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The Use of Quality Measures in  
Value-Based Payment 

A major weakness in traditional fee-for-service payment 
is that healthcare providers are paid for delivering a ser-
vice regardless of the quality or appropriateness of the 
service.  Value-based payment programs have attempted 
to correct this by paying bonuses or imposing penalties 
on providers based on various types of quality measures.   

These programs assume that higher scores on quality 
measures mean that patients are receiving higher-
quality care.  Unfortunately, in many cases, the exact 
opposite is true.  As a result, current quality measures 
can cause physicians and hospitals to be penalized for 
providing the most appropriate care for patients and to 
be rewarded for delivering lower-quality care.  This has 
the potential to exacerbate health disparities rather than 
improve quality and value. 

Example: The Quality of Diabetes Care 

The most commonly used quality measure is the per-
centage of patients with diabetes whose HbA1c level is 
above 9.0.1   HbA1c (glycated hemoglobin) is a measure 
of the patient’s average blood sugar level.  Since high 
blood sugar can lead to vision loss, kidney disease, and 
other complications, one of the goals of diabetes care is 
to keep a patient’s HbA1c levels low.  

However, despite over a decade of public reporting and 
financial incentives tied to this measure, the percentage 
of patients with an HbA1c above 9.0 has remained es-
sentially unchanged.  In 2020, between 20% and 50% of 
the patients in every category of health insurance had 
high HbA1c levels.  The percentages for each type of 
insurance were almost identical in 2010.2   

Does this mean physician practices or health plans need 
stronger financial incentives to improve the care of pa-

tients with diabetes?  Or is there a problem with the way 
the quality of care is being measured? 

How Current Quality Measures Evaluate 
Care for Individual Patients 

To be meaningful, a quality measure has to accurately 
assess whether an individual patient is receiving good or 
bad care.  Current quality measures don’t do this.  Con-
sider how the diabetes quality measure would rate the 
care of four hypothetical patients with diabetes who 
begin receiving care from new primary care physicians: 

• Poor Quality Score Despite Good Quality Care.  Patient 
#1 has a very high blood sugar level (13.0 HbA1c) 
when they begin seeing their new physician.  The phy-
sician and practice staff do all of the things that medi-
cal evidence has shown will improve control of the 
patient’s diabetes, such as prescribing appropriate 
medication and encouraging changes in diet and exer-
cise, and as a result, the patient’s blood sugar control 
improves significantly (to an HbA1c of 10) by the end 
of the year.  However, for the purposes of the quality 
measure, it doesn’t matter whether the patient re-
ceived evidence-based care or how much the patient 
improved; if the patient’s HbA1c is still above 9, the 
physician’s care is rated as poor quality.   

• Good Quality Score Despite Poor Quality Care.  Patient 
#2 has a relatively low blood sugar level when they 
begin seeing their new physician.  The physician prac-
tice fails to provide the patient with appropriate care 
for their diabetes, and as a result, the patient’s HbA1c 
increases significantly.  For most patients, the goal of 
diabetes care is to keep HbA1c levels below 8.0 or 
ideally below 7.0, so a patient with an HbA1c of 8.5 or 
9.0 would not be considered as having “good” control 
of their diabetes.  Under the quality measure, howev-
er, the physician’s care is considered “good quality” 
because the HbA1c level is not above 9.0.   

Why Quality Measures  
Don’t Measure Quality 

PATIENT #1 

PATIENT #2 
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• Failure to Adjust for Barriers to Care.  Patient #3 has a 
high blood sugar level when they begin receiving care 
from their new physician.  Although appropriate medi-
cations would likely reduce this, the patient cannot 
afford them (e.g., because they do not have prescrip-
tion insurance or cannot afford to pay the required 
cost-sharing).  The physician and staff in the primary 
care practice recommend alternative approaches that 
are feasible for the patient, such as changes to their 
diet, and this prevents the patient’s blood sugar levels 
from worsening.  Although the patient received the 
best care possible with the resources available, the 
measure rates the care as “poor quality” because the 
patient’s HbA1c level is still above 9.   

• Ignoring What Matters to the Patient.  Patient #4 has 
maintained good control of their diabetes for many 
years and continues to do so with guidance and sup-
port from their new physician.  Although the practice 
orders an HbA1c test, the patient doesn’t get tested 
because the patient monitors their blood sugar regu-
larly and sees no need to spend the time or money to 
get an HbA1c test that year when they have other 
health problems of greater concern.  However, the 
formula for the quality measure requires that the pa-
tient be classified as having “poor control” if no HbA1c 
test has been performed, regardless of whether other 
information indicates their diabetes is being success-
fully managed. 

