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Background 

The Bipartisan Policy Center (BPC) Delivery System Reform Initiative leaders and 

staff, in collaboration with a diverse set of health care experts and stakeholders, are 

developing solutions to meaningfully facilitate and accelerate the transition to higher-value, 

more coordinated systems of health care payment and delivery. This work builds on 

comprehensive policy recommendations in BPC’s 2013 report, A Bipartisan Rx for Patient-

Centered Care and System-Wide Cost Containment.1 Since its publication, experts and 

officials have had nearly two years of additional experience with reformed payment in 

Medicare, Medicaid, commercial insurance, and self-insured plans. BPC leaders feel strongly 

that a successful outcome of efforts in this area would improve quality and patient 

experience as it lowers health care cost growth. 

In April 2015, Congress enacted H.R. 2, the Medicare Access and the Children’s Health 

Insurance Program (CHIP) Reauthorization Act of 2015 (MACRA), a bipartisan legislation 

crafted by leaders of the congressional committees of jurisdiction (Senate Finance, House 

Ways and Means, and House Energy and Commerce). This legislation reforms physician 

payment under Medicare to establish clear incentives within the physician fee schedule for 

the adoption of alternative payment models (APMs).2 MACRA represents an important 

bipartisan step toward transitioning from fee-for-service payment to new models that 

reward value, including improved health outcomes, patient experience, and lower cost.  

Over the course of the last year, BPC has issued a series of white papers that include 

recommendations to accelerate the transition from fee-for-service to APMs based on value 

and to assure that these models are sustainable over time. The recommendations in this 

series are intended to build on early APM implementation, to improve the viability of APMs, 

and to make progress toward the long-term vision for the health care system presented in A 

Bipartisan Rx. This is the final of four white papers in the series, which include: 

1. Transitioning from Volume to Value: Opportunities and Challenges for Health Care 

Delivery System Reform discusses progress and next steps toward payment and 

delivery systems that increase provider accountability for health outcomes, patient 

experience, and cost. [August 2014]3 

2. Transitioning to Organized Systems of Care: Medical Homes, Payment Bundles, and 

the Role of Fee-for-Service addresses early implementation of two APMs in Medicare, 

bundled payment and patient-centered medical homes, as well as adjustments to the 

Medicare fee schedules. [January 2015]4 

3. Transitioning to Organized Systems of Care: Near-Term Recommendations to 

Improve Accountable Care Organizations in Medicare reviews implementation of 

http://bipartisanpolicy.org/sites/default/files/BPC%20Cost%20Containment%20Report.pdf
http://bipartisanpolicy.org/sites/default/files/BPC%20Cost%20Containment%20Report.pdf
http://bipartisanpolicy.org/wp-content/uploads/2014/08/BPC-Health-Care-Delivery-System-Reform-2014.pdf
http://bipartisanpolicy.org/wp-content/uploads/2014/08/BPC-Health-Care-Delivery-System-Reform-2014.pdf
http://bipartisanpolicy.org/wp-content/uploads/2015/01/BPC_Health_Transitioning-to-Organized-Systems-of-Care-Medical-Homes.pdf
http://bipartisanpolicy.org/wp-content/uploads/2015/01/BPC_Health_Transitioning-to-Organized-Systems-of-Care-Medical-Homes.pdf
http://bipartisanpolicy.org/wp-content/uploads/2015/01/BPC_Health_Transitioning-to-Organized-Systems-of-Care-Near-Term-Recommendations.pdf
http://bipartisanpolicy.org/wp-content/uploads/2015/01/BPC_Health_Transitioning-to-Organized-Systems-of-Care-Near-Term-Recommendations.pdf
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accountable care organizations (ACOs) in Medicare and offers near-term 

recommendations to improve this model. [January 2015]5 

4. This paper: Transitioning from Volume to Value: Consolidation and Alignment of 

Quality Measures. The final paper in this series addresses the imperative to have a 

core set of user-friendly, meaningful, and outcomes-oriented quality measures 

integrated within all alternative payment and delivery reform models. [April 2015]  
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Introduction 

Over the last year, the Bipartisan Policy Center (BPC) has issued a series of white papers 

recommending changes in the health care delivery system to improve quality and slow the 

rate of growth in costs. These recommendations provide incentives for providers and 

patients to move toward organized systems of care—such as accountable care organizations 

(ACOs), patient-centered medical homes, and other payment models—and away from fee-

for-service. The use of meaningful quality measures is critical to assuring patients have 

access to and receive appropriate services and that incentives drive improved health 

outcomes and patient care experience. However, despite discussions and work on this 

objective, there remains little agreement on which—and how—measures should be used by 

patient, provider, and payer communities. Effective quality measures are imperative to 

accountability in organized systems of care, especially where performance affects the ability 

of the provider to share in savings or determines whether a provider avoids penalties or 

receives bonus payments. As recommended in A Bipartisan Rx, quality-performance 

measures must be precise and clinically relevant to incentivize better delivery of health 

care. In fact, these measures must also provide meaningful data that can be adapted and 

publically reported in a way that consumers would find useful in making health care 

decisions and that providers would find helpful in designing strategies to improve quality 

and patient safety.  

