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Increasing attention has been directed in healthcare today to the importance of performance measurement,(i.e., the

implementation of measurable methods to demonstrate that practitioners are engaged in high-quality, evidence-based

medicine). Many medical specialties, as well as many state medical licensing boards, now require that candidates submit

performance measurement data, to be eligible for maintenance of board certification or medical licensure. National or-

ganizations such as the National Quality Forum and the Physicians Consortium for Performance Improvement of the

American Medical Association are active collaborators with federal, state, and medical specialty initiatives to improve

healthcare. These developing efforts are summarized here, with a specific focus on the status of these efforts in the field

of psychiatry.

(Reprinted with permission from Journal of Psychiatric Practice 2007; 14(suppl 2):8–17)

Consumers of health care expect clinicians to
provide high-quality care as a matter of routine.
The Institute of Medicine (IOM) defines high-
quality healthcare in terms of the “degree to which
health care services for individuals and populations
increase the likelihood of desired health outcomes and
are consistent with current professional knowledge”
(1). Although healthcare professionals obviously
want to deliver quality care, national studies have
shown that often this does not occur (2). Evidence-
based clinical practice guidelines summarize cur-
rent professional knowledge and identify best care
practices for optimizing patient management. As
defined by the Department of Veteran’s Affairs
(VA), such guidelines provide “recommendations
for the performance or exclusion of specific proce-
dures or services derived through a rigorous meth-
odological approach that includes the following:

● Determination of appropriate criteria, such as
effectiveness, efficacy, population benefit or
patient satisfaction; and

● Literature review to determine the strength of
the evidence (in part based on study design) in
relation to these criteria” (3).

Evidence-based clinical practice guidelines are
now available for many major mental health and
substance use disorders. The American Psychiatric
Association (APA) and the VA have both invested

in the development, maintenance, and dissemina-
tion of information on the clinical efficacy of psy-
chiatric treatments based on findings in well con-
ducted clinical trials. The APA publishes each
guideline and guideline revision as a supplement to
the American Journal of Psychiatry. The guidelines
are also available online along with a continuing
medical education (CME) course and quick refer-
ence summaries (4).

Unfortunately, gaps between the clinical care rec-
ommended in evidence-based practice guidelines
and the actual care that is delivered have been found
in all clinical specialties, including psychiatry. In
2002, the President’s New Freedom Commission
on Mental Health noted the underuse of evidence-
based practices in the treatment of severe mental
illness (5). In 2002, Bauer et al. reviewed 41 studies
involving adherence to specific mental health
guidelines (26 cross-sectional investigations done
after guideline release, 6 studies conducted before
and after release of guidelines, and 9 controlled tri-
als of specific interventions) and found adequate
adherence in only 27% of the cross-sectional and
pre/post studies (6). In 2003, McGlynn et al. re-
ported that only 54.9% of a sample of randomly
selected individuals from 12 metropolitan areas in
the United States received recommended care
based on 439 indicators of quality of care for 30
acute and chronic conditions as well as preventive
care (2). For example, they found that only 10.5%
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of patients with alcohol dependence received rec-
ommended care involving 5 indicators, while
57.7% of patients with depression received recom-
mended treatment involving 14 indicators. In
2005, the IOM released a follow-up to its 2001
groundbreaking document “Crossing the Quality
Chasm” (1) concerning quality of care for mental
and substance use conditions, in which it reported
that only 24% of 21 studies had documented ade-
quate adherence to specific recommendations in
clinical practice guidelines for the treatment of var-
ious mental and substance use disorders (7). Other
studies have also reported significant variation from
evidence-based practice guidelines in the treatment
of adult depression, bipolar disorder, panic disor-
der, schizophrenia, anxiety disorder, and pediatric
depression (8–13).

CAUSES OF CLINICAL VARIATION

A variety of factors—many of which are legiti-
mate parts of good clinical practice—can lead to
variations in care. However, variation that reflects
the over-, under-, or misuse of clinical interventions
is undesirable and can affect outcomes and waste
scarce clinical resources. Overuse of clinical re-
sources includes use of inappropriate treatments for
which evidence of benefit is lacking; underuse in-
cludes failure to deliver, or a significant delay in
delivering, care that would be beneficial; misuse
includes use of clinical interventions that may pose
significant safety risks. Studies have shown that,
simply because information is available and dissem-
inated in clinical literature orguidelines, clinical
practice does not routinely reflect the adoption and
use of even those practices that are wellgrounded in
research studies and on which there is strong clini-
cal consensus (14).

