and outcome, de
fined quality as "the application of 
medical science and technology in 
such a way as to maximize health 
benefits without increasing health 
risks." The Institute of Medicine has 
defined quality as "the degree to 
which health service for individuals 
and populations increase the likeli
hood of desired health outcome and 
are consistent with current profes
sional knowledge." 

Structure, Process and Outcome 
Donabedian' s structure-process
outcome framework has become the 
favored method of conceptualizing 
and developing quality measures in 
health care. Structural measures 
evaluate the physical facilities, equip
ment, and organizational characteris
tics of hospitals and providers. Quality 
is ensured through credentialing of 
physicians and by the development of 
committees and policies. This frame
work forms the basis of the Joint Com
mission's accreditation process of 
health care organizations. Process re
fers to the encounter between the pa
tient and the system: it attempts to 
quantify the procedure of health care 
delivery. Outcome refers to the effects 
of these processes as they apply to the 
actual impact of these interventions 
and interactions on the health status of 
the patient in various dimensions. 

As physicians we are much more fa
miliar with outcome measures since 

these are "hard" endpoints and form 
the basis of clinical trials. Outcome 
measures guide our practice and con
ceptualize our attempts to ensure that 
the care we deliver results in expected 
benefits. We aim to prolong life, re
lieve suffering and improve the qual
ity of life. We are less concerned with 
measuring the process and more con
cerned with the final outcomes. But 
given that the majority of our efforts 
are consumed by providing care for 
chronic illnesses, where the lag time 
between intervention and outcome can 
be quite lengthy, measuring "hard" 
outcomes is not an efficient way of 
measuring the quality of care that we 
deliver. Thus we ought to rely on sur
rogate outcome measures that have 
been validated by randomized clinical 
trials (such as glycosylated hemoglo
bin in diabetes mellitus and LDL cho
lesterol in the prevention of coronary 
artery disease), as we evaluate our
selves. These "implicit" or surrogate 
measures of "hard" outcomes form the 
foundation of the current structure 
and development of performance 
measures. 

The ideal performance measure 
should be evidence-based, have estab
lished standards, be adjusted for con
founding factors, have in its method of 
collection adequate sample sizes, 
should reflect care attributable to the 
individual physician, be feasible to 
collect and be representative of the ac
tivities of the specialty. 
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The Quality Movement and its 
players 
A number of private and governmen
tal organizations have created a large 
body of increasingly influential groups 
dedicated to improving the quality of 
health care. Often funded by large 
employers operating in a competitive 
heath insurance marketplace, these 
organizations include some well
known groups such as the Joint Com
mission (JCAHO) and others, as yet 
less known, like the National Commit
tee for Quality Assurance (NCQA). 

The Institute of Medicine (10M) was 
chartered in 1970 as a component of 
the National Academy of Sciences and 
serves as adviser to the nation to im
prove health. In 1996, 10M launched 
efforts focused on assessing and im
proving the nation's quality of care. 
The IMO has released 4 key reports on 
the quality of health care. These in
clude To Err is Human: Building a Safer 
Health Care System (1999) which fo
cuses on the prevention of medical er
rors, Crossing the Quality Chasm A New 
Health System for the 21st Century 
(2001) which introduced quality as a 
system property, Leadership by Exam
ple: Coordinating Government Roles in 
Improving Health Care Quality (2002) 
which stressed the need for the gov
ernment to enforce uniform quality 
standards and 1st Annual Crossing the 
Quality Chasm Summit: A Focus on 
Communities (2004) which spotlighted 
the need to improve patient care for 
five common chronic illnesses 
(asthma, depression, diabetes, heart 
failure and pain control). 
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NCQA, sometimes known as the 
managed care watchdog, is a private 
independent organization established 
with the help and support of the 
Robert Wood Johnson Foundation in 
1990. NCQA evaluates health care in 
three different ways. It accredits 
health plans; uses the Health Employ
ers Data and Information Set 
(HEDIS®), a widely used quality of 
care measure, and CAHPS®, a con
sumer satisfaction survey. NCQA has 
also developed physician recognition 
programs in diabetes and cardiovascu
lar diseases. 

HEDIS® is a set of standardized per
formance measures designed to relia
bly compare the performance of man
aged health care plans. It is also used 
by the Center for Medicare and Medi
caid Services (CMS). Included in HE
DIS® is the CAHPS® 3.0 H survey, 
which measures members' satisfaction 
with their care claims processing, cus
tomer service and getting needed care 
quickly. 

