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There is a consensus that measuring performance can be instrumental in improving value in U.S. health care. In
particular clinical areas, such as cardiac and intensive care, measurement has been associated with important
improvements in providers’ use of evidence-based strategies and patients’ health outcomes over the past two
decades. Perhaps most important, measures have altered the culture of health care delivery for the better, with a
growing acceptance that clinical practice can and should be objectively assessed. Nevertheless, as we argue in the
full-length version of this paper, substantial shortcomings in the quality of U.S. health care persist. Furthermore, the
growth of performance measurement has been accompanied by increasing concerns about the scientific rigor,
transparency, and limitations of available measure sets, and how measures should be used to provide proper
incentives to improve performance. The challenge is to recognize current limitations in how measures are used in
order to build a much stronger infrastructure to support the goals of increased accountability, more informed patient
choice, and quality improvement. In the following paper, we offer seven policy recommendations for achieving the
potential of performance measurement.

Policy Recommendations
1. Decisively move from measuring processes to
outcomes.

actionable but often explain little of the variation in
outcomes that exemplifies U.S. health care.

There is growing interest in relying more on outcome
measures and less on process measures, since outcome
measures better reflect what patients and providers are
interested in. Yet establishing valid outcome measures
pose substantial challenges—including the need to riskadjust results to account for patients’ baseline health
status and risk factors, assure data validity, recognize
surveillance bias, and use sufficiently large sample
sizes to permit correct inferences about performance.
We believe the operational challenges of moving to
producing accurate and reliable outcome measures,
though daunting, are worth the effort to overcome.
Patients, payers, policy-makers, and providers all care
about the end results of care—not the technical
approaches that providers may adopt to achieve desired
outcomes, and may well vary across different
organizations. Public reporting and rewards for
outcomes rather than processes of care should cause
provider organizations to engage in broader approaches
to quality improvement activities, ideally relying on
rapid-learning through root cause analysis and
teamwork rather than taking on a few conveniently
available process measures that are

However, given the inherent limitations of
administrative data, which are used primarily for
payment purposes, and even clinical information in
electronic health records (EHRs), consideration should
be given to developing a national, standardized system
for outcome reporting.1 A new outcome reporting
system would not be simple or inexpensive, but current
data systems may simply be insufficient to support
accurate reporting of outcomes. An example is the
National Health Care Safety Network system for
reporting health care infections.2
Alternatively, EHR vendors could modify their
products to allow them to be used to calculate validated
quality measures. By standardizing which structured
data elements they include in their products and the
metadata they use to describe these fields, vendors
could allow for the calculation of validated quality
measures, such as those collected by National Surgical
Quality Improvement Program and the Society of
Thoracic Surgeons. Once collected, clinical data would
need to be evaluated for validity and quality.
Prioritizing which measures require highly valid data

and which do not may also help. It may be that for rare
events, less accurate, although substantially less costly,
administrative data would suffice, while for more
common events and conditions, it would be more costeffective to collect clinical data from clinical records.
However, the quality of EHR data is also being
questioned.3
An emphasis on measurement of outcomes, rather than
care processes, need not ignore the contribution of
specific processes that are associated with achieving
better outcomes. In fact, achieving high reliability on
process measures could be viewed as an internal tactic
that providers might adopt as part of a comprehensive
approach to achieve good outcomes, rather than as an
end in itself.4 Professional societies or governmental
agencies could maintain a library of process measures
that providers could select from to audit their own
performance. But here the distinction between
measures for quality improvement and for public
reporting becomes important: publicly reported
measures could emphasize the outcomes of interest,
while measures used internally for quality improvement
could emphasize the care processes that an organization
is working on performing better.
A relatively small number of process measures,
especially if linked with intermediate outcome
measures, could serve as excellent measures for public
reporting, mitigating the risks for surveillance bias,
although the public would need to be educated about
their clinical implications. Process measures (e.g.,
obtaining hemoglobin A1C levels in diabetics and
properly taken blood pressure readings) could be linked
to intermediate outcome measures (e.g., hemoglobin
A1C level and blood pressure). The use of such
measures in public reporting efforts could also educate
patients and consumers about these important
parameters of clinical care. However, caution should be
used in using intermediary outcome measures, as
demonstrated by the recent experience in which
intensive treatment of patients to lower their
hemoglobin A1C was recently shown not to be
associated with the favorable outcomes expected.
NCQA and others developed process measures
favoring achievement of hemoglobin A1C levels below
7 percent. Yet, it was precisely this level that failed to
show improved outcomes in three recent randomized
trials, ultimately leading to the abandonment of that
process measure by NCQA.
In some clinical areas, process measures that assess the
rate at which specific harmful medical errors occur also
hold appeal. For harms that are almost entirely
preventable—some of which are referred to as “never