CLINICIAN-RELATED FACTORS

A number of clinician-related factors contribute
to the gap between evidence and practice:

● The time-consuming process involved in iden-
tifying, reading, analyzing, and applying re-
search evidence applicable to a specific patient
scenario (15).

● The emphasis traditionally placed on clinical
experience and intuition, often referred to as
the “art” of medicine. The validity of this ap-
proach is questionable due to the small Ns of
previous experience and the unreliability of
recollection (15).

● Lack of awareness of the availability or content
of evidence-based practice guidelines (16).

● Delay in implementation: The dissemination
of clinical practice guidelines does not, by it-
self, change practice (17). With the exception
of some new technologies and pharmaceuti-
cals, the timeline for incorporation of new in-
formation into daily practice can exceed a
decade (18).

FACTORS RELATED TO THE HEALTHCARE SYSTEM

A number of factors associated with the health-
care system itself can also contribute to the gap
between evidence and practice:

● Lack of widespread use of practice guidelines in
graduate training: In 2002, Hoge et al. re-
ported that practice guidelines, even those de-
veloped by appropriate organizations using
rigorous methodology, were not being widely
used in the classroom or in supervised clinical
experiences in graduate psychiatry training
programs (19).

● Poorly organized healthcare delivery systems:
Numerous reports, including the 2005 IOM
report mentioned above (7), have emphasized
the negative effects of the decentralized and
fragmented system that supports behavioral
health care in the United States. The current
organizational system requires multiple steps
and clinical handoffs and has resulted in care
that is less than desirable in terms of timeli-
ness, effectiveness, and appropriate uses of
resources.

● Uneven availability of resources: Discrepancies
in the availability of practitioners in urban ver-
sus rural areas affect the ability to access and
deliver appropriate care. In addition, variabil-
ity in financial resources, including lack of par-
ity in mental health coverage, influences the
degree to which recommended care is adopted.

NEED TO INDIVIDUALIZE TREATMENT

When discussing implementation of evidence-
based guidelines, the issue of how to tailor popula-
tion-based practice recommendations to achieve
individualized, patient-centered care invariably
arises. Professional judgment is an important and
accepted component in addressing the complex
scenarios that occur in the treatment of chronic
illnesses. For example, patients with chronic ill-
nesses frequently have multiple comorbid condi-
tions and may be taking multiple medications, thus
increasing the complexity of treatment decisions.
Thus, individualizing treatment involves making
exceptions in order to tailor therapeutic regimens

OLDHAM ET AL.

focus.psychiatryonline.org FOCUS Spring 2011, Vol. IX, No. 2 233

I
N

F
L

U
E

N
T

I
A

L
P

U
B

L
I

C
A

T
I

O
N

S



Systems
(phase 3)

Education
(phase 2)

Uncertainty
(phase 1)

Time

Reprinted with permission from Golden 200322

J Ark Med Soc 2003; 99:232-3 

100%

0%

C
om

pl
ia

nc
e 

ra
te

s

to patients’ unique circumstances and be responsive
to their preferences and values. Such individualiza-
tion of treatment can make it more difficult to im-
plement guidelines and use performance measures.
The use of comprehensive and accessible medical
records (e.g., electronic health records) could assist
in making such treatment decisions. Nevertheless,
it is impossible to estimate how often exceptions to
evidence-based recommendations occur without
some type of tracking process.

REDUCING UNDESIRABLE CLINICAL
VARIATION

A number of strategies have been proposed for
improving the delivery of mental health care. These
include policy changes, reducing system fragmen-
tation, increasing clinician competencies, empow-
ering consumers, implementing chronic disease
case management and collaborative care models,
and implementing clinical quality improvement
and performance measurement.

