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REFLECTIONS

Clinical Concerns About Clinical 

Performance Measurement 

ABSTRACT
Performance measurement has become one of the foundations of current efforts 
to improve health care quality and has successfully increased compliance with 
practice guidelines in many settings. Despite the successes of performance mea-
surement, many physicians remain apprehensive about its use because perfor-
mance measurement “gets in the way of” delivering good care. There are several 
reasons clinicians might feel this way. First, performance measurement is increas-
ingly being extended to areas that have only a small clinical benefi t and thus risk 
diverting attention from other more important but unmeasured aspects of care. 
Second, most performance measurement systems provide no priority for follow-
ing guidelines likely to yield a large clinical benefi t compared with guidelines 
likely to yield at best a small clinical benefi t. Third, performance measures focus 
physicians’ attention narrowly on compliance with those measures rather than 
more broadly on the needs of the individual patient. Because performance mea-
sures are evaluated at the level of the indicator, they may crowd out quality at 
the level of the patient that is equally important but that cannot be easily mea-
sured. Performance measures play an important role in improving health care 
quality and will undoubtedly continue to do so; however, they are only one part 
of the solution to improving health care quality. Good performance is not neces-
sarily good care, and pressure to improve performance can come at the sacrifi ce 
of good care. In its current state, performance measurement is better suited to 
improving measured care than improving the care of individual patients. 

Ann Fam Med 2007;5:159-163. DOI: 10.1370/afm.645.

INTRODUCTION

P
erformance measurement has become one of the foundations of cur-

rent efforts to improve health care quality. The concept underlying 

this approach is that clinical performance will improve by setting 

standards for clinical processes or outcomes and measuring performance 

against those standards. The idea is borrowed from industrial approaches 

to quality improvement and has great intuitive appeal because it has the 

potential to link practice with evidence and standardize care.

There is compelling evidence that performance measurement leads 

to performance improvement. For example, in 1995 the US Department 

of Veterans Affairs began measuring and providing feedback on perfor-

mance along selected clinical indicators in screening, prevention, and 

treatment of common disorders.1 Pneumococcal and infl uenza vaccination 

rates more than doubled as a result, and substantial improvements were 

made in rates of appropriate diabetes management.2 As the successes of 

performance measurement have become clear, performance measures 

have proliferated and now cover a progressively larger portion of clini-

cal care in many health care settings. Indeed, the potential for quality 

improvement is seen to be so great that measured performance is increas-

ingly being used in the United States and elsewhere, not only to provide 
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quality-of-care information to physicians and the pub-

lic, but also to determine physicians’ compensation.3,4

Despite the successes of performance measurement, 

some physicians continue to express apprehension 

about these measures. Some concern is expected from 

any group being assessed, and many of these concerns 

have previously been well articulated.5-9 For example, 

there are areas of clinical care that lack evidence-based 

measures.9 When evidence is available, individual phy-

sicians often do not have adequate numbers of patients 

with those particular conditions to assess their perfor-

mance accurately,10 and performance measurement may 

cause physicians to aim for target rates and discount 

patient preferences and clinical judgment.6

Even with increasing attention to the important 

limitations of performance measurement, clinicians 

continue to express concern that performance mea-

surement gets in the way of delivering good care. We 

initially found these protests paradoxical—after all, 

how can a system of performance measurement reduce 

quality of care? After many conversations with physi-

cians, we noted that clinicians believe performance 

measurement hinders health care delivery by focusing 

physicians’ attention narrowly on compliance with 

performance measures rather than on the needs of the 

individual patient. If an individual patient has needs 

that lie outside the measured conditions, performance 

measurement may poorly measure quality of care and 

may give physicians incentive to attend to measured 

medical problems rather than unmeasured ones. 

Our objective in this essay is to help articulate 

the point of view that performance measurement—

although well-meaning and an appropriate part of an 

overall program to improve quality—may inadvertently 

reduce some aspects of health care quality. We synthe-

sized stories related to us by other physicians or from 

our own experiences with performance measurement. 