HEDIS® measures address a broad 
range of important health issues, in
cluding asthma medication use, beta
blocker treatment after heart attack ' 
controlling high blood pressure, breast 
cancer screening, antidepressant 
medication management, childhood 
and adolescent immunization status 
and advising smokers to quit. 

The Leapfrog Group founded in 2000, 
has become an important organization 
concerned with hospital safety prac
tices like ICU physician staffing. Sci
entific evidence suggests that quality 



of care in hospital ICUs is strongly in
fluenced by whether intensivists are 
providing care and staff organization 
in the ICU. Mortality rates are signifi
cantly lower in hospitals with ICUs 
managed exclusively by board
certified intensivists. 

The Agency for Healthcare Research 
and Quality (ARHQ) is a branch of 
the Department of Health and Human 
Services. Its primary mission is to 
fund health services research for im
proving the quality of health care in 
America. In 1999, ARHQ launched its 
Translating Research into Practice 
(TRIP) initiative. 14 TRIP-I studies are 
underway on topics such as smoking 
cessation, chlamydia screening of ado
lescents, diabetes care in medically 
underserved areas and the treatment 
of respiratory distress syndrome in 
preterm infants. 

ARHQ supports 14 evidence-based 
centers at universities in the US and 
Canada. AHRQ's work in the area of 
diabetes treatment has led to collabo
ration among the Centers for Medicare 
and Medicaid Services, National Com
mittee for Quality Assurance, Ameri
can Academy of Family Physicians, 
American Diabetes Association, and 
Foundation for Accountability to de
velop the Diabetes Quality Improve
ment Project (DQIP). DQIP comprises 
a set of national diabetes performance 
measures that will allow for compari
sons of quality and stimulate efforts to 
improve the care for people with dia
betes. 

The US Preventive Services Task Force 
(USPSTF) is an independent panel of 
preventive health experts, convened 
by AHRQ, who are charged with 
evaluating the scientific evidence for 
the effectiveness of a range of clinical 
preventive services and producing 
age-specific and risk factor-specific 
recommendations for these services. 

The Joint Commission on Accredita
tion of Healthcare Organizations 
OCAHO) 1997, Joint Commission be
gan its ORYX® initiative in 1997, inte
grating outcomes and other perform
ance measurement data into the ac
creditation process. In 2002, four initial 
core measurement areas were acute 
myocardial infarction, heart failure, 
community-acquired pneumonia, and 
pregnancy and related conditions. In 
2004, an additional core measurement 
in surgical infection prevention was 
added. 

The Centers for Medicare and Medi
caid Services (CMS) has a number of 
physician-focused quality initiatives, 
including the Doctors' Office Quality 
Project (DOQ) and the Doctors' Office 
Quality Information Technology 
(DOQ-IT). The DOQ project will focus 
on chronic conditions that are preva
lent in primary care. Project goals are 
to assess quality of care in the doctors' 
offices, and to assess the feasibility of 
collecting data using a defined quality 
measurement set. The quality meas
urement set is made up of three com
ponents: clinical performance meas
ures, the patient experience of care 
survey, and the Physician Practice 
Connection survey tool. It is antici-
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pated that findings from this DOQ 
project will become the framework for 
standardizing measures in doctors' of
fices. 

Doctors1 Office Quality Information 
Technology (DOQ-IT) is a two-year 
Special Study demonstration that is 
designed to improve quality of care, 
patient safety, and efficiency for ser
vices provided to Medicare beneficiar
ies by promoting the adoption of Elec
tronic Medical Records (EMR), Elec
tronic Health Records (EHR) and In
formation Technology (IT) in primary 
care physician offices. 

The need to consolidate perform
ance measures 
Given the number of agencies in
volved in the quality movement and 
the fast evolving number of perform
ance measures, the application of per
formance measurement is uncoordi
nated and duplicative. Health provid
ers of all types are engaged in costly 
and redundant reporting activities to 
meet the demands of government 
agencies, accreditation groups and 
professional associations. While pro
viders seek performance measures 
that are reflective of their practice and 
specialty, those providers serving pa
tients with multiple sources of cover
age are burdened by the need to sup
ply the same data to more than one 
agency. Additionally, each new meas
ure often presents conflicts in method
ology, reporting and implementation. 