In its 2005 report, the IOM suggested several criti-
cal pathways for improving the quality of mental
health care, so that it is safe, effective, patient-cen-
tered, timely, efficient, and equitable (7). Among
these critical pathways, the IOM stressed the need for
improvement in how quality of care is measured, not-
ing that the quality measurement and improvement
infrastructure in the behavioral health field is weaker
than that in place for the general healthcare system.
While the IOM report focused on the role of national
organizations in addressing this weakness in infra-
structure, it also identified two ways in which individ-
ual clinicians and provider organizations should be-
come involved:

1. Increasing use of valid and reliable question-
naires or other patient-assessment instru-

ments to assess outcomes of treatment (pa-
tient-centered measurement)

2. Using measures of processes and, when avail-
able, outcomes of care to continuously im-
prove the quality of care delivered, utilizing
techniques such as data feedback and process
redesign (20).

QUALITY IMPROVEMENT AND PERFORMANCE
MEASUREMENT

Quality improvement (QI) initiatives, building
on the definition of quality provided by the IOM,
support clinicians in providing care that is “consis-
tent with current professional knowledge.” In
2007, The American College of Physicians pub-
lished an article in the Annals of Internal Medicine
based on a report from The Hastings Center, an
independent nonprofit bioethics research institute,
in which clinical QI was defined as “systematic,
data-guided activities designed to bring about im-
mediate improvements in health care delivery in
particular settings” (21). The report described QI
as a form of experiential learning that involves de-
liberate actions that are expected to improve care
and are guided by data reflecting the impact of
those actions. The report indicated that QI activi-
ties are an appropriate approach to professional
oversight of clinical practice.

THE IMPROVEMENT CURVE

QI is the third step in a three-phase process that
has been termed the “Improvement Curve” (Figure
1) (22).

Phase 1: The clinical uncertainty phase. Ini-
tially, little consensus or evidence exists regarding
the most effective methods of caring for patients
with a specific condition. As time passes, well con-
ducted clinical trials and expert consensus begin to
identify recommended approaches to care. How-
ever, at this point, overall adherence to these ap-
proaches is usually low because of a lack of wide-
spread familiarity with this information.

Phase 2: The clinician education phase. Dur-
ing the second phase of the Improvement Curve,
focused educational efforts facilitate dissemination
of evidence-based clinical guidelines for care. As a
result of these educational efforts, adherence to
practices consistent with current professional
knowledge improves. However, studies have shown
that improvement rates associated with educational
efforts alone tend to level off as adherence reaches
60%–75% (22).

Phase 3: The support systems phase. During
the third phase of the Improvement Curve, QI

Figure 1. The Improvement Curve
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Implement evidence-based practice 
= Clinical practice guidelines
+ Clinical experience
+ Patient values

Remeasure performance

Modify/add/delete 
interventions as needed

Measure performance:
Clinical performance measures
Descriptive measures

Evaluate performance 
in relation to agreement with 
clinical practice guidelines

This universal quality improvement cycle translated 
to fit clinical practice becomes:
Practice—Measure—Evaluate—Act to Improve Practice—Remeasure

Reprinted with permission from the
American Medical Association23

methods are introduced to promote quality care
and to support improvement. At this phase, it is
assumed that failure to provide care that is consis-
tent with current professional knowledge is no lon-
ger due to lack of familiarity with the evidence, but
rather to a breakdown in the processes of care that
are integral in supporting providers’ daily prac-
tice. Two QI methods can be used to address
these problems.

1. QI performance measures

● Assess quality of care with accurate data to
compare what is done or achieved to what is
desired according to current clinical evidence.

● Provide objective feedback to show the degree
to which clinical practice mirrors or varies
from evidence-based recommendations.

2. QI resource tools

● Support ongoing daily practice-based pro-
cesses necessary to provide evidence-based
care.

● Provide tools (e.g., alerts, flow charts, check
lists, algorithms, and encounter forms) for-
matted to act as reminders to prompt the de-
sired process of care.

● Encourage use of electronic health records to
facilitate coordination of care, accuracy of re-
cords, and collection of data for QI.

Figure 2 presents a model for continuous QI de-
veloped by Deming and Juran that links perfor-
mance measurement and information feedback to
changes that lead to improvement (23).

THE PERFORMANCE MEASUREMENT PROCESS

Performance measurement involves collection,
analysis, and reporting of data that guide QI activ-
ities. The “performance” of healthcare providers in-
cludes 1) systems and processes in place to provide
health care, 2) intermediate results, and 3) long-
term outcomes. Of these three components, long-
term outcomes, while the most meaningful, are also
the most difficult to measure. Because long-term
outcomes are so difficult to quantify, performance
measurement usually depends on measuring pro-
cesses or intermediate results. The process of care
reflects interactions between clinician and patient,
and the selection of interactions that should take
place and when they should occur.