These stories do not represent a full or balanced view 

of experiences with performance measurement. Instead, 

they are meant to illustrate several related problems 

with these approaches, so that future performance mea-

surement is better able to improve health care quality.

Performance Measures Are Designed to 
Improve Compliance With Practice Guidelines

 Mr Edwards, a 55-year-old man with a history of hyperten-

sion and diabetes, has no complaints, and his blood pressure 

and diabetes are well controlled on his current medications. 

As his physician, Dr Smith, is completing the visit, the 

software in Mr Edwards’ electronic medical record reminds 

her that Mr Edwards’ low-density lipoprotein cholesterol is 

higher than recommended for a patient with diabetes. Based 

on this reminder, Dr Smith recommends starting a medica-

tion to lower Mr Edwards’ cholesterol levels. 

Patients often do not receive recommended 

care.11 Performance indicators are designed to act as 

a safety net for care that is missed—either immedi-

ately, in the form of reminders, or later in the form 

of measurement and feedback. Indeed, performance 

measurement has been shown to improve compliance 

with standards of care and disease-specifi c health out-

comes, and in some cases they may improve overall 

survival.2,12,13 These successes, however, have also led 

to the expansion of performance measurement into 

areas where clinical benefi t may be limited. 

Some Performance Measures Have Limited 
Clinical Benefi t
Dr Green believes that adhering to practice guidelines will 

improve the quality of care he provides to his patients. He 

therefore routinely examines the feet of each of his diabetic 

patients, screening for patients who are at high risk for foot 

complications from loss of sensation or circulation or who 

have unrecognized visible lesions. After several months he 

has not yet found a patient with otherwise unrecognized 

foot ulcers or infections despite the time he has put into his 

screening efforts. 

The idea behind examining diabetic patients’ feet is 

a good one: foot ulcerations cause substantial morbidity 

and lower-extremity amputations might be prevented 

through early identifi cation of ulcers and their risk fac-

tors. In general, screening makes sense if it selects for 

high-risk patients who would not have been otherwise 

identifi ed, and if intervening early improves outcomes. 

For some medical conditions, such as hypercholesterol-

emia, screening and treating patients improves outcomes; 

however, routine examination of diabetic patients’ feet 

may not. Foot examinations for ulcers may not reduce 

the incidence of foot complications.14,15 Larger studies 

might show a benefi t to these practices, but any benefi ts 

are likely to be small. 

Numerous interventions for which performance 

is measured have small magnitudes of effect, such 

as screening for alcohol abuse and depression, or 

counseling for obesity, nutrition, and exercise. The 

problem is not that these issues are unimportant or 

that screening and counseling in these areas are not 

benefi cial to patients. The problem is that these inter-

ventions have small effects or that routine screening 

rarely yields positive cases.16

Small benefi ts are still benefi ts; however, these 

small benefi ts come at a price. Performance measures 

of interventions with small benefi ts are given the same 

weight as performance measures of interventions with 

large benefi ts. In addition, the small overall benefi t of 

some measured interventions must be balanced against 

the potential for clinical reminders to divert attention 

from other more important but unmeasured aspects of 
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care. In a busy patient visit, time taken to comply with 

these performance measures competes with time for 

other activities that may provide more value.

Equal Priority Is Given to All Measures

Mr Walker, a 61-year-old man with mild hypercholesterol-

emia and diabetes, is new to Dr Jones’ practice. Dr Jones is 

careful to attend to recommended performance indicators, 

screening for depression, alcohol, tobacco, and drug use; 

counseling Mr Walker about pneumococcal vaccine, exer-

cise, and diet; and performing the required screening and 

testing related to Mr Walker’s hypercholesterolemia and 

diabetes. She also recommends colorectal cancer screening, 

but Mr Walker is not interested. Dr Jones believes that if she 

had more time to counsel Mr Walker about the importance 

of colorectal screening, he might have agreed to it.