In attempting to achieve these goals, payers, providers, standard-setting/accrediting 

bodies, and federal and state agencies have pursued quality metric design, evaluation, and 

reporting, as well as the identification of a multitude of different quality measures. Much 

progress has been made over the years to develop meaningful quality measures and the 

federal government has made progress on aligning quality measures across federal 

programs. However, many entities have somewhat different perspectives and priorities, 

which, when combined with ill-defined and overlapping roles and responsibilities, has led to 

confusion and inefficiencies, including the inability to use the same measures across 

different health care payers. This inability has led to implementation of numerous, disparate 

measures leading to provider burden and confusion among consumers. The use of non-

standardized (non-endorsed) measures by payers (whether similar endorsed measures exist 

or not), modification of endorsed measures, and a lack of uniform use of measures further 

contribute to the confusion and inefficiencies. As discussed in greater detail below, the 

proliferation of these measures burdens providers and undermines both payers and 

consumers. Failure to address the shortcomings in quality measurement will impede the 

shift from fee-for-service to alternative delivery and payment.  
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In 2013, BPC outlined recommendations for prioritizing, consolidating, and improving the 

use of quality measures by consumers and practitioners. While some of those 

recommendations have been adopted, identifying and adopting a limited set of quality 

measures that can be used across payers has been a long-standing challenge for 

policymakers and has not been achieved. This paper focuses on recommendations to 

strengthen the quality-reporting system and the validity of available metrics. BPC 

encourages the present trend of private and public organizations and relevant stakeholders 

working together to better align the current measures and agency promulgation of a core 

set of measures that are clinically relevant and useful to providers, and that can be adapted 

to be accessible to consumers. 
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The Development of 

Quality Measures 

In the early 1990s, several significant reports discussed the gravity of the quality problem in 

America’s health care system6; however, it was the publication of two reports from the 

Institute of Medicine (IOM) that brought national attention to the serious need for quality 

improvement in the U.S. health care system. The first report, To Err is Human: Building a 

Safer Health System, documented safety gaps in health care by noting that up to 98,000 

people die every year in hospitals due to preventable medical errors.7 The second report, 

Crossing the Quality Chasm: A New Health System for the 21st Century (2001), 

documented the failure of the health care delivery system to provide “consistent, high-

quality medical care to all people.”8 The Quality Chasm report establishes six principal 

guiding aims in an effort to change the capacity of the health care system to provide quality 

health care for Americans. These aims are as follows: health care should be safe, effective, 

patient-centered, timely, efficient, and equitable.9 The IOM recommended developing 

standardized measures related to the six aims, publicly releasing these standardized 

performance measures in a manner that is meaningful to both providers and consumers, 

and paying providers based on quality and efficiency.10 

Since IOM’s reports, policymakers and stakeholders have sought solutions to improve 

measurement and reporting on quality in the health care system. Indeed, nonprofit and for-

profit organizations started to focus on the definition and measurement of quality and how 

to collect data on it and use measures to improve it.11 The popularity of using performance 

measurement to assess quality created active development and promotion of measures and 

measurement systems, resulting in a wide variety of measures and transparency of 

performance data.12  

Key Players in the Development of Quality 

Measurement  
Over the past decade, quality-improvement initiatives, task forces, and reports have been 

implemented and published. Today, there are federal and state organizations, private 

entities, trade-associations, nonprofits, and private for-profit organizations that have and 

continue to develop quality measures. The array of organizations adds to the complexity 

and frustration of both providers and consumers of health care services. Some of these 

efforts have been led by the following organizations: 
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The Joint Commission: a nonprofit organization established in 1951 and charged with 

providing voluntary accreditation of hospitals based on a distinct set of minimum quality 

standards. Currently, the Joint Commission accredits and certifies more than 20,000 health 

care organizations and programs. The Joint Commission convened a Cardiovascular 

Conditions Clinical Advisory Panel and, in 2001, announced four initial core measurement 

areas for hospitals, including acute myocardial infarction and heart failure. Collaboration 

between the Centers for Medicare and Medicaid Services (CMS) and the Joint Commission to 

work to align these common measures resulted in the creation of one common set of 

measure specifications documentation known as the Specifications Manual for National 

Hospital Inpatient Quality Measures, which is used by both organizations.13 The Joint 

Commission requires reporting of measures many of which are similar to what CMS 

requires. Also the Joint Commission is beginning to consider performance of hospitals on 

select performance measures as an input into accreditation decisions. The majority of 

funding for the Joint Commission comes from accreditation survey and certification review 

fees. 