Clinical performance measures assess the differ-
ence between recommended clinical processes and
actual practice patterns. An individual evidence-
based clinical performance measure produces a
quantitative assessment of the quality of care as cur-
rently defined by evidence-based guidelines. Mon-
itoring that uses process-related performance mea-
sures determines the extent to which a particular
evidence-based practice is conducted. The numer-
ical calculation is the rate at which an appropriate
activity is performed (defined in the numerator) in
a defined population (defined in the denominator).
Such monitoring provides feedback to the clinician
on his or her aggregate patterns of care and how that
care corresponds to current clinical recommenda-
tions. Measuring performance and providing ag-
gregated feedback to physicians have been shown to
have a positive impact on the care provided, espe-
cially when baseline adherence to recommended
practice is relatively low (24).

Figure 2. The Physician Continuous Quality Improvement Cycle
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Measurement is, of course, not an end in itself;
rather it is the first step in a cycle in which informa-
tion is used to analyze and improve care (Figure 2).
Performance measures can be used in multiple ways
in this process:

● To provide a baseline understanding of prac-
tice patterns at a point in time or over time

● To identify areas on which to focus attention
and implement improvement interventions

● To assess the impact of improvement inter-
ven tions

● To monitor the process of providing care over
time to demonstrate quality.

Just measuring and providing data to health-
care professionals will not, in isolation, bring
about improved adherence to the processes of
care outlined in evidence-based clinical practice
guidelines. To achieve desired improvement, the
required changes in practice patterns must be
facilitated and supported by activities at the point
where care is provided. Such quality-improve-
ment activities include point-of-care flags or re-
minders as well as documentation systems that
provide aggregated information to facilitate re-
view of response to therapy over time. When an
activity-based change is determined, through re-
measurement, to have supported the desired im-
provement, then that activity should be adopted
into the ongoing daily practice of an individual
provider or the organization/site of care that sup-
ports that provider, so that the targeted practice
does not return to pre-intervention levels. This
final step completes the cycle of measurement-
based quality improvement.

THE IMPACT OF PERFORMANCE
MEASUREMENT

Clinicians need to be informed about public
quality improvement and performance measure-
ment initiatives and play a role as early collabora-
tors in shaping policy and application in these areas.
The IOM report suggested that a performance
measurement system should provide information
for multiple uses, including provider-led improve-
ment efforts, public reporting, payment and benefit
design, and population health initiatives. Cur-
rently, efforts are underway to implement public
reporting, performance incentivization, and profes-
sional education and engagement.

INTERNAL VERSUS EXTERNAL PERFORMANCE
MEASUREMENT

The quality improvement cycle described above
(Figure 2) involves internal use of performance
measurement within the healthcare community to
study and improve quality of care. Professional
commitment is the significant motivation to en-
courage physicians to participate in performance
measurement initiatives designed to provide them
with feedback comparing their performance with
national benchmarks and identifying areas for im-
provement.

However, an important and growing external in-
centive for performance measurement exists in the
public healthcare arena, where the stated goal is to
provide objective measures of the competence of
healthcare providers, persons, or organizations and
their ability to deliver healthcare value, translated as
high-quality care and cost-effective resource utiliza-
tion. Physicians are increasingly being held ac-
countable for the quality of care they provide, with
every proposal for healthcare reform now including
requirements for measuring performance. While
these initiatives were initially focused on general
medical-surgical specialties, this movement has
rapidly spread into the field of psychiatry. Never-
theless, as reported by the IOM in 2005 (7), the
infrastructure needed to measure, analyze, and
publicly report data on mental health and sub-
stance abuse care remains less well developed than
that for general health care (25).

