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Measuring and Improving Quality in the US: Where
Are We Today?

Elizabeth A. McGlynn, PhD

In the 50 years since the American Board of Family Medicine (ABFM) was established, the United States has
gone from a shared perspective that high-quality care was being routinely delivered to becoming aware of
the significant and pervasive problems with quality. Efforts to stimulate improved quality have included pub-
lic reporting, pay for performance, and value-based purchasing. In addition, maintenance of certification,
systematic reviews of research, practice guidelines, electronic health records, and quality improvement pro-
grams have offered support for different dimensions of quality. Despite these programs and infrastructure,
there is little evidence that quality has improved systematically in the United States. There are areas in which
quality is better but many other areas in which quality has remained the same or evenworsened. The focus
on financial incentives as a primary tool formotivating improvement may not be productive and there is little
evidence from research that quality varies with payment or incentives. Quality is a systems issue and requires
system solutions. The ABFMhas had a long commitment to assessing quality and has an opportunity to lead
the way in reimagining quality measurement and assessment. ( J Am Board FamMed 2020;33:S28–S35.)
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The American Board of Family Medicine’s (ABFM’s)
50th anniversary offers an opportunity to reflect
on the United States’ journey in measuring and
improving quality. Fifty years is a long time and
the blink of an eye for medicine and for the qual-
ity journey. Fifty years ago, Denton Cooley
implanted the first artificial heart and AIDS is
believed to have first migrated to the United
States. Advances in science and technology in
that year included the Apollo 11 moon landing
and walk, the first Concorde test flight, and the
first automated teller machine. Medicare and
Medicaid were only a few years old when
Richard Nixon declared, “We face a massive cri-
sis in health care costs.”1

A Brief, Selected History of Quality
Measurement and Performance
Quality of care has been the subject of research and
policy debates for a long time as illustrated by
selected examples. Florence Nightingale, a leading
statistician of her time, documented that unsanitary
conditions in military hospitals were the major rea-
son for preventable deaths among soldiers fighting
in the Crimean War in 1853. In 1917, Ernest
Codman, a pioneer in measuring and classifying
medical errors and in assessing the long-term out-
comes of surgery, publicly reported on surgical out-
comes at Massachusetts General Hospital and
called on all hospitals to do the same. A study of
care received by members of the Teamsters Union
in New York found that 57% of hospital care met
recommended standards.2 Lyons and Payne,3 using
a novel, peer-reviewed episode of illness method,
found that postdischarge care in Hawaii met stand-
ards 41% of the time. In 1976, Rhee4 reported on
variations in quality among 454 physicians in 18
specialties ranging from 45% for stroke to 91% for
cesarean section.

Research on quality has examined both overuse
(delivering care for which the expected benefits do
not outweigh the expected risks) and underuse (fail-
ure to deliver care that has been shown to be
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beneficial). Wennberg5 reported on variations in
the rates with which common surgical procedures
were performed across the United States in the
Medicare population. Brook and colleagues6 at
RAND and University of California, Los Angeles
(UCLA) led studies of the appropriateness with
which diagnostic and surgical procedures were
used. The early studies using this method7–13 found
that about one third of procedures were not clini-
cally appropriate, that is, the potential health risks
to patients undergoing the procedures were equal
to or greater than the potential health benefits.14

However, there was no relationship between appro-
priateness and the rates of utilization.15–17 Similar
rates of inappropriate procedure use were found in
the United Kingdom,18 Israel,19 Canada,20 and
Sweden21 with very different models of health care
financing, and overuse and underuse could co-occur
within the same county.22

In the late 1990s, a literature review found con-
sistent and pervasive deficits in quality.23 Despite
this body of research, no strong signal had yet
emerged that the United States had suboptimal
quality. This began to change in the late 1990s and
early 2000s with a series of reports and publications.
In 1999, the Institute of Medicine (IOM), renamed
the National Academy of Medicine in 2015, pub-
lished To Err is Human, raising attention about the
problem of errors in the delivery of medical care.24