Accreditation Association for Ambulatory Health Care, Inc. (AAAHC): a private, 

independent, nonprofit accrediting organization founded in 1979 and dedicated to promoting 

and advancing patient safety, quality, value, and performance measurement in ambulatory 

settings.14 The AAAHC accredits more than 5,800 ambulatory health care organizations 

through peer-based accreditation processes. The AAAHC founded the AAAHC Institute for 

Quality Improvement (the Institute) in 1999. The Institute is a nonprofit organization that 

educates ambulatory health care organizations on performance measurement, 

benchmarking, and quality improvement. The Institute receives funding from study 

participant fees and contributions by interested organizations as well as from unrestricted 

grants.15  

The Agency for Healthcare Research and Quality (AHRQ): a federal agency created in 

1989—today, one of 11 operating divisions of the U.S. Department of Health and Human 

Services (HHS)—to improve quality, safety, efficiency, and effectiveness of health care.16 As 

part of its mission, AHRQ is charged with enhancing public-reporting strategies and 

developing tools to produce better quality and outcomes. The Consumer Assessment of 

Healthcare Providers and Systems (CAHPS) program is an AHRQ initiative that promotes the 

assessment of consumers’ experience with health care.17 The president requested funding 

levels of $479.3 million for FY 2016 ($223 million for research on how to improve the value, 

effectiveness, quality, and results of health care services).18 

The National Committee for Quality Assurance (NCQA): a nonprofit organization 

established in 1990 and charged with managing accreditation programs for individual 

physicians, health plans, and medical groups.19 Currently, NCQA measures accreditation 

performance of health plans through the administration and submission of the Healthcare 

Effectiveness Data and Information Set (HEDIS) and the CAHPS survey. In 1993, it 

published its first Health Plan Report Card (using HEDIS), which was the first time it was 

possible to compare health plans on the effectiveness of care that plan members received.20 
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NCQA accreditation includes a structural review of the organization’s policies and procedures 

as well as performance measures (HEDIS). To a much greater degree than the Joint 

Commission, HEDIS performance results are a key determinant of accreditation (but not the 

only determinant). The NCQA is mostly supported by private and public grants and 

contracts as well as by corporate sponsors; however, it does not accept corporate 

sponsorship of measure development.21 

URAC (originally known as Utilization Review Accreditation Commission): an 

independent, nonprofit organization, formally incorporated in 1990, whose mission includes 

improving quality and accountability of health care organizations using utilization-review 

services (i.e., where organizations determine if health care is medically necessary for a 

patient). URAC also accredits many types of health care organizations (e.g., health plans, 

preferred provider organizations, ACOs). Currently, URAC has more than 30 accreditation 

and certification programs and accredits programs doing business in every state. The URAC 

governing board of directors is composed of consumers, providers, employers, regulators, 

and industry experts.22 Roughly half of URAC’s revenue comes from accreditation fees and 

the other half from grants, publication fees, and conferences.23 

The National Quality Forum (NQF): a private nonprofit membership organization formed 

in 1999 whose mission is to improve the quality of health and the health care system. NQF 

has more than 400 members including consumer organizations, public and private 

purchasers, physicians, hospitals, and other relevant stakeholders. Charged with planning 

an implementation strategy for quality measurement, data collection, and reporting 

standards throughout the health care community, the NQF’s primary role is evaluating 

measures that other organizations develop and present for endorsement. To date, NQF has 

endorsed over 600 measures.24 The Affordable Care Act (ACA) assigns new duties to NQF as 

the consensus-based entity, including convening multi-stakeholder groups to provide input 

to HHS on the selection of performance measures for more than 20 public reporting and 

performance-based payment programs. To fulfill this role, NQF has established the Measure 

Applications Partnership (MAP). About a third of NQF’s $20 million budget is in private 

dollars, including membership dues, foundation grants, and annual conference revenue. The 

other two-thirds of NQF’s budget comes from federal funding from two separate but now 

integrated draws on the Medicare Trust Fund.25 

Additional Public- and Private-Sector Initiatives: Professional societies—such as the 

American Heart Association, American College of Surgeons, and American College of 

Cardiology—and health plans develop measures that may undergo evaluation by the NQF. 

Payers also develop, test, and submit measures for NQF endorsement. For example, the 

NQF endorsed a total cost-of-care measure developed by Health Partners. In addition, for-

profit companies, such as Healthgrades, have developed measures to use in grading health 

care providers. However, these measures have not been evaluated by NQF and, thus, 

researchers question the validity of these “report cards.”26 The Leapfrog Group, an 

employer-based coalition, is one of the types of organizations that publishes a hospital 

“report card” as well as issues a hospital survey that captures hospital performance in 

http://www.qualityforum.org/WorkArea/linkit.aspx?LinkIdentifier=id&ItemID=30277
http://www.qualityforum.org/WorkArea/linkit.aspx?LinkIdentifier=id&ItemID=30277


Transitioning from Volume to Value: Consolidation and Alignment of Quality Measures  |  11 

patient safety, quality, and resource utilization.27 While the overall survey is not endorsed 

by NQF some of its component parts are endorsed. Currently, the Leapfrog Group assesses 

more than 1,400 hospitals. States are currently using quality measures to encourage 

provider accountability; an example is Minnesota, where the Department of Health is 

required by statute to establish a standardized set of quality measures.28 Minnesota’s Health 

Care Delivery Systems Demonstration, a Medicaid shared-savings accountable care 

program, is tying eligibility for payments based on savings to performance on a distinct ten 

measures that are reported as part of the statewide quality-reporting system to ensure 

quality without creating new reporting.29 

Public Reporting and Pay-for-Performance 
As stakeholders—including health care providers, payers, and policymakers—became more 

concerned about quality of care, both public and private payers began to seek ways to 

incentivize higher quality of care. This shift led to the majority of quality-performance 

measure data being used for public reporting of provider performance and, more recently, 

performance-based provider payment (also known as pay-for-performance). Public- and 

private-sector payers shifted from financial incentives for reporting on quality metrics, to 

linking reimbursement to quality. Over time, payers and policymakers have blurred the lines 

on the goal of quality measures. While once considered a patient-safety issue, public and 

private payers also see quality improvement as a means of controlling health care costs by 

eliminating unnecessary or harmful care.  