In its "Leadership by Example " re
port, 10M urged the US government 
to leverage its strong influence in the 
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health care marketplace to develop a 
standard menu of performance meas
ures, with common terminology and a 
core conceptual framework. The 
Quality Interagency Coordination 
Task Force (QUiC) has the key role of 
coordinating the efforts of not only 
government agencies but also those of 
the many private sector companies in
volved in the measurement of health
care quality. 

Can performance measures really 
work 
In one of the earliest experiments on 
the effect of public reporting of out
come measures, the State of New York 
in 1989 began a Cardiac Surgery Re
porting System (CSRS) of risk-adjusted 
outcomes program that tracks all car
diac surgery, both adult and congeni
tal, done at 31 cardiac centers in NY 
state. A 1994 report in JAMA by Chas
sin et al showed that actual mortality 
decreased from 3.52% in 1989 to 2.78% 
in 1992. Risk-adjusted mortality de
creased even more significantly from 
4.17% in 1989 to 2.45% in 1992, a rela
tive risk reduction of 41%. 

Claude Lenfant, M.D., former Director 
of the National Heart, Lung, and 
Blood Institute (NHLBI), presented the 
113th Shattuck Lecture to the Massa
chusetts Medical Society, on May 3rd, 
2003, entitled "Lost in Translation." 
He outlined several recent improve
ments in outcomes related to perform
ance measures. The most notable of 
these were the increased use of beta 
blockers after acute myocardial infarc
tion reported by the NCQA, rising 
from 62.6% in 1996 to 92.5% in 2001. 



Similarly in the Control of High Blood 
Pressure in the Antihypertensive and 
Lipid Lowering Treatment to Prevent 
Heart Attack Trial (ALLHAT) showed 
that the rate of blood pressure control 
increased with duration of participa
tion in the trial. 

The transformation of the V eter
ans Health Administration (VHA) 
In 1995, the VHA launched a major re
engineering of its health care system. 
This included modernization of in
formation technology, the measure
ment and reporting of performance, as 
well as the integration of services, us
ing its IT architecture. Results showed 
that in 2000, the percentage of patients 
receiving appropriate care was 90 per
cent or greater for 9 of 17 quality-of
care indicators and 70 percent or 
greater for 13 of 17 indicators. These 
results showed that the VA hospitals 
outperformed Medicare on a number 
of performance measures. 

The VHA' s success is largely a result 
of the investment in integrated health 
information systems. The VHA is one 
of the largest integrated health infor
mation systems in the US and has 5 
key components. These are the (1) 
Veterans Health Information Systems 
and Technology Architecture (VISTA) 
which provides the backbone for a va
riety of applications such as billing, 
patient management, administrative 
functions, and patient safety; (2) the 
Computerized Patient Record System 
(CPRS) is a graphical user interface 
that replaces the paper record and al
lows enhancements such as automated 
order entry, a clinical reminder system 

invaluable for timely completion of 
performance measures, remote data 
view, health summary reports, an ad
verse drug reaction tracking system. 
(3) The VHA has developed its own 
performance measurement system, (4) 
has a robust patient safety reporting 
system and (5) has developed an e
health communications system for its 
consumers (MyHealtheVet). 

Performance Measurement at the 
VHA is conducted by an External Peer 
Review Program (EPRP) that manu
ally audits VA facilities monthly on 
performance measures selected by the 
VHA leadership. Results of the EPRP 
audit are available on the Office of 
Quality and Performance web site. 
Hospital Directors, Chiefs of Staff and 
Service Chiefs are rated for compli
ance with performance measures. Per
formance measures selected by the 
VHA are similar to many other per
formance measure sets, with the addi
tion of hepatitis C screening and pros
tate cancer screening education, both 
of which are especially important 
health care issues in the veteran popu
lation. 

Thus the VHA has developed a "cul
ture of quality" as it has transformed 
itself from a largely inpatient acute 
heath care system to an integrated to
tal health care system. 

The TRIAD Study, which compared 
diabetes care quality in the veterans 
affairs health care system and com
mercial managed care systems, 
showed that the VA health care sys
tem has succeed in providing better 
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care to diabetics when compared with 
the best managed care settings. This 
study further illustrates that substan
tial improvements occur when an in
tegrated systems approach is em
ployed and underscores the impor
tance of standardized collection of key 
information when making compari
sons across systems of healthcare. 