The purposes for which external performance
measurement is used depend to some extent on the
stakeholder involved, although the goal is always
related to accountability for quality of patient care
and is frequently also relevant to purchasing deci-
sions (Table 1). Payers for healthcare services are
increasingly demanding information on the quality
of the health care they are purchasing. Current ini-

Table 1. Use of Performance
Measurement by Different Stakeholders

Stakeholder
Areas in which performance
measurement is employed

Private payers Purchasing decisions

Government Purchasing decisions

Policy-making

Managed care Purchasing decisions

Selection/retention of providers

Marketing to payers

Consumers Choice of healthcare providers

Enrollment or re-enrollment decisions

Accreditation
organizations

Monitoring of regulations and standards
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tiatives are likely to lead to future requirements that
physicians participate in national programs of per-
formance measurement as a prerequisite to receiv-
ing payment or being included in approved panels.
Public pressure for competency assessment has also
led to professionally directed initiatives for perfor-
mance measurement and QI to assure high quality
care. Maintenance of certification (MOC) in many
specialties requires the measurement of perfor-
mance in selected clinical domains (see discussion
of Board Recertification below).

PUBLIC INITIATIVES

The U.S. Department of Health and Human
Services (HHS), as the cabinet level federal agency
with responsibility for the Centers for Medicare
and Medicaid Services (CMS), the Agency for
Healthcare Research and Quality (AHRQ), the
Substance Abuse and Mental Health Services Ad-
ministration (SAMHSA), the Food and Drug Ad-
ministration (FDA), and the National Institutes of
Health (NIH), has launched a significant public-
private collaborative initiative to improve the qual-
ity and value of the health care delivered in this
country. Based on the hypothesis that public re-
porting is the surest way to achieve better health
care at lower cost, the Value-Driven Health Care
(VDHC) Initiative aims to provide the public with
information about the quality and cost of services
delivered by healthcare providers (26). This ambi-
tious multi-year initiative will require the many
stakeholders in the national healthcare system, in-
cluding providers, consumers, employers, health
plans, unions, government entities, and others, to
work together in collaborative voluntary efforts. Par-
ticipants in the VDHC Initiative commit to the fol-
lowing four objectives or “cornerstones” of what has
also been termed “The Transparency Initiative”:

1. Health information technology: use of health in-
formation technology standards to connect the
components of the healthcare system and per-
mit ease of communication and data exchange.

2. Reporting on quality: measuring and reporting
performance of hospitals, physicians, and
other providers; providing public bench-
marks and comparative information.

3. Reporting on price: measuring and publishing
price information tied to quality data in order
to give the public information on the value of
healthcare services.

4. Incentives for quality and value: providing in-
centives for quality and value to support both
those who provide and those who purchase
high-quality, cost-effective care.

In 2006, President Bush signed an executive or-
der that requires all agencies that administer federal
health insurance benefits, including Medicare, the
Federal Employees Health Benefits Plan, TRI-
CARE for uniformed personnel (Department of
Defense), the Indian Health Service (Health and
Human Services), and any program administered
under the VA, to share price and provider quality
data with beneficiaries. The order also calls for sim-
ilar reporting in non-federal healthcare networks in
the future. This initiative, which involves a public/
private partnership with agencies that are imple-
menting quality measurement systems, is more
than conceptual: 50 of the top 200 employers in the
United States and at least one major labor union
have signed statements of support for the initiative
and the four cornerstones. Many state governments
have also signed statements of support or are devel-
oping their own executive orders to implement the
initiative.

The Transparency Initiative is being imple-
mented in pilot projects in which designated con-
tractors are aggregating and analyzing data on clin-
ical services provided to patients with private
insurance or Medicaid and Medicare coverage.
Consumers, private insurers, employers, and state
governments are working together using clinical
performance measures to produce information that
will allow beneficiaries to make more informed cov-
erage choices. The first reports will provide ex-
panded information for Medicare beneficiaries on
the quality of service provided by Medicare provid-
ers.

The CMS have also initiated a Quality Improve-
ment Roadmap Initiative involving hospitals, long-
term care facilities, home health agencies, and phy-
sicians’ offices. As part of this initiative, CMS is
working with federal and state entities, accredita-
tion bodies, insurers, and professional societies to
achieve consensus on evidence-based measures that
have wide acceptability in the healthcare industry.
As part of this effort, the VA, the Joint Commission
(JC), the National Committee for Quality Assur-
ance (NCQA), the Hospital Quality Alliance
(HQA), the Ambulatory Care Quality Alliance
(AQA), the National Quality Forum (NQF) and
medical specialty societies are all actively involved
in developing, endorsing, and disseminating reli-
able and valid performance measures based on
sound clinical evidence. The American Medical As-
sociation’s Physician Consortium for Performance
Improvement (PCPI) is also a major developer of
performance measures. With representation from
the various specialty professional organizations, the
measures are developed by physicians, for physi-
cians. The NQF reviews and endorses measures af-
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ter a thorough review of the methodology used in
the measure development process. The AQA is the
implementing arm, reviewing and selecting mea-
sures for inclusion in data collection, data aggrega-
tion, and data reporting efforts.