Public reporting of quality-of-care measures for the public sector began in the early 2000s 

(reporting for the private sector began in the early 1990s) with the purpose of enabling 

patients to make informed health care choices, allowing providers to see what areas need 

improvement, and providing some accountability to consumers’ health care spending.30 

While there is evidence the public reporting has spurred quality improvements, there have 

been studies that show that consumers don’t use the reported information when deciding 

what providers to select, mostly because they are unaware of the information, or the 

information is not presented in a way that the consumer can easily understand and act upon 

to guide choice.31  

Pay-for-performance programs link financial incentive or penalty to the providers’ 

performance on a specific set of quality and cost measures as a way to deliver value instead 

of volume. Both public and private payers are using these models in an effort to improve 

quality and to slow the growth in health care spending.32 There are success stories in the 

application of pay-for-performance models, such as the significant improvement in three 

process measures related to dialysis adequacy and anemia management used in Medicare’s 

End-Stage Renal Disease Quality Incentive Program,33 an 8 percent decrease in Medicare 

all-cause 30-day hospital readmission rates, and a 17 percent decline in hospital acquired 

conditions.34  
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Despite the successes (i.e., improved quality and lower health care costs) in the use of 

quality measures for reporting or performance, there are still problems. The majority of 

measures are process measures (i.e., whether an action was completed, such as 

administering a drug), which are arguably not always a predictor of an appropriate health 

outcome. For example, CMS had a measure for community-acquired pneumonia that 

assessed the appropriate administration of antibiotics within a certain time frame (within six 

hours).35 In this case, making antibiotics a quality measure led to inappropriate use (i.e., 

overuse) of antibiotics, because providers administered antibiotics to patients without 

community-acquired pneumonia.36 This measure was ultimately removed from the reporting 

program.37 There is progress in use of more outcome-oriented measures but this progress 

needs to be accelerated. 

Providers are experiencing increased frustration because of the requirement to report on 

measures for multiple programs and payers. There is concern that the proliferation of 

measures is resulting in measurement fatigue.38 Indeed, an analysis of 48 state and 

regional measure sets (across 25 states and three regional collaboratives) found that there 

is little alignment across measure sets and that most programs modify a portion of their 

measures, which leads to an even greater lack of alignment. Specifically, the analysis found 

that across the 48 measure sets, an incredible 1,367 measures were in use, while only 20 

percent of all measures were used by more than one program.39 Similarly another study of 

29 private health plans found that of the 550 distinct measures identified, there was little 

consistency with the public-program measures.40 The volume of measures is so great that 

organizations must devote a large number of resources to gathering them. Moreover, as 

noted earlier, many metrics are not associated with the desired patient outcome.  

CMS has more than 25 quality-reporting and -performance programs as well as initiatives 

that focus on a variety of health care settings, including hospitals, physicians, post-acute 

care, and others. The majority of these programs use higher reimbursement as incentive to 

the health care provider to report certain quality measures. For example, under CMS’s 

Hospital Inpatient Quality Reporting (Hospital IQR) program, CMS is authorized to pay 

hospitals that successfully report designated quality measures a higher annual update to 

their payment rates. Those hospitals that don’t successfully report receive a reduction, in 

the annual market basket, of two percentage points. CMS also publishes the data received 

by the hospitals, physicians, and other health care settings such as skilled nursing homes, 

so that the information is available to consumers on the relevant websites (e.g., Hospital 

Compare, Nursing Home Compare).  

Before an ACO can share in any savings created, it must demonstrate that it has met the 33 

nationally recognized quality measures for that year.41,42 For those eligible hospitals, 

providers and critical access hospitals participating in the Medicare and Medicaid Electronic 

Health Record (EHR) Incentive Program, nine specific clinical quality measures out of a 

possible 64 must be reported in order to receive incentive payments.43 Medicare 

Advantage’s star rating program has 44 unique measures.44 
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The ACA added multiple quality provisions designed to improve the health care delivered to 

Medicare and Medicaid patients. One such provision is a penalty-based quality 

improvement, which prohibits federal payments to states for Medicaid services related to 

acquisition of certain hospital-acquired infections, while another provision reduces Medicare 

payments for certain hospital-acquired infections and hospital readmissions. In addition, the 

ACA requires qualified health plan (QHP) issuers offering coverage through a Health 

Insurance Marketplace (i.e., exchange) to submit third-party-validated, quality-rating-

system, clinical-measure data and QHP Enrollee Survey response data to CMS as a condition 

of certification.45 More measurements are required for pediatric programs, and states have 

their own quality measures for private plans as well as for Medicaid programs. For example, 

there are more than 30 states that require the use of HEDIS and CAHPS quality measures 

for Medicaid managed-care plans.46 

Current Consolidation and Alignment Efforts 
The CMS metrics described above are all well-intentioned quality-measurement activities, 

some of which are producing results. However, the proliferation of programs and reporting 

requirements has resulted in a lack of measures integration and wasteful redundancy. 