events”—risk adjustment and other statistical concerns
should be unimportant.
A promising avenue for supporting a movement toward
reliance on outcomes is greater use of patient-reported
outcomes, which are derived using tools that measure
what patients are able to do and how they feel through
surveys. A wide variety of patient-level instruments to
measure patient-reported outcomes related to physical,
mental, and social well-being have been used in clinical
research, such as within the National Institutes of
Health’s Patient-Reported Outcomes Measurement
Information System. Extending this research
application for purposes of accountability and
performance improvement would require additional
work to address methodological and data challenges.5
2. Use quality measures strategically, adopting other
quality improvement approaches where measures
fall short.
While working to develop a broad set of outcome
measures that can be the basis for attaining the goals of
public accountability and information for consumer
choice, Medicare should ensure that the use of
performance measures supports quality improvement
efforts to address important deficiencies in how care is
provided, not only to Medicare beneficiaries but to all
Americans.
CMS’ current focus on reducing preventable
rehospitalizations within 30 days of discharge
represents a timely, strategic use of performance
measurement to address an evident problem where
there are demonstrated approaches to achieve
successful improvement.6 Physicians and hospital
clinical staff, if not necessarily hospital financial
officers, generally have responded quite positively to
the challenge of reducing preventable readmissions.
CMS has complemented the statutory mandate to
provide financial incentives to hospitals to reduce
readmission rates by developing new service codes in
the Medicare physician fee schedule that provide
payment to community physicians to support their
enhanced role in assuring better patient transitions out
of the hospital in order to reduce the likelihood of
readmission.7
CMS recently announced that after hovering between
18.5 percent and 19.5 percent for the past five years,
the 30-day all-cause readmission rate for Medicare
beneficiaries dropped to 17.8 percent in the final
quarter of 2012,8 implying some early success with
efforts to use performance measures as part of a broad
quality improvement approach to improve a discrete
and important quality and cost problem. However, this
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approach is not without controversy. Improvements
have been modest, and some suggest that readmission
rates are often outside the hospital’s control, so CMS’
new policy unfairly penalizes hospitals that treat
patients who are the sickest.9 And while readmission in
surgical patients is largely related to preventable
complications, readmissions in medical patients can be
related to socioeconomic status. Also, some have
questioned the accuracy of CMS’ seemingly
straightforward readmission rate measure, finding that
some hospitals reduce both admissions and
readmissions—a desirable result—yet do not impact
the readmission rate calculation.10 And one of this
paper’s authors (R. Berenson) has suggested a very
different payment model that would reward hospital
improvement rather than absolute performance, thereby
addressing the reality that hospitals’ abilities to
influence readmission rates do vary by factors outside
of their control.11
We consider the current controversy around
implementation of a readmissions penalty to be a
healthy debate. Because the purpose for which the
penalty was designed is so important, scrutiny and
vigorous discussion can lead to improvements to CMS’
payment policy and performance measures to address
what remains an unacceptable failure in U.S. health
care delivery. There clearly is a tension between getting
the measures absolutely right and achieving a “good
enough” status that can produce quality improvement.
In the words of Jonathan Blum, deputy administrator
and director for the Center of Medicare at CMS, “It’s a
very traumatic event to go back to the hospital. I’m
personally comfortable with some imprecision to our
measures.”12
With the growing evidence that Congress’s “valuebased purchasing” approach to measuring and
rewarding hospitals (Congress’s term for pay-forperformance) only marginally improves patient
outcomes, and possibly diverts attention from doing the
hard work of making culture and work process
improvements that actually would produce improved
outcomes, Congress should refocus its directives to
CMS to emphasize improving specific quality
deficiencies—relying more on promoting collaborative
quality improvement activities and new payment
approaches that incorporate performance measures than
on public reporting and pay-for-performance per se. As
an illustration, the nuclear industry has a robust
approach to improving quality using peer-to-peer
review, validated tools, and a focus on learning rather
than judging.13