In April 2007, CMS issued a letter to State Med-
icaid Directors announcing a national Value-
Driven Health Care (VDHC) initiative that incor-
porates the four “cornerstones” of the Health Care
Transparency Initiative, as well as a new national
Medicaid Quality Improvement Program (MQIP).

Although controversy still exists concerning the
public reporting of clinical quality measures, there
has been a steady increase in such reporting over the
last few years, primarily at the hospital level (e.g.,
state initiatives, Health Quality Alliance [HQA],
JC, NCQA’s Health Care Effectiveness Data and
Information Set [HEDIS]). In addition to provid-
ing information to the public, these programs in-
corporate organizational performance measures re-
lated to maintenance of accreditation status. It is
hoped that such transparency will incentivize orga-
nizations and, in the future, individuals, to assess
their adherence to evidence-based clinical practices
and implement quality improvement activities if
needed.

PAYMENT REFORM AND PAY FOR PERFORMANCE

Reform in clinical payments is a response to the
increasing use of valuable, finite clinical resources
without evidence that more interventions and more
spending will routinely result in better care. While
many studies have reported increased medical
spending that did not produce better results (27),
there is evidence that rising spending for mental
health has resulted in improved access to care and
overall good value as a result of expenditures for
evidence-based care for depression, bipolar disor-
der, and schizophrenia (28). However, while, on
average, mental health spending appears to be pur-
chasing good value, there is still evidence of specific
quality deficits, as evidenced by relatively low scores
for depression care in the HEDIS, by the RAND
Community Quality Index Study, which found
that people with depression receive only 57.7% of
recommended services, and a 2006 study indicat-
ing that one fifth to one fourth of spending on
depression has little prospect of helping the patient
(28). Thus private payers, employers, the govern-
ment, and taxpayers are all seeking greater account-
ability for the money being spent.

Pay for performance (P4P) involves linking phy-
sician reimbursement to the provision of quality
care. The goal is to provide incentives for clinicians
to adhere to evidence-based standards of care and

reward clinicians who avoid overuse, underuse, and
misuse of critical clinical interventions. The ex-
pected outcome of P4P initiatives is a reduction in
undesirable variation as a result of providing evi-
dence-based care along with a reduction in total
spending as a result of better outcomes (e.g., fewer
delays in diagnosis, fewer outpatient visits, reduced
hospitalizations, fewer complications). The key to
using this still controversial although increasingly
widely accepted strategy is the use of valid and reli-
able clinical measures, feasible data collection
methods, and consistent and transparent analysis
and reporting mechanisms. In P4P efforts, the per-
formance measurement system and mechanisms
come from a predetermined external source (e.g., as
in the Quality Improvement Roadmap Initiative
from CMS). However, if quality improvement in-
terventions are found to be necessary, it is up to the
individual practitioner to identify and implement
such activities. The key to clinician success in a P4P
system is adoption of quality improvement strate-
gies that result in increased use of key evidence-
based clinical interventions (29).

In 2006, Congress authorized CMS to develop a
pay-for-performance initiative by 2009. In response,
as part of its overall quality improvement efforts, the
CMS launched the Physician Voluntary Reporting
Program (PVRP); the title of the program was
changed to Physician Quality Reporting Initiative
(PQRI) in 2007 (30). The PQRI is a first step toward
linking Medicare payments to health professionals
with quality of care. The goal is to prevent chronic
disease complications, avoid preventable hospitaliza-
tions, and generally improve the quality of care. When
the program was launched in 2006, it incorporated a
core set of 16 national consensus performance mea-
sures, selected from an overall set of 36 evidence-based
clinically valid measures based on practice guidelines
endorsed by physicians and medical specialty societ-
ies. During an initial period, physicians could partic-
ipate in voluntary reporting and receive confidential
feedback from information captured through the ad-
ministrative claims system augmented with a set of
special codes that provided the numerator data re-
quired for particular performance measures. Starting
in July 1, 2007, eligible professionals who elected to
participate in the still voluntary reporting program by
providing data on a designated set of quality measures
on claims for dates of service from July 1 to December
31, 2007 could earn a lump-sum bonus payment,
subject to a cap of 1.5% of total allowed charges for
covered Medicare physician fee schedule services. In
November 2007, Congress stated that this process will
continue in 2008.