The committee estimated that up to 98,000 people
died in the United States each year as a result of
medical errors. The IOM followed this with
Crossing the Quality Chasm, which provided a
broader framework for assessing and addressing
quality problems.25

Along with the IOM reports, 4 articles from a
national study also contributed to breaking through
the perception barrier. The study enrolled a random
sample of 6700 adults in 12 geographic areas broadly
representative of the United States.26 Participants
completed a health history survey and gave investiga-
tors permission to obtain medical records from all
clinicians and institutions from which they had
received medical care in the 2 years before enroll-
ment. Using methods previously developed at
RAND, the team developed 439 quality measures for
30 acute and chronic conditions representing the
leading causes of death and illness, and preventive
care. Scores were constructed by identifying all qual-
ity indicators for which an individual was eligible and
counting the number of those indicators that were

received or offered. The first article, published in
2003, reported that American adults were receiving
about 55% of the recommended care for the leading
causes of illness and death.26 Performance on the
quality indicators was similar for preventive, acute,
and chronic care but varied by condition. The second
article reported that overall quality ranged from 51%
in Little Rock, Arkansas to 59% in Seattle,
Washington.27 Quality varied by condition and no
community was always the best or worst on any of
the dimensions examined. The communities varied
in population growth rates, average income, poverty
levels, rates of uninsured, hospital beds and physi-
cians per 1000 population, and penetration of man-
aged care, but there was no discernable relationship
between these economic factors and quality. The
third article reported that differences in quality
between demographic groups were smaller than the
gap between observed performance and optimal per-
formance.28 The fourth article reported that children
in the households participating in the national study
of adults were receiving 47% of recommended am-
bulatory care.29 The best performance was observed
for acute problems (68%) followed by chronic prob-
lems (53%) and then preventive care (41%). Quality
for specific conditions ranged from 92% for upper
respiratory infection to 34% for adolescent preven-
tive care.

Policy Responses to Address Gaps in Quality
Different approaches to addressing gaps in quality
have been undertaken since then. Notably, all these
approaches rely on quality measurement as the basis
for reporting, incentives, or contracting. These pol-
icy approaches were built on top of existing mecha-
nisms for ensuring quality such as professionalism,
licensure, and board certification.

Public Reporting of Quality Performance

Public reporting may affect quality through trans-
parency, consumer choice, and reputation. Making
quality performance results publicly available pro-
vides transparent information about variations in
performance. Transparency enables consumers or
their agents to use quality reports to choose health
plans, hospitals, and doctors. Transparency and
consumer choice also increase the motivation of
clinicians, hospitals, and systems to improve per-
formance because of concerns about reputation.
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In 1986, the Health Care Financing Administra-
tion (now the Centers for Medicare and Medicaid
Services [CMS]) produced national public reports
on hospital mortality for 17 medical and surgical
conditions.30 New York state followed with reports
on hospital mortality rates for coronary artery
bypass graft surgery.30 Since then public reports on
quality have been released at various levels in the
system—hospital, health plan, medical group, nurs-
ing home, physician. The Agency for Healthcare
Research and Quality (AHRQ) commissioned a
comprehensive review of the literature on public
reporting published between 1980 and 2011. Public
reporting was associated with an increase in quality
improvement activities, some improvements in some
quality measures, but little evidence that it affected
choice of health care providers by patients.31 The
authors found considerable heterogeneity in out-
comes and moderate quality evidence making it diffi-
cult to draw definitive conclusions. A more recent
review examining the impact of public reporting on
clinical outcomes found mostly a positive effect on
mortality (risk ratio, 0.85; 95% CI, 0.79 to 0.92)
although the authors noted considerable heterogene-
ity among studies.32 Consumer choice of health
plans, hospitals, and physicians is a complex task
which may explain why transparency has not been
associated with major changes in consumer choices.33