“CMS’ current value-based purchasing efforts,
requiring reporting on a raft of measures of
varying usefulness and validity, should be
replaced with the kind of strategic approach
used in the national effort to reduce
bloodstream infections.”
CMS on its own created the Partnership for Patients, a
public/private partnership to improve the quality,
safety, and affordability of health care for all
Americans. The initiative promotes active collaboration
by physicians, nurses, and other hospital personnel, as
well as employers, patients and their advocates, and
federal and state governments to address tangible
problems where approaches to quality improvement to
improve outcomes exist but need broad-based adoption.
Specifically, CMS is funding 26 hospital engagement
networks to allow 3,700 hospitals to share best
practices, and funding 82 sites to provide care
transitions services to Medicare beneficiaries leaving
the hospital through the agency’s Community-Based
Care Transitions Program; it is also encouraging patient
engagement through both of these efforts. 14 The
Partnership for Patients began in 2011, under the
guidance of then acting CMS Administrator, Donald
Berwick, and has targeted two basic areas for quality
improvement with specific measureable outcome
objectives:15
1. Making Care Safer. By the end of 2013,
preventable hospital-acquired conditions would
decrease by 40 percent compared to 2010.
2. Improving Care Transitions. By the end of 2013,
preventable complications during transition from
one care setting to another would be decreased so
that all hospital readmissions would be reduced by
20 percent compared to 2010.
Unfortunately, this effort started without validated
performance measures and currently lacks valid
performance measures for most of the conditions. As a
result, it will be exceedingly difficult to evaluate
whether this program improved quality or safety for
patients. Given the significant public investment in this
program, rigorous evaluation should be a requirement.
A successful model of the strategic use of measures to
accomplish substantial quality improvement can be
found in recent efforts to reduce central line-associated
blood stream infections (CLABSI) (see appendix). In
this case, the primary motivation for physicians, nurses,
and other hospital staff to participate in this activity
was intrinsic—to reduce preventable mortality and
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morbidity caused by infections. One of the authors (P.
Pronovost) who was instrumental in developing and
leading the CLABSI-reduction programs believes that
public reporting of infection rates by states, Consumer
Reports, the Commonwealth Fund, and, later, CMS had
a generally positive effect on stimulating interest and
action at senior levels of hospital management. Also
contributing were the efforts of the Joint Commission
with its national patient safety goals, and the Center for
Disease Control and Prevention’s (CDC) National
Healthcare Safety Network and their work with state
health departments to shine a spotlight on a problem
that had a solution. The CDC recently reported that
central-line bloodstream infections dropped by 41
percent between 2008 and 2011.16
Many opportunities for broad-based collaborations to
improve hospital quality exist. CMS’ current valuebased purchasing efforts, requiring reporting on a raft
of measures of varying usefulness and validity, should
be replaced with the kind of strategic approach used in
the national effort to reduce bloodstream infections.
Similarly, the current approach to improving the quality
of care provided by physicians in Medicare needs to be
reconsidered. Many physicians believe quality
reporting on a few measures is being promoted as an
end in itself, whether or not the particular measures
chosen represent high priority for improvement, can
accurately reflect the physician’s actual quality of care,
or are associated with meaningful patient outcomes.
Drawing inferences about a physician’s quality using a
few measures peripheral to the physician’s core
professional activities may well be misleading and a
diversion from the opportunity to engage physicians in
substantive quality improvement activities.
Here, again, policy-makers should be more strategic,
focusing on clinical areas where measures are
meaningful and valid, and where concerted multi-party
collaboration could materially improve the health of the
population. With this approach, it is likely that not all
physicians in Medicare would be routinely measured;
but much of what the public wants to know about
physician competence and performance cannot be
measured using the currently available measure sets.
Strategies that work through peer assessment and
fostering professionalism may also provide promising
opportunities to improve quality and safety.
Observing the lack of “high leverage” processes of
surgical care, particularly those specific to particular
procedures, experts on surgical quality have suggested
that surgeons be encouraged and supported to
participate in surgical learning collaborative activities,