In coordination with the American Medical As-
sociation’s PCPI, CMS is developing measures that

OLDHAM ET AL.

Spring 2011, Vol. IX, No. 2 F O C U S T H E J O U R N A L O F L I F E L O N G L E A R N I N G I N P S Y C H I A T R Y238



CMS

National Medicare Program:
Physician Quality Reporting

Initiative (PQRI) measures

State and regional quality
improvement organizations

NQF

Purposes: Performance measure review and endorsement

NCQA

HEDIS measures 

plus

Diabetes Recognition Program
and related measures

Heart Care Recognition Program
and related measures

AMA

Physician’s Consortium for
Performance Improvement
(PCPI)

OTHER PERFORMANCE MEASURE

DEVELOPMENT GROUPS, SUCH AS:

STABLE (www.cqaimh.org/stable)

Veterans Health Administration

Institute for Clinical Systems
Improvement (ICSI)

NCQA

AQA

AAFP + ACP + AHIP + AHRQ

Purpose:
Review and select measures
Develop and test:

Models for data collection

Models for aggregation

Models for reporting data

HEALTH PLANS AND

EMPLOYER GROUPS

Recognition programs and 
related measures

Pay-for-performance (P4P) programs
and related measures

Report card programs and related
measures

CMS: Centers for Medicare & Medicaid Services; NCQA = National Committee for Quality Assurance; HEDIS: Healthcare
Effectiveness Data and Information Set; NQF: National Quality Forum; AQA: formerly Ambulatory Care Quality Alliance; AAFP:
American Academy of Family Physicians; ACP: American College of Physicians; AHIP: America's Health Insurance Plans; AHRQ:
Agency for Healthcare Research and Quality; AMA: American Medical Association; STABLE: STAndards for BipoLar Excellence 

apply to all priority clinical conditions and specialty
practices. Currently, healthcare professionals are
only required to report measures applicable to ser-
vices they provide to Medicare beneficiaries. In
2007, only one measure related to psychiatric care
was included in the introductory set of measures:
whether a patient with acute depression receives a
full 12 week trial of antidepressant medication.
However, an expanded set of 119 measures for
2008 was posted on November 15, 2007 in the
Federal Register and on the U.S. HHS CMS web-
site (www.cms.hhs.gov/PQRI/15_MeasuresCodes.
asp#TopOfPage). Thus, in 2008, three additional
measures related to depression are now included:
whether screening for depression occurs; whether pa-
tients meet DSM-IV criteria for major depressive dis-
order; and whether patients with major depressive dis-
order are assessed for suicide risk.

To support this public-private quality reporting
initiative, a multi-faceted system is being developed
that involves 1) organizations that develop perfor-
mance measures; 2) an umbrella organization that
reviews measures against development criteria and
endorses those measures that are deemed to meet
these criteria and address declared national clinical
priorities; 3) organizations that develop, test, and

implement models for data collection, aggrega-
tion, and reporting of selected endorsed mea-
sures; and 4) organizations that will apply the use
of these measures and support systems (see Fig-
ure 3). The implementation of this system her-
alds a new era in how health care will operate in
the United States.

BOARD RECERTIFICATION

In 2001, the American Board of Medical Spe-
cialties (ABMS), of which the American Board of
Psychiatry and Neurology (ABPN) is a member,
approved the transition to a continuous profes-
sional development program called Maintenance
of Certification (MOC) by the end of 2005. In
response to public concern that it was inadequate
to rely on a cognitive examination alone to en-
sure ongoing competence of physicians, the
MOC program focuses on six competencies (pa-
tient care, medical knowledge, practice-based
learning and improvement, interpersonal and
communication skills, professionalism, and sys-
tems-based practice), which are incorporated
into four component categories used to recertify
specialists:

Figure 3. Overview of Performance Measurement Infrastructure
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● Part I. Professional Standing (a valid, unre-
stricted license)

● Part II. Lifelong Learning and Self-Assessment
(participation in educational and self-assess-
ment programs)

● Part III. Cognitive Expertise (formal examina-
tion)

● Part IV. Practice Performance Assessment.