Pay for Performance

Fee-for-service payment is generally believed to
incentivize clinicians and systems to provide more
services than necessary (overuse). Capitation pay-
ments raise concerns that clinicians and systems are
incentivized to withhold needed care (underuse). Pay
for performance (P4P) was developed to reward qual-
ity within either type of health care payment system.
In P4P, payments to clinicians, hospitals, and systems
can be adjusted by adding a quality-based incentive
payment (or making a portion of overall payment
contingent on quality performance). Private purchas-
ers were early adopters of this approach. For exam-
ple, in 2001 the California Integrated Healthcare
Association created one of the first P4P programs
for physician groups. Blue Cross Blue Shield of
Massachusetts introduced the Alternative Quality
Contract in 2009 with a similar focus on physician
groups. CMS collaborated with Premier on the
Hospital Quality Incentive Demonstration Program
from 2003 to 2009 targeting hospital care for 3 con-
ditions: acute myocardial infarction, heart failure,

and pneumonia. CMS also ran the Physician Group
Practice Demonstration. States have tried various
P4P programs for Medicaid and Children’s Health
Insurance Program providers. The design of P4P
programs varies and can include both positive and
negative incentives (bonuses and penalties).

Research on P4P has found mixed results. A
study of the Premier hospital P4P program found
early short-term effects that converged with the
control group about 5 years into the program.34 A
review of P4P similarly found short-term (2 to 3
years) positive effects on processes of care with lon-
ger term effects uncertain.35 Positive studies tended
to be those in the United Kingdom or in areas with
very low baseline performance. No consistent
effects were found for intermediate or long-term
health outcomes. Although considerable heteroge-
neity exists among programs, the review concluded
that this does not change the mixed assessment of
success.35 Although the literature on P4P finds
mixed or modest effects, 1 US36 and 1 UK37 study
found that performance declined after selected P4P
incentives were removed.

Value-Based Purchasing

This extends P4P with a more explicit focus on
simultaneously assessing quality and spending.
Bundled payments—a lump sum payment for a spe-
cific episode of care for a condition—were an early
approach to value-based purchasing; private pur-
chasers were early adopters. The approach has been
extended to populations, such as those engaged in
Medicare’s Accountable Care Organizations. Another
variation on this approach is value-based insurance
design, in which patient cost sharing is adjusted to
incentivize high-value care (or disincentivize low-
value care).

Research on these programs has found similar
marginal effects.38 An evaluation of Medicare’s
Hospital Value Based Purchasing Program found
no differences in process of care, patient experience,
or mortality.39 The Medicare Payment Advisory
Commission has recommended combining the 4
hospital quality payment programs into a single
Value Incentive Program to bring the programs
into alignment with the Commission’s principles
which include a broad measures of overall perform-
ance rather than focus on a limited number of
conditions.40

Researchers and reviewers have noted a variety
of issues that might explain the modest effects
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associated with quality payment programs such as:
design and choice of quality measures, magnitude
and design of incentives, method of attributing
patients to providers, and the effect on vulnerable
populations.

Enablers for Quality: Additional Efforts to
Support Quality
The previous section highlighted specific programs
that use quality measures and systematic assessments
of performance to incentivize quality improvement.
A parallel effort is developing needed infrastructure
or support for improved quality.

Maintenance of Certification

Time limited board certification reflects a belief
that knowledge and skills should be periodically
reevaluated because the science of medicine contin-
ues to evolve. The ABFM program includes 3 com-
ponents relevant to quality: self-assessments of
knowledge, a secure examination, and performance
improvement modules. This approach combines
mechanisms to raise awareness of potential gaps in
knowledge, a high-stakes examination to demon-
strate knowledge, and practice-specific exercises to
examine and improve performance.41

Systematic Evidence Reviews

Systematic reviews are one approach to dealing
with the challenge of the volume, variable study
designs, and quality of published research. Such
reviews summarize what is known about the poten-
tial benefits and harms of drugs, devices, and other
health care services. An IOM committee developed
standards for systematic reviews to encourage high
quality reviews.42 AHRQ supports the Evidence-
based Practice Center program, a group of 12 cen-
ters that conduct systematic reviews for both the
federal government and other entities.43 The
Cochrane Collaboration is another source of high-
quality systematic reviews.44

Practice Guidelines

Practice guidelines go beyond systematic reviews
by recommending evidence-based practices to man-
age patients. IOM produced a companion study
about the standards for producing good guidelines
including the role of scientifically valid systematic
reviews.45 To make practice guidelines actionable,
many systems have incorporated decision support

systems and alerts that provide information about
guideline-recommended actions at the point of
care.