According to the 2015 National Impact Assessment of the CMS Quality Measures Report, 

mandated by Section 3014(b) of the ACA, fewer than half of the quality measures studied in 

that report aligned with other state and federal programs.47 The report encompasses 25 

CMS programs and nearly 700 quality measures from 2006 to 2013.48 Although CMS has 

aligned many of its major quality programs, the need for alignment with the private sector 

and state programs is still needed.  The need for alignment and downsizing has been an 

ongoing concern for years. Although there has yet to be a consensus on how to achieve a 

core set of measures, there have been efforts made by several groups that show promise 

toward a solution. The most recent and significant alignment efforts include: 

The National Quality Strategy (NQS) was published in March 2011 and is led by the 

AHRQ on behalf of HHS. Mandated by the ACA, the NQS was developed through a 

transparent and collaborative process with input from more than 300 groups, organizations, 

and individuals, representing all health care industry sectors and the general public. The 

NQS provides a focus for addressing the profusion of clinical quality measures currently 

used in national programs. The goal of the NQS is to get to measures that matter and 

minimize provider burden.49 HHS releases annual progress reports to Congress on the NQS. 

The HHS Measurement Policy Council, convened in 2012 as a sub-group of the NQS 

Group, works on aligning measures across HHS. The Policy Council is composed of senior-

level representatives from various federal agencies (i.e., AHRQ, CMS, the Centers for 

Disease Control, the National Coordinator for Health Information Technology, the Health 

Resources and Service Administration, the Indian Health Service, the National Library of 

Medicine, the Office of the Assistant Secretary for Health, the Substance Abuse and Mental 

Health Services Administration, the Assistant Secretary of Planning and Evaluation, and ACL 
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Laboratories) and operating divisions across HHS. This group also addresses new measure 

development and implementation, and measurement policy. To date, the Council has 

reviewed nine topics: hypertension control, hospital-acquired conditions/patient safety, 

HCAHPs, smoking cessation, depression screening and care coordination, HIV/AIDS, 

perinatal, and obesity/BMI. The Council has reached consensus to date on core measures 

for hypertension, smoking cessation, and depression and is working on other areas of 

alignment.50 

America’s Health Insurance Plans (AHIP)/CMS/NQF are collaborating to align 

measures across public and private programs in hopes of creating consistency in the quality 

measures being used in government programs and by private insurers. This collaboration, 

led by AHIP, involves input from both public and private payers, including physician 

specialty organizations, and at some point also employers and consumers. The goal is to 

create core measure sets that offer consumers useful information for health care decision-

making and reduce the burden on providers of reporting quality measures.51 

The Institute of Medicine’s Committee on Core Metrics for Better Health at Lower 

Cost is an ad hoc committee exploring measurement of individual and population health 

outcomes and costs, identifying weaknesses and gaps in health care systems, and 

considering approaches and priorities for developing the measures necessary for a 

continuously learning and improving health system. In its report (expected late April 2015), 

the Committee is to propose a basic, minimum slate of core metrics for use with respect to 

people’s engagement and experience in health care, quality, cost, and health. In addition, 

the Committee will indicate how these core indices should relate to, inform, and enhance 

the development, use, and reporting on a more detailed set of measures tailored to specific 

conditions and circumstances; and identify needs, opportunities, and priorities for creating 

and maintaining a metrics capacity necessary for the optimal use of the core metrics.52 

U.S. Department of Health and Human Services: Better, Smarter, Healthier 

Initiative. In January 2015, HHS announced a goal of tying 30 percent of traditional, or 

fee-for-service, Medicare payments to quality or value through alternative payment models, 

such as ACOs or bundled-payment arrangements by the end of 2016 and 50 percent by the 

end of 2018. HHS also set a goal of tying 85 percent of all traditional Medicare payments to 

quality or value by 2016 and 90 percent by 2018 through programs such as the Hospital 

Value Based Purchasing and the Hospital Readmissions Reduction Programs. To make these 

goals scalable beyond Medicare, HHS created a Health Care Payment Learning and Action 

Network. Through the Learning and Action Network, HHS will work with private payers, 

employers, consumers, providers, states and state Medicaid programs, and other partners 

to expand alternative payment models into their programs.53  

The IMPACT Act (P.L. 113-185): The president signed the Improving Medicare Post-

Acute Care Transformation Act of 2014 (IMPACT Act), bipartisan legislation that sets forth 

new and streamlined quality measures across nursing homes, home health agencies, and 

other post-acute care providers participating in Medicare. The IMPACT Act also requires 
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more frequent surveys of hospice providers—a measure the hospice community and the 

National Hospice and Palliative Care Organization has championed for more than a decade.  