Pay for performance 
Given the virtual explosion of the 
"quality" paradigm, it should come as 
no surprise that physician accountabil
ity would move to the next step, that 
of pay for performance. This is not a 
new concept, but only now are there 
enough systems in place to permit the 
fair comparison of the quality of care, 
with adjustments for case-mix and 
other variables. This concept has al
ready been adopted by Britain's Na
tional Health Service, whereby 30% of 
the General Practitioners' incomes are 
determined by performance on 130 
quality indicators. 

Several managed care companies in 
the US are following suit by participat
ing in a "Bridges to Excellence" pro
gram. This was the result of the 2001 
10M report on the "Quality Chasm."In 
one major recommendation, the 10M 
said payments for care should be re
designed to encourage providers to 
make positive changes to their care 
processes. Ideally, this shift should 
begin with purchasers and insurers, 
and filter down through the delivery 
system to help encourage improve
ments at all levels. Currently there are 
three components to this program: 
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Physician Office Link facilitates physi
cian office sites to qualify for bonuses 
based on their implementation of spe
cific processes to reduce errors and in
crease quality. They can earn up to $50 
per year for each patient covered by a 
participating employer or plan. In ad
dition, a report card for each physician 
office describes its performance on the 
program measures and is made avail
able to the public. 

Diabetes Care Link permits physicians 
to achieve one-year or three-year rec
ognition for high performance in dia
betes care. Qualifying physicians re
ceive up to $80 for each diabetic pa
tient covered by a participating em
ployer and plan. 

Cardiac Care Link encourages physi
cians to achieve three-year recognition 
for high performance in cardiac care. 
Qualifying physicians are eligible to 
receive up to $160 for each cardiac pa
tient covered by a participating em
ployer and plan. 

Other physician reward programs in
clude California's Integrated Health
care Association (IHA) program and 
Anthem's initiative to have a similar 
incentive program. 

On November 17th, 2004, Congress 
approved the Department of Veterans 
Affairs Health Care Personnel En
hancement Act of 2004 (S. 2484), legis
lation to reform VA' s physician pay 
and nurse employment systems to 
provide additional flexibility in re
cruiting and retaining highly qualified 
medical personnel. Under the new sys-



tern, pay rates will reflect the market 
competition for qualified physicians 
and dentists on a regional basis, and 
will also provide additional incentives 
based upon pre-determined perform
ance standards set by VA. 

On November 3, 2004, The Center for 
Medicare and Medicaid Services 
(CMS) announced new physician pay 
rates for FY2005, with improved reim
bursement for preventive care reflect
ing the importance of preventive qual
ity measures. 

All this leads to a burning question: 
when future generations of physicians 
are taught that "it doesn't count unless 
you count it" will the emphasis on pay 
for performance change the art of 
medicine? 

The potential impact on less com
mon diseases 
Because performance measure report 
cards are being used to rate the VA 
health care system, each facility has 
taken substantial steps to make sys
temwide changes in the quality of 
health care for selected diseases like 
diabetes, depression, and heart failure. 
This has caused a shift in allocation of 
time, energy and effort, and poten
tially, resources to these illnesses. This 
causes the prospective of a loss of in
terest in less prevalent illnesses like 
rheumatoid arthritis. There is also the 
overall fear that in efforts to comply 
with performance measures, providers 
will be drawn away from other activi
ties that are important but not meas
ured. The time taken to document 
preventive health care or actions such 

as advising smokers to stop smoking, 
can dominate the time allotted for the 
physician-patient interaction and in 
subtle ways change the physician
patient relation and encounter in a 
manner that we may not recognize 
right away. "Not everything that 
counts is countable; not everything 
that's countable counts" (Albert Ein
stein). 

Summary 
We are in the era of quality improve
ment. Physicians no longer have the 
unquestioned authority of times past. 
We are increasingly faced with de
mands for transparency, accountabil
ity, patient-centeredness, and public 
disclosure of our performance. Despite 
some caveats, it appears that quality of 
care can be measured. Donabedian' s 
structure, process, outcome paradigm 
has become the foundation for quality 
measurement. There is agreement that 
quality is a system property and that 
working harder will not improve qual
ity but that changing the system can. 
Performance measures are now ubiq
uitous and in many cases have been 
shown to affect outcome positively. 
Inherent methodology limitations are 
being overcome through technology 
improvements Pay for performance 
may overcome provider resistance to 
the adoption of these measures. Less 
common diseases may be eclipsed by 
all the attention and resources that 
will be allocated to compliance with 
performance measures. 