Dr Jones’ general diligence leads to some frustration. 

Had she concentrated her efforts on a few higher-benefi t 

conditions, such as colorectal screening, she might have 

provided more valuable care to this patient. Most per-

formance measurement systems provide no priority for 

following guidelines likely to yield a large clinical benefi t 

compared with guidelines likely to yield, at best, a small 

clinical benefi t. Priority is increasingly important as per-

formance measures proliferate to cover more aspects of 

care but have smaller effects on patient outcomes.

Measured Activities May Crowd Out 
Unmeasured Activities

Mr Frank has not visited his regular doctor, Dr Brown, in 

several years. Recently Mr Frank has noticed that he is 

getting pains in his legs when he walks up hills. Dr Brown 

structures the short visit with Mr Frank around his health 

maintenance, much of which has been missed since he was 

last in. Dr Brown runs through a lengthy list of performance 

measures that are undocumented in Mr Frank’s medical 

record and completes the necessary documentation. Before 

Mr Frank can communicate his complaint of leg cramping, 

the allotted time for the appointment is over and Dr Brown 

has left the examination room. Although Dr Brown asked Mr 

Frank to make a routine follow-up appointment with her on 

the way out, Mr Frank does not return to Dr Brown’s offi ce.

There is little doubt that Mr Frank received poor-

quality care. He did not have his concerns addressed 

and was dissatisfi ed with the encounter. Yet a review of 

Dr Brown’s performance measures may lead to a differ-

ent conclusion. In a limited amount of time, Dr Brown 

managed to comply with a long list of health care indi-

cators, performing screening and counseling designed 

to improve patients’ health and reduce adverse out-

comes. She did not, however, address Mr Frank’s issues.

This example may seem exaggerated, but the 

underlying pressures are real. Performance measure-

ment shifts the priority within a clinical encounter 

from the patient’s expressed needs to the physician’s 

needs. Even well-meaning and evidence-based perfor-

mance measures can encourage this shift in priorities, 

as physicians devote their limited available time fi rst to 

those activities that are measured.

Good performance measures encourage physicians 

to adhere to guidelines for which a strong evidence 

base establishes that improving practice will improve 

outcomes. These performance measures also take time 

away from other activities that may deserve higher pri-

ority for individual patients even though they remain 

unmeasured. Indeed, one limitation of performance 

measurement is that it measures quality of care at the 

level of the indicator, not at the level of the patient. 

The indicators for Mr Frank’s visit suggest that it was a 

productive and high-quality visit. At a patient level, Mr 

Frank’s dissatisfaction with the visit makes it clear that 

the indicators can be misleading in their report of qual-

ity. Because performance measures are evaluated at the 

level of the indicator, they may crowd out the delivery 

of high-quality care in areas that are not being mea-

sured. These pressures will increase as performance 

measurement is associated with stronger incentives, 

such as pay-for-performance compensation.

IMPROVING PERFORMANCE MEASURES
Performance measurement undoubtedly improves care 

in some clinical areas and at a time when nearly one 

half of all Americans do not receive recommended 

care,11 we believe that performance measurement 

is part of the solution. As this approach expands to 

include measures in a larger set of clinical areas, how-

ever, increasingly it will be extended to areas where 

there is limited clinical value, and current problems 

with performance measurement will increase. 

There are ways to improve performance measure-

ment. First, to be a good performance measure, the 

indicated condition must be widespread, events related to 

the condition must be common, and there must be a well-

established evidence base suggesting that intervention in 

the indicated condition improves outcomes suffi ciently 

to justify the overall effort. The number of clinical situa-

tions that satisfy these conditions is likely to be limited.