Electronic Health Records

When the American Recovery and Reinvestment
Act of 2009 was passed with incentives for elec-
tronic health record (EHR) adoption, there was op-
timism that EHRs would contribute both to
assessing quality performance and providing tools
to ensure reliable delivery of high-quality care. The
idea of seamless data flows that would help physi-
cians and systems ensure they were delivering rec-
ommended care, offer shared decision making
tools, and have real-time feedback on quality per-
formance was appealing. Others have written elo-
quently about the failure of our current experience
to meet the goal,46 but it likely that we will redesign
rather than eliminate EHRs from medical practice.

Quality Improvement Programs

Quality improvement programs have been organized
at different levels in the health care system. The
approaches include Plan-Do-Study-Act (PDSA)
cycles, Lean, 6 Sigma, and total quality management.
Typically, these approaches focus on changing a dis-
crete practice (rather than larger systems changes)
and are undertaken in local settings. Quality
improvement also tends to be iterative and limited to
the specific context in which the improvement strat-
egy is undertaken, making systematic assessment of
the impact of these programs challenging.

Putting It All Together: Are We Making
Progress?
Over the last 50 years, we have become more aware
that recommended care is not always offered or
received, and we have implemented a variety of pro-
grams and supports to address that problem. We are
measuring more dimensions of quality, more often,
for more parts of the health care system. We are
realigning incentives to reward better performance.
We are trying to make it easier to know what works
best for which patients. We are making that informa-
tion more readily available at the point of care.
There are individually focused and organizationally
driven programs to improve quality. The public is
more aware of variations in quality and some are
more engaged in ensuring they receive the care they
need or in choosing where to go for care based on
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publicly available data. So, we must be doing better,
right?

This is a hard question to answer. We have not
had any large-scale, national assessment of quality
since 2003. Much of the public reporting in quality
focuses on subsets of the population defined by the
setting of care (eg, hospitals), the payer (eg, Medicare,
managed care), or a limited number of conditions (eg,
heart attacks). We have some insights from AHRQ
which publishes a regular report on quality and dispar-
ities.47 The report includes a variety of process, out-
come, and patient-experience measures from multiple
federal data sources. The collection of indicators and
report construction make it difficult to garner any
overall sense of the current state of quality. Levine
and colleagues48 examined changes in a select number
of process measures using data from the federal
Medical Expenditures Panel Survey and found little
change over the period from 2002 to 2013.

The National Committee for Quality Assurance
(NCQA) has the longest standing public report on
quality across multiple sectors. The current version
of Healthcare Effectiveness Data and Information
Set (HEDIS) includes 57 measures in multiple cate-
gories (prevention, chronic care management, over-
use, patient experience) and is reported for
commercial, Medicaid and Medicare enrollees. An ex-
amination of the 2018 State of Health Care Quality
report underscores the variability in progress.49 For
example, breast and cervical cancer screening have
shown little improvement, hovering around the low
70%s, whereas colorectal cancer screening among
Medicare Advantage enrollees improved from 52.6%
to 69.6% from 2004 to 2017. Blood pressure control
among commercial Health Maintenance Organization
(HMO) enrollees has improved from 39% to 62.2%
from 1999 to 2017 and glycated hemoglobin (HbA1c)
control has stayed about the same for both commer-
cial and Medicare enrollees at around 60%.