 

In all four cases, the quality measure rates the quality of 
care the wrong way.  Good quality care is rated as poor, 
while poor quality care is considered good, and there is 
no adjustment for patients who are unable or unwilling to 
use healthcare services that might have resulted in bet-
ter outcomes. 

How Current Quality Measures Evaluate 
Care for a Population of Patients 

Under value-based payment systems, the quality rating 
for an individual patient won’t affect how much a provid-
er is paid for its services to that patient.  What matters is 
whether the average quality for the provider’s 
“population” of patients is better or worse than the aver-
age for other similar providers.  In fact, a provider can be 
paid more for delivering poor quality care to an individual 
patient if enough other patients are rated as receiving 
high-quality care from that provider.   

To understand how this is possible, consider two primary 
care practices, each of which enrolls 10 new patients 
who have diabetes.  At the time they enroll, each group 
of patients has HbA1c levels ranging from 6.5 to 11.0, 
and 40% of the patients have HbA1c levels above 9.0.   

• Practice A delivers individualized, evidence-based dia-
betes care to each of the patients, and every patient 
improves their blood sugar control.  By the end of the 
year, 30% of the patients now have HbA1c levels 
above 9.0, compared to 40% initially.  

• Practice B focuses its attention almost exclusively on 
the patients with HbA1c levels above 9.0.  Two of 
those patients improve enough that their HbA1c levels 
are no longer above the 9.0 threshold (although they 
are still far above a desirable level of blood sugar con-
trol), while one patient leaves the practice because of 
dissatisfaction with their care.  All of the other patients 
in the practice do worse, but their higher blood sugar 
levels are not (yet) above the 9.0 threshold used in the 
quality measure.  Although the average HbA1c level 
has increased, only 1 of the 9 remaining patients (11% 
of the total) has an HbA1c level above the 9.0 thresh-
old used in the quality measure.  

Which primary care practice delivered better care? 

It seems obvious that Practice A is doing a better job, 
since all of its patients received appropriate care, where-
as half of the patients in Practice B did not.  However, 
according to the diabetes quality measure, Practice B 
delivered better-quality care because a smaller  
percentage of its patients had HbA1c levels above 9.0.   

PATIENT #4 

Diabetes Care at Two Primary Care Practices 

PATIENT #3 
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How Current Quality Measures Can  
Reduce Quality and Increase Disparities 

These serious flaws in the way quality is currently meas-
ured can cause the true quality of care to decrease ra-
ther than improve:  

• Steering patients to the wrong providers.  In the exam-
ple above, patients could mistakenly believe they 
would get better care from Practice B than Practice A.  
Some patients might even be forced to switch from 
Practice A to Practice B if their health insurance plan 
excluded Practice A from its network because of its 
lower quality score. 

• Paying more for lower-value care.  Under a value-
based payment program that provided financial incen-
tives based on the diabetes quality measure, Practice 
B could receive a bonus, while Practice A could re-
ceive a penalty.  Instead of paying less for low-quality 
care, the payer would actually be paying more. 

• Reducing access to care for higher-need patients.  It 
would be easier for a physician practice to get a higher 
score on the diabetes quality measure by refusing to 
enroll patients who have poorly-controlled diabetes 
than by doing the hard work needed to help those pa-
tients manage their diabetes successfully.  This could 
make it more difficult for disadvantaged patients and 
patients with complex conditions to obtain the ser-
vices they need. 

These problems are not unique to the diabetes quality 
measure.  Most of the quality measures currently used in 
value-based payment programs are structured in similar-
ly problematic ways: 

• Arbitrary, simplistic thresholds for “quality.”  Most 
quality measures use a single arbitrary threshold to 
distinguish “good quality” care from “poor quality” 
care for every patient.  It doesn’t matter whether a 
patient is getting all of the services they need or 
whether their health gets better or worse; all that mat-
ters is whether the patient is on one side of the 
threshold or the other when the measure is calculat-
ed.  

• Failure to adjust for patient-specific needs.  Many pa-
tients face barriers in obtaining the services needed to 
achieve good outcomes (e.g., they cannot afford effec-
tive medications) or they do not respond well to stand-
ard therapies.  Yet most quality measures provide no 
mechanism for either excluding these patients from 
the measure or adjusting the quality standard to re-
flect the services or outcomes that are most appropri-
ate for the patients.  As a result, care that is custom-
ized to the patients’ needs can be classified as “poor 
quality,” and providers who serve higher-need patients 
may be classified as delivering lower-quality care. 