with no reporting or rewards for individual
performance.17 Building on this suggestion, a more
strategic approach would judge the effectiveness of
care in terms of collective improvements in
outcomes—on clinical quality, patient experience, and
cost. Measurement would be integrated into quality
improvement initiatives, such as those led by Regional
Health Improvement Collaboratives,18 national medical
specialty societies,19 national specialty boards,20 and
accountable care organizations (ACOs) as they come
online. In short, Congress should allow CMS greater
flexibility to provide physician incentives to actively
participate in meaningful quality improvement
collaboratives as an alternative or a complement to
routine reporting and public reporting on a handful of
quality measures.
3. Measure quality at the level of the organization,
rather than the clinician.
Historically, the physician has been viewed as the
leader of medicine, with responsibility for the care and
outcomes of patients; in iconic photographs and
paintings, the physician is seen as a lone, heroic figure.
Such a view has led to natural interest in the
measurement of individual physicians’ performance. It
is therefore not surprising that some information
brokers, including the U.S. News and World Report and
many city magazines like the Washingtonian, provide
ratings of “top doctors,” often based mostly on
reputation, warranted or not.
However, this focus on the individual is flawed for
most measures of quality and presents substantial
technical challenges. Systems-based care is emerging
as a key value within health care and a vital component
of high-quality care, while the notion that an individual
health professional can be held accountable for the
outcomes of patients in isolation from other health
professionals and their work environment is becoming
an outdated perspective. For example, better intensive
care unit staffing sometimes mitigates the evidence that
surgeons who perform more procedures achieve better
outcomes.21 The communication and coordination of
services across providers is required to ensure that
patients, many of whom have multiple conditions, are
assisted through various health care settings.22 For
some aspects of care, such as diagnosis errors and
patient experience, measuring at the individual
physician level might be considered. Nevertheless,
focusing measurement on an individual runs counter to
our goals in promoting teamwork and “systemness” as
core health care delivery attributes.
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For some professionals whose individual performance
does matter, such as a surgeon in the operating room,
there are rarely meaningful and valid process measures
that reflect their individual performance anyway. In
contrast, surgical outcomes depend crucially on the
performance of the entire surgical team and the facility
in which the procedure takes place.
It is also plausible that individuals respond differently
to payment incentives than do organizations;
assessment and pay-for-performance at the
organizational instead of the individual level should be
less likely to crowd out health professionals’ intrinsic
motivations to provide high-quality care.
In addition to the conceptual issues with measuring an
individual clinician’s performance, technical and
statistical issues are also prominent. The attribution of a
particular care process or outcome to a particular
clinician is often difficult, if not impossible, to make.
For example, several specialists, hospitalists, nurses,
technicians, and others will typically care for a patient
with a heart attack. Good estimates of performance
require that the individual or group being evaluated
have a sufficient number of observations to make
inferences about their performance that are precise
enough to be meaningful. Yet, many physicians and
other health care professionals often lack sufficient
volumes of certain types of patients to permit valid
inferences about their performance. By focusing
assessment on the organization, hospital unit, or clinic,
rather than the individual clinician, measures can assess
and promote team-based care while addressing many of
the technical issues that can undermine the value of
measurements. For virtually every performance
measure evaluated (e.g., safety culture, patient
experience, hand hygiene, infection rates, process
measures) there is usually substantially greater
variation among units within a hospital than among
hospitals. The unit or clinic is therefore often the most
effective focus for improvement.
While measuring at this level is conceptually right and
technically easier than measuring a single individual’s
performance, it nevertheless presents challenges. For
example, it makes strategic sense to measure the quality
of ACOs, especially to guard against the possibility that
ACOs would stint on care as they receive increasing
incentives to limit spending. Yet, recently, 31 Pioneer
ACOs participating in a major CMS demonstration sent
CMS a letter criticizing both the agency’s use of
measures that “are not yet mature” and the way in
which CMS determined the thresholds for acceptable
performance.23 We expect they will work through the
differences and arrive at a reasonable result.