The Measure Applications Partnership (MAP) is a public-private partnership convened 

by the NQF for providing input to HHS (for its pre-rulemaking process) on selecting 

performance measures for public reporting, performance-based payment, and other 

programs. The goal of this partnership is essentially to streamline performance metrics—

examining which metrics are relevant for various federal applications, providing input to 

HHS, and encouraging alignment of public- and private-sector measurement initiatives.54 

MAP is set up to encourage alignment across federal programs and implicitly encourages 

public-private alignment, but federal task orders do not provide the resources for such 

work. 
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Where We Are Today 

These alignment initiatives and programs are making contributions toward moving to a 

value-based health care system, and there has been some measurable success. For 

example, from 2010 to 2013, hospital-acquired conditions have fallen by 17 percent.55 This 

progress is due in part to Medicare payment incentives described above, as well as the 

Partnership for Patients initiative launched by the CMS Center for Medicare and Medicaid 

Innovation.56 However, we are still far from reaching the goal of simplifying providers’ 

experience while maximizing benefits to beneficiaries and payers. 

According to recent reports, 33 different CMS programs used over 1,000 measures in the 

second quarter of 2014.57 Roughly half of those measures were unique measures.58 As 

noted above, CMS requires health plans to report a variety of performance measures to 

receive rewards, such as enhanced reimbursement (or a decrease in payment if measures 

are not satisfactorily reported).59 States also require measures to be used for Medicaid 

managed-care programs or by plans through regulation from the states’ health insurance 

department.  

As previously noted, stakeholders in the quality debate (plans, providers, employers, and 

consumers) agree that current quality measures are not achieving their potential in 

improving quality of care. They embrace the vision of a core, consolidated set of outcomes-

based quality measures that can be used across payers. However, achieving the vision has 

proved extremely difficult, despite the best of intentions, because individual stakeholders 

have generally failed to achieve consensus around which measures should be prioritized and 

how they should be used.  

While these individual stakeholders’ concerns about particular measures are often valid, the 

objections have undermined the stakeholders’ broader consensus about what is needed to 

achieve their goal of a much more workable and actionable approach. In part, the failure to 

reach consensus is a disagreement on the purpose of the measures (i.e., improved patient 

safety, or other care outcomes; reimbursement; or making information available to 

businesses, plans, and consumers) and whether the measurement actually achieves its 

purpose (i.e., prevention of hospital-acquired conditions or improved patient satisfaction). 

This fundamental disagreement has led to frustration and failure to reach agreement on 

core measures.  

Without question, there will never be a perfect set of measures in which there is universal 

consensus. However, today’s health care delivery models are moving forward at an 

unprecedented rate, and failure to reach consensus will not slow these models although 

they could discourage provider involvement. They will continue to move forward with the 

current patchwork of measures, which are administratively burdensome to providers, have 
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significant information gaps, and provide little meaningful information to consumers or 

businesses that are making decisions on the quality of plans and providers.  

Clearly, progress in the prioritization and consolidation process with the goal of improving 

care and the care experience needs to be accelerated, even if those measures are not 

perfect today. Failure to achieve progress in this area may undermine confidence in the new 

systems of care that emphasize performance or reporting of measures as a way to achieve 

value-based delivery of health care. We should not let the goal of having the perfect set of 

core measures impede progress in the short-term. As such, efforts to transition from the 

status quo to a better system should not be impeded because there are not core measures 

for every setting or specialty. Such an approach could include versions 1.0, 2.0, 3.0, and 

others, which should be agreed upon and implemented, with the recognition that the latest 

version can and should be improved over time. This process should be done, however, with 

the participation of and buy-in of the key stakeholders who deliver, receive, and pay for 

care. Given the imperative of producing a core set of measures, policymakers should 

implement version 1.0 of a core set of quality measures to use across all payers and 

providers, beginning with primary care measures that are already in progress and later, 

moving into specialty care. BPC’s core set begins with physician measures—arguably 

because this is the sector that is most challenged, with the lack of alignment and the burden 

it places on small-to-midsize physician practices in particular.  
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BPC Recommendations  

Although the measurement process is far from complete or mature, the point worth making 

is that quality can indeed be legitimately quantified, measured, tracked, and trended just 

like many other business variables and activities. A problem that must be recognized, 

however, is that different constituencies view quality management and performance 

measurement differently. For example, some payers may see the goal as patient safety, 

while for others, the goal may be improving quality or lowering costs. The following 

recommendations incentivize the use of a core set of quality measures to use across all 

payers and providers, beginning with primary care measures and later, moving into 

specialty care. Recognizing the difficulty of reaching consensus, BPC leaders believe that the 

current system is broken and that we will not recognize the potential of delivery system 

reform without a core set of quality measures across payers.  

 

Although BPC’s Health Project is focused on the development and use of core measures as 

described in this report, other BPC health program initiatives, specifically the Prevention and 

Health Innovation Initiatives, are also exploring issues related to quality.  

 

BPC’s Prevention Initiative has convened a Prevention Task Force to explore ways to better 

finance prevention and embed it in health care delivery system reform. In their forthcoming 

report, the task force will recommend that CMS integrate two to four population-health 

quality measures into the next generation of ACOs to drive system change that supports 

health by reducing the prevalence of risk factors and the incidence of disease. 