Because of these limitations, no one actually expects 
that a physician, hospital, or other healthcare provider 
could or should achieve a 100% score on most quality 
measures.  However, there is also no way to know what 
lower percentage is achievable for the specific popula-
tion of patients an individual provider is caring for.   
Value-based payment programs simply assume that a 
provider with a higher percentage score on a quality 
measure is delivering better care than a provider with a 

lower percentage, but that creates an incentive for pro-
viders to avoid hard-to-treat patients rather than to deliv-
er better care.   

It is not surprising that this flawed approach to quality 
measurement has failed to improve the overall quality of 
care and it has likely contributed to disparities in health 
outcomes for low-income and minority populations.   

A Patient-Centered Approach to  
Evaluating the Quality of Care 

How should “high quality care” be defined and meas-
ured?  High-quality care is patient-centered care, and 
patient-centered care should have two key characteris-
tics: 

1. Delivery of Individualized, Evidence-Based Services.  
Each patient should receive services that can ad-
dress their specific health problems in a way that is 
feasible and acceptable for that patient.  The starting 
point in developing a plan of care for the patient 
should be the services recommended by evidence-
based Clinical Practice Guidelines (CPGs).  However, 
if the patient is unable or unwilling to use those ser-
vices, deviations from the guidelines will be needed.  
In addition, when patients have multiple health condi-
tions, guidelines designed for care of individual dis-
eases may not be appropriate, and a customized ap-
proach will have to be developed.  In order for care to 
be patient-centered, the patient has to be actively 
involved in the process of deciding which services 
they should receive. 

2. Achieving the Outcomes That Matter Most to the  
Patient.  Regardless of how much evidence there is 
about how well services have worked for other pa-
tients in the past, what matters to the individual pa-
tient is whether the services are meeting their specif-
ic needs today.  The only way for the provider of care 
to know that is to ask the patient, using a validated 
instrument such as the What Matters Index.  If the 
patient’s needs are not being addressed, changes to 
the services must be made.  If a patient has multiple 
problems and it isn’t possible to address all of them 
effectively, priorities should be based on achieving 
the outcomes that matter most to the patient.  

Two of the key tools needed for this approach already 
exist: 

• Clinical Practice Guidelines (CPGs) have been devel-
oped by clinicians for all of the health conditions ad-
dressed by typical quality measures as well as many 
conditions for which there are no quality measures.  A 
CPG assembles all of the available evidence regarding 
how to diagnose a symptom or treat a condition in a 
way that is likely to achieve the best outcomes for a 
patient based on their individual characteristics.  CPGs 
represent a more comprehensive, patient-centered 
way of guiding high-quality care than a list of narrowly-
focused, simplistic quality measures.  Although quality 
measures are generally based either on CPGs or on 
the evidence underlying the CPGs, the measure speci-
fications ignore the many nuances in the guidelines in 
order to make the measures easier to calculate, and 
this leads to the erroneous “quality” ratings described 
earlier.  (For example, current clinical practice guide-
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lines for diabetes say that “an HbA1c less than or 
equal to 6.5 is considered optimal if it can be 
achieved in a safe and affordable manner”, but that 
HbA1c targets “should be individualized based on 
numerous factors such as age, life expectancy, comor-
bid conditions, duration of diabetes, risk of hypoglyce-
mia or adverse consequences from hypoglycemia, 
patient motivation, and adherence.”3) 

• The What Matters Index (WMI)4 is a free tool that ena-
bles physician practices and other providers to easily 
identify patients who are not receiving adequate as-
sistance.  It is based on a patient’s answers to seven 
simple questions regarding (1) their confidence in 
managing their health problems, (2) how much pain 
they are experiencing, (3) whether they are bothered 
by emotional problems, (4) how many medications 
they are taking, (5) whether they believe their medica-
tions are making them sick, (6) whether they have 
enough money to pay for necessities, and (7) whether 
they feel they are receiving the care they need and 
want.  The WMI has been proven to identify patients 
at high risk of emergency department visits, hospitali-
zations, and other problems as well or better than 
complex risk stratification and predictive modeling 
systems.5   

Measuring whether a healthcare provider is delivering 
care with these characteristics can be easily done with-
out the complex and administratively burdensome sys-
tems that are required for current quality measures.  
When a physician or other clinician orders or delivers 
services to a patient, they would simply need to attest 
whether: 

(1) the services ordered or delivered to the patient (a) 
are consistent with applicable Clinical Practice Guide-
line(s) or (b) deviated from the CPGs for patient-
specific reasons that are documented in the patient’s 
clinical record, and 

(2) they have monitored the patient’s health and the 
effectiveness of services using a validated tool such 
as the What Matters Index.   

If both criteria are met, the patient should be classified 
as receiving quality care.  If this approach to measuring 
quality were used for the four hypothetical patients with 
diabetes described earlier, Patients 1, 3, and 4 would be 
rated (correctly) as having received quality care, whereas 
Patient 2 would not. 