Finally, measuring at the level of the organization does
not mean that substandard individual performance
should be tolerated. CMS and its contractors should
aggressively use performance measures to identify such
unacceptable performance and sanction or otherwise
limit the ability of these practitioners to serve Medicare
beneficiaries. But the role of measurement for
“policing” the performance of individuals is different
from public reporting to inform patient choice or to
provide financial incentives to improve performance.
4. Measure patient experience with care and
patient-reported outcomes as ends in themselves.
Performance measurement has too often been plagued
by inordinate focus on technical aspects of clinical
care—ordering a particular test or prescribing from a
class of medication—such that the patient’s perspective
of the care received may be totally ignored. Moreover,
many patients, even with successful treatment, too
often feel disrespected. Patients care not only about the
outcomes of care but also and their personal experience
with care. There is marked heterogeneity in the patient
experience, and the quality of attention to patients’
needs and values can influence their course, whether or
not short-term clinical outcomes are affected. Some
patients have rapid recovery of function and strength,
and minimal or no symptoms. Other patients may be
markedly impaired, living with decreased function,
substantial pain, and other symptoms, and with
markedly diminished quality of life. It would be remiss
to assume that these two groups of patients have similar
outcomes just because they have avoided adverse
clinical outcomes such as death or readmission.
In recommending a focus on measuring outcomes
rather than care processes, we consider surveys or other
approaches to obtaining the perspectives of patients on
the care they receive to be an essential component of
such outcomes. When designed and administered
appropriately, patient experience surveys provide
robust measures of quality, and can capture patient
evaluation of care-focused communication with nurses
and physicians.24 And while patient-reported measures
appear to be correlated with better outcomes, we
believe they are worth collecting and working to
improve in their own right, whether or not better
experiences are associated with improved clinical
outcomes.25
We believe that measuring patient experience is not
only important because it can facilitate care that
improves clinical outcomes, but also because it
represents an important outcome in its own right. If our
health system is truly to commit itself to the goal of
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delivering patient-centered care, it requires assessment
of patients’ experiences with the care they receive and
self-reported health status and functioning—whether or
not they are associated with commonly-measured
outcomes such as mortality, complications, errors, and
avoidable readmissions. With the growing array of
scientifically rigorous surveys of patient experiences
with care,26 we now have the capacity to incorporate
standardized assessments of that experience into the
measurement enterprise, increasing our sensitivity to
the detection of differences in the results that are being
achieved by provider organizations, assuming that we
can adequately take into account baseline differences in
patient characteristics. Given the inevitable gaps in
both process and outcome measures for specific areas
of clinical care, it is important to realize that patient
experience is ubiquitous and can be drawn upon to
measure a broad range of performance.
5. Use measurement to promote the concept of the
rapid-learning health care system.
Initiatives to promote performance measurement need
to be accompanied by support to improve care. Quality
measure data should not only be technically correct, but
should be organized such that their dissemination is a
resource to aid in quality improvement activities. As
such, quality measurement should be viewed as just one
component of a learning health care system that also
includes advancing the science of quality improvement,
building providers’ capacity to improve care,
transparently reporting performance, and creating
formal accountability systems.
There are several strategies to make quality measure
data more actionable for quality improvement purposes.
For example, for publicly reported outcome measures,
CMS provides hospitals with lists of the patients who
are included in the calculation. Since the outcomes may
occur outside the hospital for mortality and for
readmissions that are at other hospitals, this
information is often beyond what the hospitals already
have available to them. These data give providers the
ability to investigate care provided to individual
patients, which in turn can support a variety of quality
improvement efforts.
In addition, collaborative activities among institutions
can produce insights that may elude them individually.
Measures can help identify top performers, and detailed
analysis can identify what distinguishes those who
excel. As an example, the marked improvement
nationwide in the “door-to-balloon” time it takes
patients experiencing symptoms of a heart attack to
receive a treatment to open up occluded coronary