Second, each measured indicator should be 

weighted by its clinical value. Many physicians have 

incentives to comply equally with measures that 

provide a small patient benefi t and measures that sub-

stantially improve health. As performance measures 

proliferate, setting priorities becomes even more 

important. One way to address this issue is with a 

weighting system. An example of a weighting system is 

the United Kingdom’s Quality and Outcomes Frame-

work, which uses a point system that translates points 
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into physician payment. A complex method of alloca-

tion makes points available based on the prevalence of 

the conditions covered by the Quality and Outcomes 

Framework and the workload required to provide care 

to the relevant standard.3 A weighting system should 

also reward physicians for giving relative priority to 

performance measures with a greater expected benefi t 

for the patient. Although these weighting systems 

increase the complexity of performance measurement 

and implementation, they may provide the clinical face 

validity to help physicians accept what performance 

measurement can offer and help physicians give prior-

ity to areas most clinically benefi cial. 

Even so, limiting performance measures to good 

measures and implementing weighting systems will not 

overcome the fundamental difference between measur-

ing and improving quality at the level of the indicator 

and measuring and improving quality at the level of the 

patient. Existing performance measurement systems are 

associated with improvements in quality along those 

measured indicators.2,12 Nevertheless, there is little 

consensus that these programs increase the quality of 

care more generally at the level of the patient.17 It is 

plausible that shifting clinical concentration to mea-

sured areas of care will crowd out activity in unmea-

sured areas that could have provided important clinical 

benefi ts, such as, for example, when Dr Brown does not 

attend to Mr Frank’s leg cramps.

It is possible that the care of Mr Frank’s leg cramps 

represents a clinical situation which ought to receive 

measurement priority. One solution is to include 

performance measures of patients’ global rating of 

their health care, such as patient satisfaction. These 

measures emphasize patients’ overall quality of care 

across diseases rather than disease-specifi c components 

of quality. Measures of interpersonal care have been 

extensively tested and validated18 and will soon be 

added to the list of measures the Centers for Medicare 

and Medicaid Services uses to assess quality of care 

at hospitals.19 Although patients’ ratings of their care 

certainly add an important dimension to performance 

measurement, such measures are not associated with 

technical quality of care,20 and patients may give more 

weight to interpersonal aspects of care than to techni-

cal quality of care when choosing clinicians.21 Clearly, 

satisfying patients’ immediate perceived needs is 

important, but so is meeting standards of technical 

quality of patient care11 and patient safety.22 The latter 

two are not easily evaluated by patients even in the 

setting of performance measurement, and the right bal-

ance between elements of care that are perceptible or 

imperceptible by patients will never be settled.

Another way to give measurement priority to 

overall quality of care is to change measurement 

methods. Measures might be more useful if they assess 

performance more broadly rather than assess discrete 

disease-specifi c elements of care delivery. Structured 

implicit review, a process whereby an expert reviewer 

judges the quality of care for an individual patient 

after reviewing the entire medical record,23 is one 

way to achieve broader performance assessment. A 

broader assessment would attempt to judge the quality 

of care at the level of an individual patient case. Such 

processes are labor intensive and costly, but they are 

reliable,24 have face validity, and can capture elements 

of care that are often the most important to patients. 

Another solution is to narrow the role of per-

formance measurement in quality improvement and 

maintain it within the broader set of activities that aim 

to improve health care. The complexity of health care 

makes it implausible that performance indicators could 

be developed for everything, or even that performance 

measurement alone can improve quality broadly. 

Rather, performance measurement should be seen as 

only one aspect of quality improvement,25 and perhaps 

a narrow one.

Performance measurement and pay for perfor-

mance are well-intentioned and almost surely part 

of the right answer toward improving health care. 

They are easily oversold, however, and alone they 

risk directing our attention to what is measurable 

rather than what is important. Clinical performance 

is different from clinical care. Good performance is 

not necessarily good care, and pressure to improve 

performance can come at the sacrifi ce of good care. 

In its current state, performance measurement is bet-

ter suited to improving measured care than improving 

the care of individual patients. So long as our focus 

remains on patients, our quality improvement efforts 

ought to be directed there. 

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/5/2/159. 
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