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The future of health care is value-based 
care. If Value equals Quality divided by 
Cost, then a defined, validated way to 

measure Quality is paramount to that equa-
tion. (Fortunately, Cost comes with convenient 
measurement units called dollars.) Payers now 
are asking health care providers to shift from a 
fee-for-service to a value-based reimbursement 
structure to encourage providers to deliver the 
best care at the lowest cost. Providers who can 
embrace this data-driven paradigm will suc-
ceed in this new environment.

So how do we define high-quality care? 
What makes a good quality measure? How do 
you actually measure what happens in a clini-
cal encounter that impacts health outcomes? 

To answer these questions, organiza-
tions have constructed standardized clinical 
quality measures. Clinical quality measures 
facilitate value-based care by providing a 
metric on which to measure a patient’s qual-
ity of care. They can be used 1) to decrease 
the overuse, underuse, and misuse of health 
care services and 2) to measure patient en-
gagement and satisfaction with care.

What are quality measures? 
The Academy of Medicine (formerly named 
the Institute of Medicine) defines health 
care quality as “the degree to which health 
services for individuals and populations 
increase the likelihood of desired health 
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outcomes and are consistent with current 
professional knowledge.”1 
Clearly defined components and ter-
minology. From a quantitative standpoint, 
quality measures must have a clearly defined 
numerator and denominator and appropri-
ate inclusions, exclusions, and exceptions. 
These components need to be expressed 
clearly in terms of publicly available termi-
nologies, such as ICD (International Classi-
fication of Diseases) codes or SNOMED CT 
(Systematized Nomenclature of Medicine—
Clinical Terms) terms. A measure that asks if 
“antihypertensive meds” have been given will 
not nearly be as specific as one that asks if 
“labetalol IV, or hydralazine IV, or nifedipine 
SL” has been administered. The decision to 
tie the data elements in a measure to admin-
istrative data, such as ICD codes, or to clinical 
data, such as SNOMED CT, also affects how 
these measures can be calculated.
Moving targets. The target of the measure 
also must carefully be considered. Quality 
measures can be used to evaluate care across 
the full range of health care settings—from in-
dividual providers, to care teams, to hospitals 
and hospital systems, to health plans. While 
some measures easily can be assigned to a 
specific provider, others are not as straight-
forward. For example, who gets assigned the 
cesarean delivery when a midwife turns the 
case over to an obstetrician?  
Timeframe in outcomes measurement. 
The data infrastructure is currently set up to 
support measurement of immediate events,  
30-day or 90-day episodes, and health insur-
ance plan member years. Longer-term out-
comes, such as over 5- and 10- year periods, 
are out of reach for most measures. To obtain 
an accurate view of the impact of medical in-
terventions or disease conditions, however, it 
will be important to follow patients over time. 
For example, to know the failure rate of intra-
uterine systems, sterilization, or hormonal con-
traceptives, it is important to be able to track 
pregnancy occurrence during use of these 
methods for longer than 90 days. Failures can 
occur years after a method is initiated. 

Another example is to create a  
performance measure focused on the overall  

improvement in quality of life and costs re-
lated to different treatments for abnormal 
uterine bleeding. How does the patient expe-
rience vary over time between treatment with 
hormonal contraception, endometrial abla-
tion, or hysterectomy? Which option is most 
“valuable” over time when the patient experi-
ence and the cost are assessed for more than a  
90-day episode? These important questions 
need to be answered as we maneuver into a 
value-based health system.
Risk adjustment. Quality measures also may 
need to be risk adjusted. The “My patients are 
sicker” refrain must be accounted for with full 
transparency and based on the best available 
data. Quality measures can be adjusted using 
an Observed/Expected factor, which helps to 
account for complicated cases.2

Clearly, social and behavioral determi-
nants of health also play a role in these ad-
justments, but it can be more challenging to 
acquire the data elements needed for those 
types of adjustments. Including these data 
enables us to evaluate health disparities be-
tween populations, both demographically 
and socioeconomically.3 This is important 
for future development of minority inclu-
sive quality measures. Some racial and eth-
nic minority populations have poorer health 
outcomes from preventable and treatable 
diseases. Evidence shows that these groups 
have differences in access to health care, 
quality of care, and health measures, includ-
ing life expectancy and maternal mortality. 
Access to clinical data through quality mea-
sures allows for these health disparities to be 
brought into quantifiable perspective and as-
sists in the development of future incentive 
programs to combat health inequalities and 
provide improved delivery of care.

Developing quality measures 
Quality measures generally fall into 4 broad 
categories: structure, process, outcome, and 
patient experience (TABLE, page 33).4,5 Quality 
measure development begins with an assess-
ment of the evidence, which is usually derived 
from clinical guidelines that link a particular 
process, structure, or outcome with improved 
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What makes a quality “quality measure”?

patient health or experience of care. For exam-
ple, the American College of Obstetricians and 
Gynecologists (ACOG) has developed a clinical 
practice guideline for screening, diagnosing, 
and managing gestational diabetes. The guide-
line addresses drug therapies, such as insulin, 
and alternative treatments, such as nutrition 
therapy. Much like the process for creating the 
guideline itself, translating the guideline into a 
quality measure requires a thoughtful, trans-
parent, and well-defined process.
Role of the quality measure steward. 
Coordinating the process of translating ev-
idence-based guidelines into quality mea-
sures requires a measure steward. Measure 
stewards usually are government agencies, 
nonprofit organizations, and/or for-profit 
companies. During the development process, 
the steward usually reaches out to additional 
stakeholders for feedback and consensus. 
Development process steps include: 
•	 evaluation of the evidence, including the 

clinical practice guideline(s)
•	 consensus on the best measurement ap-

proach (consider the feasibility of the mea-
surement and how it will be collected) 