If a “quality score” is needed for a population of pa-
tients, it is simply the proportion of the patients whose 
care met the two patient-centered quality criteria.  In 
contrast to current population-based quality scores: 

• Providers can and should achieve a 100% quality 
score.  A provider can and should be expected to 
achieve a 100% score on the patient-centered quality 
measure since it explicitly allows services and out-
comes to be appropriately customized to each of their 
patients’ needs.  Under this approach, a high-quality 
provider is one that provides quality care to every pa-
tient, not just a higher proportion of patients than oth-
er providers.  For the two hypothetical physician prac-
tices described earlier, Practice A would be rated 
(correctly) as a high-quality practice, and Practice B 
would not. 

• A single measure can be used by all providers for all 
of their patients.  Instead of the hundreds of narrowly-
focused quality measures currently being used in val-
ue-based payment programs and the complex attribu-
tion and weighting systems used to create composite 
quality scores, a single, easy-to-understand measure 
could be used by all providers for all of their patients.   

Can payers trust a quality score based solely on what 
physicians and other providers attest they have done for 
a patient?  They already do.  Current quality measures 
are based on what is reported by providers, not on infor-
mation independently collected by payers.  For example, 
the current HbA1c measure is based on the lab test re-
sult reported by the patient’s physician; Medicare and 
other payers do not review patients’ test results them-
selves or verify the accuracy of the testing equipment.  
Similarly, the current quality measure for hypertension is 

Comparison of Current Quality Measurement to Patient-Centered Quality Measurement 

Current Quality Measures Patient-Centered Quality Measure 

The definition of “good quality” care may not be appropriate 
or feasible for all of the patients being measured.  As a result, 
providers can be penalized for treating patients with unique or 

complex needs. 

“Good quality” means that a patient receives services that are 
safe, appropriate, and feasible based on that patient’s specif-
ic needs, preferences, and resources.  Providers are not  
penalized because they treat patients with unique or complex 

needs. 

A provider can be deemed to be delivering “good” quality care 
even if a significant fraction of its patients fail to receive ap-
propriate services, as long as the proportion of patients re-
ceiving poor quality care is smaller than the proportion for 

other providers. 

A provider is expected to deliver evidence-based, patient-

centered care to every patient. 

Providers are burdened with reporting dozens of quality 
measures, and different payers require the use of different 

quality measures, even for similar patients. 

A single measure would be needed to assess the quality of 
care for every patient, and every payer could use the same 

measure. 

There is no measure of quality for many types of patients and 

health problems. 

Providers are expected to deliver appropriate, evidence-based 
care for every patient and to monitor the health of all of their 

patients. 
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based on patients’ blood pressures as reported by their 
physician, and the measure for depression screening is 
based on whether the physician attests that a screening 
was performed.  If there is concern that a provider is 
reporting quality information inaccurately, the payer can 
audit the provider’s records.  The same process can be 
used in a patient-centered quality measurement system 
for determining that clinical guidelines were used, that 
deviations from guidelines were documented, and that 
providers contacted their patients to find out about their 
health status and the effectiveness of services. 

Unlike current quality measures that focus on specific 
subsets of patients and services and ignore the quality 
of care for all other patients, the patient-centered quality 
measure can be used to assure that every patient re-
ceives high-quality care, regardless of the specific health 
problems they have.  In addition, because the deviations 
from current guidelines would be documented in the 
clinical record and because patient outcomes would be 
regularly monitored, that information can be used by 
clinicians to improve the clinical practice guidelines so 
they support better outcomes and reductions in dispari-
ties over time.   

The Need for Value-Based Payment 
That Supports High-Quality Care 

A patient-centered approach to measuring quality is  
necessary but not sufficient to improve the quality of 
care and reduce disparities.  Healthcare providers  
cannot deliver the services needed for high-quality care 
if payers do not pay adequately to cover the costs of 
those services.  Merely paying bonuses and penalties 
based on quality measures, as most current “value-
based payments” do, will not remove the significant  
barriers to patient-centered care that exist in current 
payment systems.  A patient-centered payment system 
is needed to do this.  Details on how to create  
patient-centered payments are available at  
PatientCenteredPayment.org.  
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PATIENT-CENTERED QUALITY OF CARE MEASURE 

The percentage of a healthcare provider’s patients who: 

(1) received services that (a) are consistent with applicable  
Clinical Practice Guideline(s) or (b) deviated from the CPGs for 
patient-specific reasons that are documented in the patient’s 
clinical record, and 

(2) were contacted regularly by the provider to assess their health 
and the effectiveness of services using a validated tool such as 
the What Matters Index.   
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