The Practice Performance Assessment asks spe-
cialists to demonstrate that they can assess the qual-
ity of care they provide compared with their peers
and national benchmarks and that they can, as
needed, apply best evidence or consensus recom-
mendations to improve care using follow-up assess-
ment. Practice Performance Assessment is funda-
mentally a QI and performance measurement
approach to ensuring high quality patient care.

The ABPN’s MOC Program contains the Part
IV component, which is titled Performance in
Practice. Beginning in 2012, a phased-in approach
will require diplomates of the ABPN to participate
in a quality improvement program that includes
two modules: 1) a clinical module, involving chart
review, and 2) a feedback module, involving patient
or peer review. The clinical module will require the
clinician to use data obtained from or pertinent to a
diplomate’s personal clinical practice and evaluate
cases in a specific diagnostic category with reference
to best practice and/or practice guidelines pub-
lished in the literature. The diplomate must de-
velop an intervention plan for improving his or her
performance, as necessary, and then re-assess data
from another sample of cases in the same diagnostic
category within 24 months.

MASTERS OF OUR OWN PROFESSION

Clinicians need to take the lead in QI and per-
formance measurement. Otherwise they are vulner-
able to challenge from consumers, payers, and po-
litical stakeholders and risk losing leadership in
their fields. In 1998, the President’s Advisory Com-
mission on Consumer Protection and Quality in the
Healthcare Industry (www.hcqualitycommission.
gov) stated that performance measurement should
be a key component in nationwide quality im-
provement initiatives. Also in 1998, a work group
sponsored by the National Institute of Mental
Health called for “constructing monitoring tools
and systems to assess adherence to guidelines
[which are] important for developing the capacity
to monitor the quality of routine care.” The work
group noted that using performance measures to
monitor care can identify gaps between evidence-
based practices and care that is actually being deliv-

ered and can highlight areas where practice needs to
be improved (31).

Unfortunately, efforts to implement perfor-
mance measures in mental health care have lagged
behind. In 2003, the first National Healthcare
Quality Reports published by HHS stated that
mental illness is a clinical area without “broadly
accepted” and “widely used” measures of quality. A
follow-up report in 2005 showed no substantial
progress. In its 2005 report on mental and sub-
stance use disorders, the IOM continued to recom-
mend that clinicians and organizations “use mea-
sures of the processes and outcomes of care to
continuously improve the quality of care they pro-
vide.” Yet a 2007 exploratory study, which investi-
gated the state of quality measurement in mental
health at seven academic health centers, found that
using measurement to assess organizational or prac-
titioners’ adherence to evidence-based clinical pro-
cesses of care was still “not routine” (32).

Although performance measurement in medical
care is still in its very early stages and is complicated
by a number of methodological challenges, it is in
the best interest of physicians from all clinical spe-
cialties to become involved in the early stages of this
initiative. Clinicians in our field have the opportu-
nity to serve as “Innovators” and “Early Adopters,”
as described in the current national bestseller The
Tipping Point (33)—visionaries who set themselves
apart by their willingness to participate in a move-
ment before it is perfected and who have a tolerance
for ambiguity that allows them to innovate. Such
individuals have the opportunity to learn about
changes before they become part of the culture or,
even more important, to have a share in shaping the
changes. In contrast, individuals in the categories of
“Early and Late Majorities” miss the opportunity to
be “in on the ground floor” and too often have to
play catch-up.

While performance measurement is a reality of
twenty-first century medical care, the field of psy-
chiatry is still open to “Innovators” and “Early
Adopters” in this area. It is to the advantage of
mental healthcare professionals to obtain a working
knowledge of QI and performance measurement
and to participate in activities that allow them to
assess the care they provide and implement changes
in the process of care when unexplained variation is
identified. Clinicians who participate in national
demonstration projects will have the opportunity
not only to learn more about these initiatives early
in their implementation but will also have a chance
to provide input into the shaping of these efforts to
improve the quality of behavioral health care. As
emphasized in this article, it is important that those
involved in this endeavor a) focus measures on what
is important, not necessarily what is easily measured;
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b) ensure that there is a strong evidence base for the
measures being developed in order to maximize pro-
vider buyin; and c) use evidence-based implementa-
tion strategies to improve performance.
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