•	 development of detailed measure speci-
fications (that is, what will be measured  
and how)

•	 feedback on the specifications from stake-
holders, including professional societies 
and patient advocates

•	 testing of the measure logic and clinical va-
lidity against clinical data

•	 final approval by the measure steward. 
Endorsement of quality measures. After 
a quality measure is developed, it is often en-
dorsed by government agencies, professional 
societies, and/or consumer groups. Endorse-
ment is a consensus-based process in which 
stakeholders evaluate a proposed measure 
based on established standards. Generally, 
stakeholders include health care profes-
sionals, consumers, payers, hospitals, health 
plans, and government agencies.  

Evaluation of quality measures includes 
these important considerations:
•	 Are the necessary data fields available in a typ-

ical electronic health record (EHR) system?
•	 What is the data quality for those data fields? 

•	 Can the measure be calculated reliably 
across different data sets or EHRs?

•	 Does the measure address one of the Na-
tional Academy of Medicine quality prop-
erties? According to the academy, quality 
in the context of clinical care can be de-
fined in terms of properties of effective-
ness, equity, safety, efficiency, patient 
centeredness, and timeliness.1

ACOG’s role in developing 
quality measures
In October 2016, the Centers for Medicare 
and Medicaid Services released the final 
Medicare Access and CHIP Reauthoriza-
tion Act of 2015 (MACRA). Under this rule, 
the Merit-based Incentive Payment System 
(MIPS) was created, which was intended to 
drive “value” rather than “volume” in pay-
ment incentives. Measures are critical to de-
fining value-based care. However, the law has 
limited or no impact on providers who do not 
care for Medicare patients. 

Clinicians eligible to participate in  
MACRA must bill more than $90,000 a year in 
Medicare Part B allowed charges and provide 
care for more than 200 Medicare patients 
per year.6 This means that the MIPS largely 
overlooks ObGyns, as the bulk of our patients 
are insured either by private insurance or by 
Medicaid. However, maternity care spend-
ing is a significant part of both Medicaid and 
private insurers’ outlay, and both payers are 
actively considering using value-based finan-
cial models that will need to be fed by quality 
metrics. ACOG wants to be at the forefront 
of measure development for quality metrics 
that affect members and has committed re-
sources to formation of a measure develop-
ment team.

ACOG wants providers to be in control 
of how their practices are evaluated. For this 
reason, ACOG is focusing on measures that 
are based on clinical data entered by provid-
ers into an EHR at the point of care. At the 
same time, ACOG is cognizant of not increas-
ing the documentation burden for provid-
ers. Understanding the quality of the data, 
as opposed to the quality of care, will be a  
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fundamental task for the maternity care reg-
istry that ACOG is launching in 2018.

What can ObGyns do?
Quality measures are about more than just 
money. Public reporting of these measures 
on government and payer websites may in-
fluence public perception of a practice.7 The 
focus on patient-centered care means that 
patients have a voice in their care, financially 
as well as literally, so expect to see increased 
scrutiny of provider performance by patients 
as well as payers. One way to measure patient 
experience of treatments, symptoms, and 
quality of life is through patient-reported out-
come measures (PROMs). Assessing PROMs 
in routine care ensures that information only 
the patient can provide is collected and ana-
lyzed, thus further enhancing the delivery of 
care and evaluating how that care is impact-
ing the lives of your patients.

The transition from fee-for-service 
to a value-based system will not happen 

overnight, but it will happen. This transi-
tion—from being paid for the quantity of 
documentation to the quality of documen-
tation—will require some change manage-
ment, rethinking of workflows, and better 
documentation tools (such as apps instead of 
EHR customization). 

Many in the medical profession are 
actively exploring these changes and new 
developments. These changes are too im-
portant to leave to administrators, coders, 
scribes, app developers, and policy mak-
ers. Someone in your practice, hospital, or 
health system is working on these issues to-
day. Tomorrow, you need to be at the table. 
The voices of practicing ObGyns are critical 
as we work to address the current challeng-
ing environment in which we spend more per 
capita than any other nation with far inferior 
results. Measures that matter to us and to our 
patients will help us provide better and more 
cost-effective care that payers and patients 
value.8  

TABLE  Types of quality measures4,5

Type Description Example

Structure Assesses the characteristics of care setting, including 
facilities, personnel, and/or policies related to care delivery

Does an intensive care unit have a critical care 
specialist on staff at all times?

Process Determines if the services provided to patients are 
consistent with routine care delivery 

Does a doctor ensure that his or her patients 
receive recommended cancer screenings?

Outcome Evaluates patient health as a result of the care received What is the survival rate for patients who 
experience heart attack?

Patient experience Provides feedback on patients’ experiences of care Do patients report that their provider explains 
their treatment options in ways that are easy to 
understand?
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Dr. Kimberly 
Gregory and 
colleagues bring 
you part 3 of this 
series on value-
based medicine 
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“The role of patient-
reported outcomes 
in women’s health.”