The collection of studies on public reporting, pay
for performance and value-based purchasing also
lead to the conclusion that major improvements in
quality have not occurred as a result of those initia-
tives. There have been pockets of improvement
(“islands of excellence”) but few systematic, sustained,
and substantial improvements.

Where Do We Go from Here?
Improving quality seems to be a daunting task. We
may have been focused on the wrong approaches,

specifically, relying on payment incentives to create
the conditions for improvement despite consider-
able research that finds little relationship between
the way care is paid for, whether in the United
States or other countries, and the appropriateness
or quality of care delivered. It is not unreasonable
to consider whether payment methods create bar-
riers to improvement, but it is perhaps unreason-
able to assume that changes in payment alone will
address the problem. Another approach has been to
focus on the measures including reducing the num-
ber of measurements,50 aligning measures with
other regulatory programs or developing different
measures (generally under the heading of “measures
that matter”). Most of these efforts are designed to
reduce the burden of measurement (rather than
improve quality) but this would require a level col-
laboration across state, federal, and private entities
that has not yet emerged.

Improving quality requires a systems approach.
This is particularly evident in primary care where
the complexity of matching the unique characteris-
tics of an individual patient to the wide array of nec-
essary or recommended interventions in the
context of a series of short, unplanned, and uncer-
tainly scheduled visits exceeds the capacity of the
human brain. Moreover, patients initiate much of
their own care, move between coverage programs
and providers, and have preferences that inform
(rightfully) the care they receive—all which make
delivery and measurement of quality care more
complex. Health care systems that have made sig-
nificant and sustained progress in quality have
devoted time, people, and resources to creating sys-
tems—and still encounter challenges every day in
managing improvement.51

The observation that quality is a systems issue
leads some to wonder which components have the
largest effect on performance—physicians, medical
groups, health plans, patients, and other economic
factors. One study found that the variance attribut-
able to physicians ranged from 39% to 49%, com-
pared with 13% to 24% for medical groups and
12% to 26% for the service area, depending on the
measure.52 Studies using different measures, set-
tings, and geographies come to different conclu-
sions53–55 but all entities contribute to observed
results.

An example from Kaiser Permanente illustrates the
multiple components that may be required to achieve
high performance. Between 2000 and 2013, Kaiser
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Permanente–Northern California improved blood
pressure control among patients with hypertension
from 44% to 90%.56,57 The region undertook a coor-
dinated effort with 6 critical components: leadership
commitment, developing and building a hypertension
registry, creating and updating an evidence-based
guideline that included a drug treatment algorithm,
routine feedback to medical centers and physicians on
performance, medical assistant blood pressure visits
without copays, and incorporating single-pill combi-
nation medication. This systems approach—with the
work of everyone on the team aligned—has been
replicated in other clinical areas with similar signifi-
cant improvements in performance.

Because most physicians do not practice in
organizations like these large systems, alternative
mechanisms may be needed to create virtual or
other systems that could support physicians on their
quality journeys. This represents a potential role
for Boards that are responsible for assessing physi-
cian quality through performance improvement
modules that constitute a part of maintenance of
certification. The ABFM, for example, could iden-
tify a comprehensive set of quality indicators that
reflect excellence in primary care, develop systems
to routinely assess physician performance on those
indicators (including novel ways of extracting data),
and provide feedback to physicians to facilitate
improvement. They could certify programs or enti-
ties that provide good value in coaching physicians
in quality improvement. Boards could also highlight
where financial barriers exist to delivering quality
care.

At the same time, Boards could invest in reima-
gining quality measurement, particularly for pri-
mary care physicians, and work with regulators and
accreditors to provide safe harbors for those willing
to be part of the needed innovations.58,59 There is
considerable dissatisfaction with the current state of
measurement and assessment but few serious efforts
exist to make significant changes. This is a ripe area
for physician leadership—and if physicians do not
or cannot step up to lead these efforts, we may see
more of the same ineffective efforts continue.

To see this article online, please go to: http://jabfm.org/content/
33/Supplement/S28.full.
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