The Role of Physicians 
While we have been busy taking care 
of patients, information technology 
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has allowed greater insights in the dif
ferences between healthcare systems 
and individual providers. We have 
been dismissive of the call for "quality 
improvement" as unsolicited micro
management of physician profession
alism. The time has come for us to 
make changes in how we approach the 
quality movement. In an editorial, 
(NEJM, 2004; 350;23:2409) Lee has sug
gested that providers should give up 
the role of critic for that of coauthor 
and become more involved in this 
process. Lee stresses that payers and 
employers should acknowledge limi
tations of current analyses and should 
use at least 3 independent approaches 
to measuring physician performance. 
Further more, payers should use great 
caution in developing tiered insurance 
products in which patients have to pay 
more for care from some providers 
than for care from others. Quality and 
efficiency of care should be analyzed 
at the group level and payers, pur
chasers, patients and providers must 
collaborate in the development of sys
tems of accountability. 

The American College of Physicians 
(ACP) has published a position paper 
on physician performance measure
ment that acknowledges the impor
tance of performance measures, while 
stressing the importance of physicians' 
views in this endeavor. The American 
Board of Internal Medicine (ABIM) has 
also developed a Performance-Based 
Practice Improvement Module which 
allows providers to collect and submit 
data to ABIM. 
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Clearly, the "times they are a 
changin"' and we have to "swim or 
sink like a stone"! In response, the 
rheumatology community in the VA 
system has organized itself into a con
sortium called V ARC (VA Rheumatol
ogy Consortium) to foster research 
and communication. It is one of the 
goals of this consortium to develop 
uniform standards of care for the 
rheumatic diseases, and to leverage 
the capabilities of the advanced CPRS 
to create registries of patients with 
rheumatic diseases and to ultimately 
develop performance measures for the 
rheumatic diseases. The latter effort 
has been led by Catherine MacClean 
who works with UCLA/RAND and 
the West Los Angeles VA. 



Suggested Reading 

Quality of Health Care: A six part series from the NEJM 
Part 1: Quality of Care- What is it? Blumenthal, D. 1996. 335;12:891-4 
Part 2: Measuring Quality of Care Brook RH et al. 1996. 335;12:966-70 
Part 3: Improving the Quality of Care Chassin MR. 1996. 335;14:1060-3 
Part 4: The Origins of the Quality of Care Debate Blumenthal D. 1996. 335; 

15:1146-9 
Part 5: Payment by Capitation and the Quality of Care. Berwick D. 1996. 

335;16:1227 -31 
Part 6: The Role of Physicians in the Future of Quality Management. 

Blumenthal D. 1996. 335;17: 1328-31 

A Middle Ground on Public Accountability. Lee TH et al. NEJM 2004. 
350;23:2409-2412 

Clinical Research to Clinical Practice - Lost in Translation? Lenfant C. NEJM 
2003. 349;9:868-74 

The Use of Performance Measures to Improve Physician Quality of Care. 
American College of Physicians: A Position paper 2004 www.acponline.org 

Creating the Evidence Base for Quality Improvement Collaboratives. Millman 
BS. 2004. Ann Int Med. 140;11:897-901 

Effect of the Transformation of the Veterans Mfairs Health Care System on 
the Quality of Care. Jha AK et al. NEJM 2003. 348;22:-2218-27 

Improving Patient Safety - Five Years after the 10M Report. Altman et al. 
NEJM 2004. 351;20:2041-3 

Improving the Quality of Medical Care. Grol R. JAMA. 2001;284:2578-85 

Linking Physicians' Pay to the Quality of Care - A Major Experiment in the 
United Kingdom. Roland M. NEJM. 2004. 351;14:1448-54 

The Unintended Consequences of Measuring Quality on the Quality of Medi
cal Care. Casalino LP. NEJM. 1999. 341;15:1147-50 

The Social Transformation of American Medicine. Paul Starr. 1982 Basic Books 

15 