 

BPC’s Health Innovation Initiative has conducted considerable work associated with the use 

of information technology to support new models of care, building upon its initial work in 

this area, as outlined in the report, Transforming Health Care: The Role of Health IT. 

Getting to accurate, timely performance measurement requires—among other things—

electronic access to data that resides in multiple, disparate systems; the use of data 

standards; accurate matching of patient data across multiple systems; and adjustments in 

work flow to assure that the appropriate data is collected at the right time and place. 

Considerable work is needed to align existing IT infrastructure within the U.S. health care 

system today with timely, accurate performance measurement. In the coming months, the 

Health Innovation Initiative will release a set of findings and policy recommendations to 

improve the alignment of IT investments with the needs of performance measurement. 

  

http://bipartisanpolicy.org/wp-content/uploads/sites/default/files/Transforming%20Health%20Care.pdf


Transitioning from Volume to Value: Consolidation and Alignment of Quality Measures  |  19 

Recommendation 1: Support ongoing private-sector efforts. Private-sector 

stakeholders, in coordination with CMS, should identify core measures for use across payers 

and delivery systems.  

 

BPC supports ongoing private-sector efforts (AHIP and primary and specialty care medical 

societies working in conjunction with CMS and NQF) to agree on a core set of evidence-

based quality measures and encourage private-sector leaders to continue these efforts. 

Over time, those working to agree on core measures will expand stakeholders to include 

consumers and their representatives, business groups, other providers and states. The 

importance of the integration, involvement, contributions, and support of these users 

cannot be overstated. All parties involved must understand and accept that any progress 

will certainly not reflect the final step in the process of securing extremely good quality 

measures. If done right, this process and the products it produces will evolve and improve 

over time. As measures are agreed upon, providers and payers should coordinate with 

health IT vendors to assure standardization and feasibility of provider reporting of each 

identified core measures.  

 

Recommendation 2: Develop an easily understood quality rating system for 

consumers. Measures should be converted into a rating system that can be understood by 

consumers. This translation should be done by the same private stakeholder group in 

coordination with CMS and with strong involvement of consumer groups. For example, CMS 

could use a system similar to (a revised and improved) Medicare’s star rating system.  

 

Currently, the content and publication of health-quality information is available to 

consumers in a wide variety of displays. To name a few, there are performance measures 

on hospitals, nursing homes, hospices, and home health agencies that are publicly available 

on the HHS Web-based compare sites. There are quality ratings of quality health plans and 

providers that will be displayed starting in 2016 as part of the state and federal 

marketplaces. There is published comparative information on health plans, displayed as 

HEDIS measures. Regardless of the source, quality measures can be presented in a variety 

of ways and thus are hard to measure in a consistent manner. For example, the majority of 

measures show positive actions or outcomes, so the higher those measures score, the 

better; whereas for measures that focus on negative outcomes, such as mortality, a lower 

score is better.60 For consumers, this lack of comparability can create confusion. Slightly 

different measures (lookalike measures) can also be reported that add burden to providers 

and confuse consumers. 

To help facilitate the implementation of these measures and to replicate approaches that are 

gaining more acceptance, private stakeholders (especially those organizations with 

experience in providing understandable information to consumers), in cooperation with 

CMS, should utilize something along the lines of the star rating system, which is now being 

used by CMS and Medicare beneficiaries to assess Medicare Advantage health plans. The 
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measures focus on an array of clinical quality, customer satisfaction, and other beneficiary 

experience areas. Critics, such as the Government Accountability Office, question whether 

the program is rewarding mediocre care.61 Other critics argue that the star rating standards 

are difficult to measure. However, in January of this year, CMS strengthened the rating 

program to give families and beneficiaries more meaningful information. Consideration 

should be given to the applicability of this steadily improving quality-measuring tool in the 

private sector.  

Recommendation 3: Emphasize role of a standards-setting organization. The 

identification of core measures will require a national standards-setting organization to 

continually endorse measures and recommend selection; the organization will also identify 

and prioritize key measure gaps to fill. CMS and Congress should continue to support this 

effort. 

The development of a set of core measures will require a continuation of ongoing efforts to 

identify and adopt evidence-based and consensus-based measures. It is important that core 

measures be meaningful and that a process to address gaps in measures continues. For 

example, MAP is a public-private partnership that was established by the ACA, and it 

represents an important innovation in the regulatory process. Convened by the NQF, the 

MAP’s primary purpose is to provide input to HHS on selecting performance measures for 

public reporting, performance-based payment programs, and other purposes. It will be 

imperative to make sure that the “endorsed” measures are evidence-based, scientifically 

valid and reliable, and able to discriminate performance so as not to misclassify providers 

and pay incentives to the wrong measures. 

As part of the alignment effort described above, NQF should develop pathways that allow 

clinically relevant quality and cost measures to be accelerated in the process toward an 

endorsement for intended use. For example, the measures could be used initially for 

quality-improvement purposes, and those that meet more rigorous standards could be used 

for payment. In addition to promoting safety and clinical improvement, quality metrics 

enable accountability for health care dollars flowing from public and private payers. NQF is 

in an excellent position to ensure the process for creating these pathways is balanced and 

includes input from relevant stakeholders, such as the federal government, employers, and 

consumers. 