arteries was largely a result of relevant and valid
measurement of provider-specific timeliness, followed
by intense investigation of the features of top
performance, and only then a national campaign to
transform practice using the best practices uncovered
by the top performers – all facilitated by the intrinsic
motivation of health professionals on the front lines to
improve patient outcomes.
To facilitate a learning health care system, investments
are also needed to advance quality improvement
sciences and to build capacity among provider
organizations to practice these sciences. For example,
although root causes analysis is a promising tool, its
full potential has not been realized in health care; a
likely explanation, at least in part, is that health care is
one of the only risky industries in which lawyers and
practitioners, rather than safety experts with formal
training, investigate adverse events. Promising efforts
to improve quality and safety are based on adherence to
professional norms and include peer-to-peer review, a
technique borrowed from the nuclear industry.27 In
addition, EHR vendors and other medical device
manufacturers will need to agree to share their data and
open it for analysis.
6. Invest in the basic science of measurement
development and applications, including an
emphasis on anticipating and preventing
unintended adverse consequences.
The unfortunate reality is that there is no body of
expertise with responsibility for addressing the science
of performance measurement. The National Quality
Forum (NQF) comes closest, and while it addresses
some scientific issues when deciding whether to
endorse a proposed measure, NQF is not mandated to
explore broader issues to advance the science of
measure development, nor does it have the financial
support or structure to do so. An infrastructure is
needed to gain national consensus on: what to measure,
how to define the measures, how to collect the data and
survey for events, what is the accuracy of EHRs as a
source of performance, the cost-effectiveness of various
measures, how to reduce the costs of data collection,
how to define thresholds for measures regarding their
accuracy, and how to prioritize the measures collected
(informed by the relative value of the information
collected and the costs of data collection).
Despite this broad research agenda, there is little
research funding to advance the basic science of
performance measurement. Given the anticipated broad
use of measures throughout the health system, funding
can be a public/private partnership modeled after the
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Patient-Centered Outcomes Research Institute or a
federally-funded initiative, perhaps centered at AHRQ.
Given budgetary constraints, finding the funding to
support the science of measurement will be a challenge.
Yet, the costs of misapplication of measures and
incorrect judgments about performance are substantial.
Moreover, the science of performance measurement
and improvement needs an academic home. While
many medical and health policy societies and
associations have sections on quality or quality
measurement, no professional society primarily focuses
on the science of quality measurement and
improvement. Such an entity could set standards for
and advance the science of quality measurement,
thereby moving the policy discussion from whether
measures are good enough to use despite their flaws to
a more fundamental discussion of how to achieve good
measures, how to assess whether current measures
measure up, and whether the costs of attaining good
measures are worth the benefits. Professional societies,
such as the American Heart Association, have an
important role in speaking authoritatively about the
science of clinical issues; performance measurement
lacks a similar authoritative voice.
Such an endeavor needs to explicitly consider the
unintended, yet harmful, consequences of
misapplication of performance measures, whether
resulting from the measures themselves, in how they
are reported and assessed, or in the costs of collecting
invalid performance data. There is substantial literature
detailing such untoward consequences,28 some from
measures experts who promote the use of performance
measurement. For example, some have expressed
concern that unless carefully designed, public reporting
and pay-for-performance programs will increase racial
and ethnic disparities.29
7. Task a single entity with defining standards for
measuring and reporting quality and cost data,
similar to the role the Securities and Exchange
Commission (SEC) serves for the reporting of
corporate financial data, to improve the validity,
comparability, and transparency of publiclyreported health care quality data.
There is a plethora of health care quality data being
pushed out to the public, yet no rules to assure the
accuracy of what is being presented publicly. The
health care industry lacks standards for how valid a
quality measure should be before it is used in public
reporting or pay-for-performance initiatives, although
some standards have been proposed. The NQF does a
good job of reviewing and approving proposed

