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committee time in deciding what metrics to 
use; and administrative staff, including highly 
trained professionals with data-management 
and statistical experience. The current cost of 
the QOF program in England is approximately 
1 billion English pounds per year (1.4 billion 
US dollars), which would make cost-effective-

ness questionable even if improvements were 
clearly shown.10 In the United States, the total 
cost of implementing and sustaining outpatient 
and inpatient P4P programs is unknown. A 
recent study estimated that US physician prac-
tices spend more than $15.4 billion each year 
reporting quality metrics, which equals about 
$40,000 per physician per year.11 To our knowl-
edge, there are no cost-effectiveness studies. 

Unintended Consequences
All practice changes have unforeseen conse-
quences, and the focus on metrics is no excep-
tion: there are negative effects on the physician-
patient relationship and workforce satisfaction.12 

P4P programs may shift the focus of the 
visit towards data collection and questions rel-
evant to what is being measured rather than 
what is actually important.13 This is often at the 
expense of the patient’s agenda, with a “by 
the way, what brings you in?” question at the 
end of a litany of metric-aimed questions. P4P 
programs have the potential to disrupt the phy-
sician-patient relationship. In the QOF experi-
ence, there were no significant improvements 

and lower health care costs.1 Several systematic  
reviews have concluded that P4P programs 
have not consistently shown improvements in 
quality measurements.2-4 

For example, the United Kingdom has a 
10-year history of national-level systematic P4P 
experience that includes clinical metrics, patient 

satisfaction, and organizational indicators. The 
Quality and Outcomes Framework  (QOF) was 
initiated in 2004 and included paying primary 
care physicians up to 25% of their income for 
achieving 147 quality metrics. Initially there were 
minor improvements in a few of the quality met-
rics related to diabetes and asthma, but they 
were not sustained after 2 years.5-7 In response 
to these results, the program is now undergoing 
a major revision in England and has been aban-
doned altogether in Scotland in favor of local 
“quality circles” of 10 to 15 practices working 
collaboratively on quality improvement. 

Similarly, a P4P program in the state of 
Washington was not associated with any signifi-
cant changes in quality measures over 4 years.8 A 
recent analysis assessing the validity of 86 Quality 
Payment Program measures in the United States 
found only 32 (37%) were rated as valid and 24 
(28%) were deemed of uncertain vailidity.9

What is the Cost of Tracking Metrics?
Tracking metric costs include payment to 
physicians; administrative cost of develop-
ing, implementing, and maintaining programs; 

Metrics are pulling medicine into a 
large data vortex at the potential 
expense of patient care and physi-

cian satisfaction. Primary care clinicians are inun-
dated with data from patient satisfaction scores, 
patient panel size reports, quality metrics, and 
electronic medical record (EMR) meaningful use 
metrics. The use of metrics, like other medical 
interventions, has potential costs and harms as 
well as benefits and should be based on good 
science and a careful analysis of outcomes. 

As physicians, we have a professional and 
ethical obligation to apply the same rigor of evi-
dence to implementing metrics as we do for diag-
nostic testing and therapeutic decision-making. 
In this essay, we ask the following questions: Do 
metrics lead to positive patient care outcomes? 
What is the cost of measuring and reporting met-
rics? What are the risks and unintended conse-
quences of focusing on metrics? We cannot defini-
tively answer these questions, but we do provide 
a rubric to guide such endeavors. 

Do Metrics Improve Patient Outcomes?
Of all the metric systems, the most studied are 
pay-for-performance programs (P4P). To date, 
these programs have failed to achieve the 
Institute of Healthcare Improvement Triple Aim 
of high quality care, improved population health, 
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in patient satisfaction between 2003 and 2007.7 
Although mean scores on the physician-commu-
nication scales and wait times did not change, 
continuity of care decreased significantly.6 There 
is also a potential to discharge patients from the 
practice if they are not meeting targets. In a 
qualitative study comparing English physicians 
with California physicians, California physicians 
were more likely to express frustration with non-
adherent patients, sometimes discharging these 
patients from their practices.14 

METRICS for Metrics 
The judicious use of valid metrics has the poten-
tial to significantly improve quality of care, 
health inequities, and population health; their 
use should not be altogether abandoned. Going 
forward we propose the following basic prin-
ciples for metrics, similar to those proposed by 
Young Roberts & Holden, and by Saver et al.15,16

1. Metrics should address patient-centered, 
clinically Meaningful outcomes.

2. Metrics should be Evidence-based.
3. Metrics should be re-evaluated in a Timely 

fashion when new evidence emerges.
4. The Return on investment, benefits and risks 

of measuring the metric should be evaluated.
5. Metrics should be Individualized.
6. Metrics should address meaningful Com-

munity and population health outcomes.
7. Shared decision-making should be 

accounted for, whether or not a patient 
accepts or declines a test or treatment.

CONCLUSION
As US health care systems continue to invest 
large sums while linking compensation to “qual-
ity metrics,” it is time to insist that the use of 
metrics be supported by evidence and guided 
by scientific and ethical principles. All interven-
tions should be useful, cost-effective, and have 
limited “side effects.” To date, P4P metrics have 
not met that test. There are legitimate concerns 
that as more and more metrics are being mea-
sured, we may be losing focus on our patients’ 
concerns, and on the more meaningful but less 
measurable determinants of health. We should 
learn from the United Kingdom’s 10-year expe-
rience with P4P programs. Health care organi-
zations and governmental bodies must pause 
and ask what has been achieved thus far—and 

at what cost—before proceeding down a costly 
and potentially ineffective path.
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Box. METRICs for Metrics

Physician Reviewer
MetaStar, Inc, a non-profit,  
independent quality improvement 
organization, is recruiting board 
certified physicians who are actively 
practicing at least half time in 
Wisconsin for occasional medical 
record review for quality and 
utilization. Hourly reimbursement  
is provided. All specialties are 
needed with a particular need for:

 • Internal medicine
 • Orthopedics
 • Neurology
 • Neurosurgery
 • Hand surgery
 •  Physical medicine/rehabilitation
 • Hematology/oncology

More information is available  
at www.metastar.com.
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