Recommendation 4: CMS must promulgate measures for physicians, QHPs, 

hospitals, post-acute care, and ultimately across all provider groups. CMS should 

promulgate core measures as part of the PQRS and other reporting initiatives, and it should 

apply them across reimbursement models. As measures are promulgated, providers should 

be relieved of other reporting requirements. 
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The Physician Quality Reporting System (PQRS), a program under CMS, is an example of 

penalties being applied if providers do not meet the measures. While participation in PQRS 

is currently voluntary, beginning this year, all providers eligible for incentive payments will 

be subject to penalties for failing to participate. The penalty begins with a 1.5 percent 

reduction for providers who fail to report on the minimum measure set and will increase to a 

2 percent reduction in reimbursement in 2016 and 2017. Due to passage of the Medicare 

Access and CHIP Reauthorization Act of 2015 (MACRA), the payment implications associated 

with this program – and two others: the EHR Incentive Programs and the Value-Based 

Modifier (VBM) – will sunset at the end of 2017. The goal of the PQRS program is to 

incentivize the discussion of quality-oriented questions between patients and providers, and 

to promote awareness among providers of the opportunities for quality improvement 

present in daily care and process.62 In addition to sunsetting the payment implications, the 

recently-passed MACRA legislation consolidates PQRS, the EHR Incentive Programs, and 

Value-Based Modifier into a single system that reduces conflicts and streamlines the 

reporting process. MACRA also includes requirements for the HHS Secretary to develop, 

publish, and report to Congress on a quality measure development plan for provider 

participation in the new “Merit-Based Incentive Payment System” (MIPS) and qualifying 

APMs; it also extends funding for quality measure endorsement, input, and selection at $30 

million for each of fiscal years 2015 through 2017. 

 

One of the objectives of developing a core measures set is to relieve providers of the 

responsibility of reporting on multiple measures for multiple purposes. As core measures are 

promulgated, providers should be relieved of other reporting requirements under Medicare 

and should be credited as having met Medicare requirements of PQRS, electronic clinical 

quality measures within the CMS Medicare and Medicaid EHR Incentive (or “Meaningful 

Use”) program, and other reporting requirements under Medicare. This approach should 

bring providers to the table to negotiate with the private stakeholder group and CMS on 

measures appropriate for their specialties. The Center for Consumer Information and 

Insurance Oversight will coordinate private insurance standards with the Departments of 

Labor and Treasury. Under current regulatory structure, HHS, Labor, and Treasury 

promulgate private insurance standards and such to assure that employers also utilize the 

same core metrics. 

 

Recommendation 5: Incentivize Medicaid and non-QHP state-regulated plans. 

States that implement core measures in Medicaid (including pediatric measures) should 

receive an increase in FMAP (1 percent) for the first two years of implementation for claims 

made by plans or providers reporting core measures to the states. States must use these 

measures in lieu of other duplicative measures to receive enhanced matching.  

 

States should be a part of the development of core measures, and they could be 

incentivized through Medicaid to participate and use the measures. As previously noted, a 

2013 study found little alignment across 48 regional and state measure sets. Of the national 

standard measures used in these regions’ and states’ measure sets, not one measure 

http://healthitanalytics.com/glossary/ehr-incentive-programs/
http://healthitanalytics.com/glossary/ehr-incentive-programs/
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appeared in every set. Further convoluting the problem, states and regions often modify the 

measures and utilize non-standardized measures.63 Misalignment of measurement between 

federal and state programs can undermine value-based purchasing initiatives especially if 

providers are receiving mixed clinical messages. Varying measures can also impede the 

ability to measure and pay on the basis of comparative performance if measures are not 

comparable across programs. A public-private alignment across Medicaid and states must 

be facilitated in order to achieve the implementation of a core set of measures across all 

payers. 
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Conclusion 

While it is clear that the quality movement has advanced considerably, the lack of 

standardized performance measures has made it difficult to make comparisons across 

institutions’ practices. Much better systems and more timely access to clinical information 

are needed for managing measures and helping people make informed decisions about their 

care.  

 

Meaningful core quality measures can offer a wide variety of benefits to health care 

providers and consumers. Providers are asked to report on a variety of quality measures 

mandated by different entities, including physician registries, Medicare and Medicaid as a 

condition of reimbursement, and private plans as a precondition to participation, just to 

name a few. Often, the roles and responsibilities of organizations such as health plans and 

accrediting bodies are ill-defined in the area of quality reporting, leading to confusion and 

inefficiencies. This lack of clarity can place an unnecessary administrative burden on health 

care providers, forcing them to use resources to report on redundant, conflicting, or 

irrelevant metrics. Moreover, these inefficiencies with the current disjointed reporting 

system do little to address the more critical goals of allowing providers to objectively assess 

their own performance and strive to improve the quality and safety of care. Repairing this 

current, dysfunctional system will require a cooperative effort among all quality 

stakeholders, a clear vision with defined priorities, and a willingness to work toward 

common goals, such as simplifying the provider’s experience while maximizing benefits to 

the beneficiaries and payers. 
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