measures presented to it, but lacks the authority to
establish definitive quantitative standards that would
apply broadly to purveyors of performance measures.
However, as discussed earlier, many information
brokers publically report provider performance without
transparency and without meeting basic validity
standards. Indeed, even CMS, which helps support
NQF financially, has adopted measures for the
Physician Quality Reporting System that have not
undergone NQF review and approval. Congress now is
considering “SGR repeal,” or sustainable growth rate
legislation, that would have CMS work directly with
specialty societies to develop measures and
measurement standards, presumably without requiring
NQF review and approval.30
Without industry standards, payers, policy makers, and
providers often become embroiled in a tug-of-war; with
payers and policy-makers asserting that existing
measures are good enough, and providers arguing they
are not. Most often, neither side has data on how good
the contested measures actually are. Most importantly,
the public lacks valid information about quality,
especially outcomes, and costs.
Indeed, most quality measurement efforts struggle to
find measures that are scientifically sound yet feasible
to implement with the limited resources available.
Unfortunately, too often feasibility trumps sound
science. In the absence of valid measures, bias in
estimating the quality of care provided will likely
increase in proportion to the risks and rewards
associated with performance. The result is that the
focus of health care organizations may change from
improving care to “looking good” to attract business.
Further, conscientious efforts to reduce measurement
burden have significantly compromised the validity of
many quality measures, making some nearly
meaningless, or even misleading. Unfortunately,
measurement bias often remains invisible because of
limited reporting of data collection methods that
produce the published results. In short, the
measurement of quality in health care is neither
standardized nor consistently accurate and reliable.
In short, while the number of performance measures is
growing, the health care field lacks an entity to create
the rules for reporting quality and cost data; as a result,
the great variation in performance measure
specifications is slowing efforts to advance quality—at
times creating conflict over opposing findings.
The field of quality measurement could advance
significantly if providers and policy-makers agreed on
validity thresholds and transparently reported the
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validity of their quality measure data. Before the SEC
was created in the aftermath of the Wall Street Crash of
1929, when looking at companies’ financial data, the
information provided by one business could not be
compared to another; there were no standard rules for
reporting performance. Congress established the SEC
as an independent, nonpartisan government entity to,
among other things, help ensure standards in the
disclosure of financial information, make financial
performance transparent, audit businesses, ensure
compliance with rules, and apply penalties for
transgressions.
Policy-makers will need to consider whether such an
entity should be housed at AHRQ; should be a publicprivate partnership, such as NQF; or should be a
separate, new government entity. Such a commission
could promote standardization, transparency, and
auditing of the reporting of quality and cost measures.
Consistent with First Amendment guarantees of free
speech, we would not provide such an entity regulatory
authority to require adherence to standards. Rather, we
would anticipate that organizations would voluntarily
seek to comply with the applicable standards for
reporting performance measures. Under this model, this
entity would set the rules for the development of
measures and the transparent reporting of performance
on these measures, analyze progress (with input from
clinicians, patients, employers, and insurers), and audit

publicly-reported quality measure data. Private sector
information brokers could then conduct secondary
analyses of the reports, much like happens in the
financial industry through companies like Bloomberg.
This SEC-like model would thus ensure that all
publicly-reported quality measure data are generated
from a common basis in fact and allow apples-to-apples
comparisons across provider organizations.

Conclusion
The interest in promoting a health care system that
rewards performance needs to be balanced with the
practical challenges faced when measuring
performance. Improvement requires substantial
investments in the underlying science of measurement,
greater care in communicating measurement results,
greater attention to the role of measures in quality
improvement efforts, and using performance data in
more strategic ways. The adoption of flawed
measurement approaches that do not accurately
discriminate between providers can undermine
professional and public support for provider
accountability, reward indiscriminately, and divert
attention from more appropriate and productive quality
improvement efforts.
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Central Line-Associated Blood Stream Infections
Central line-associated bloodstream infections (CLABSI) killed nearly 31,000 inpatients in the United States in
2002.1 In response to growing awareness of this problem, health providers, hospitals, and payers have mounted
various activities which together have produced major reductions in mortality rates among intensive care unit
(ICU) patients, although not among other inpatients.2 The major success can be attributed to collaborations among
ICU clinicians to adopt evidence-based practices known to prevent such infections. A pilot project in one ICU at
Johns Hopkins3 was expanded to the statewide Keystone collaborative in Michigan and reduced CLABSIs by 66
percent in 103 ICUs.4,5 Hospital mortality in Michigan decreased significantly once the collaborative was
implemented,6 with an estimated cost savings of $1.1 million per year.7 Recent estimates by the Centers for Disease
Control and Prevention attribute a 58 percent reduction in ICU-related CLABSIs between 2001 and 2009 to large
scale programs, such as the Keystone project, and the spread of the culture and CLABSI interventions to every
state. Over 1,100 hospitals participated in this unique AHRQ-funded collaborative effort among Johns Hopkins
physicians, the Michigan Hospital Association, the American Hospital Association, and many state affiliates and
individual hospitals. Participating hospitals reduced CLABSI rates by 40 percent, achieving a mean infection rate
of 1.1 per 1000 catheter days, a rate previously believed to be unattainable.
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