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ast year, the National Committee for Quality
Assurance (NCQA) approved 2 new Health Plan
Employer Data and Information Set (HEDIS)
measures for people with diabetes mellitus (DM):

to achieve a glycosylated hemoglobin (A1C) level measure-
ment of <7% and a blood pressure (BP) of <130/80 mm Hg.
This decision was the culmination of a 5-year battle between
DM advocates/experts and evidence-based medicine advo-
cates/experts. In this issue of the Journal, Pogach et al*
address the importance of considering comorbidities when
implementing optimal care measures.1 This editorial, howev-
er, will discuss the broader question of why this intuitively
appealing approach—using “optimal” treatment goals as per-
formance measures—will almost always require more sophis-
ticated measurement approaches (like those proposed by
Pogach and others) or else risk generating performance meas-
ures that are inaccurate, promote waste, and perhaps cause
substantial patient harm.1-7

The newly adopted performance measures are outcome
measures, not processes, and like most outcomes, patients’ risk
of having the outcome (A1C <7% or BP <130/80) will vary
dramatically depending on patient attributes (disease severi-
ty, personal choices, human capital, and response to treat-
ment). Even when risk adjustment is superb, outcome
measures can be heavily prone to inaccuracy, statistical
inefficiency, and vulnerability to gaming,3-4,6-8 which is why
modern performance measurement efforts usually focus on
processes (the care people receive). Therefore, readers may be
perplexed as to why 2 new outcome measures lacking any risk
adjustment were adopted. In truth, these new measures were
a compromise between advocates of optimal goals (disease
advocates) and advocates of simple, inexpensive performance
measures (health plan leadership). Experts in medical evi-
dence were not included in the compromise, which is part of
the problem. It would be wonderful if measuring optimal care
was simple and easy (and on rare occasions it is). In general,
however, simple and easy measures are restricted to measur-
ing poor care. Measuring more optimal care almost always
requires added complexity and detail and particular attention
to patient preferences and the risks and costs of the interven-
tions needed to achieve idealized treatment goals.

Payers, disease advocates, consumer groups, and political
leaders are often dismissive of the complex reality of measur-
ing care, suggesting that performance measures may have
problems, but medical-evidence experts have unrealistic stan-
dards and are supplying the enemies of accountability with
ammunition. I am not unsympathetic to such concerns.
There are enemies of performance measurement who nitpick
at every little imperfection in performance measurements. I
firmly believe that worrying about modest problems with
measures is counterproductive. However, it is also true that
wishful thinking will not transform poor performance meas-
ures into useful ones, and that well-meaning people have a
profound aptitude for letting their desires and ideology blind
them to unwanted facts and complexities that are so vexingly
common in the real world. In particular, many leaders in per-
formance measurement have little appreciation for, or interest
in, how unimportant small deviations from “optimal” goals
can be, or how treatment benefits and safety can vary widely
across a patient population in complex ways, or that optimal
care by definition must consider patient and societal prefer-
ences.2,9-13 Most of all, promoting optimal care using perform-
ance measures requires considering the very real tensions
among treatment-related benefits and treatment-related bur-
dens, risks, and costs. HL Mencken once said, “For every prob-
lem, there is a solution that is simple, neat, and wrong,”14

and using unadjusted “all-or-nothing” optimal treatment tar-
gets as performance measures is such an example.

Almost everyone who voted for the 2 new HEDIS measures
did not know that the Technical Expert Panel (TEP) of the
Diabetes Alliance14 unanimously rejected the proposed
A1C <7% and BP <130/80 measures even after being asked to
reconsider their decision by political leaders of the Alliance.
The TEP, citing the evidence-based guidelines of the Ameri-
can College of Physicians and Veterans’ Affairs/Department
of Defense, noted that the proposed performance measures
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were inconsistent with the medical evidence and that they had
major concerns regarding perverse incentives inherent in the
proposed measures. However, the TEP offered multiple com-
promise approaches to measuring the quality of glycemic and
BP control, with each proposal rejected either because it was
not strict enough (opposed by diabetes advocates) or was too
complex (opposed by the health plans).

Blood Pressure Control
Often, the majority of patients who achieve an “optimal”

treatment goal, like BP <130/80, are those with no or mild dis-
ease, meaning that the measure largely captures the disease
severity of the patient population, and even worse, is often
ineffective in capturing true variations in quality, especially
the variations in the care of high-risk patients where most pre-
ventable morbidity and mortality resides.9-13 Dichotomizing
the intermediate outcome measure makes this problem much
worse. For example, using BP <130/80 as a thin, bright line
results in rating the care of a patient with a naturally low BP
as good care, but does a poor job of distinguishing truly good
care from truly bad care. Even after prescribing 3 or 4 antihy-
pertensive medications and paying careful attention to med-
ication adherence, those with severe hypertension will usually
have persistent elevations of systolic BP.13 The irony is that
the BP <130/80 measure provides greater rewards for specula-
tively treating patients with mild disease (no clinical trial has
demonstrated aggressively treating people with DM with mild
BP elevations is either beneficial or safe) and does a poor job
of rewarding the treatments shown in clinical trials to produce
dramatic reductions in disability and mortality, because only a
small minority of the severely hypertensive patients studied
in the clinical trials achieved a systolic blood pressure (SBP)
<130.13 Not only is there no evidence that using more than 3
or 4 medications in pursuit of the <130/80 goal is beneficial,
but there is consistent grade B evidence that such treatment
may increase cardiovascular mortality in those who have
already achieved a diastolic blood pressure (DBP) <70.13-16

This is not a rare event, a quick look at National Health
and Nutrition Examination Survey data reveals that of
patients 65 years of age and older, about a third of people with
DM with SBP >130 already have a DBP <70, meaning that
the new HEDIS measure will frequently be promoting care
that the best available evidence suggests will increase cardio-
vascular mortality. 

Kerr et al have proposed measures that focus on how clini-
cians and systems respond to clinical indications (such as ele-
vations in BP, A1C, and lipids) and how this improves
accuracy and reduces perverse incentives for overtreatment
and gaming.3,4 Such an approach would also result in avoiding

the safety concerns outlined above. However, nonclinicians
tend to argue that prescribing the appropriate treatment is less
important than whether the treatment target is achieved. This
point of view shows a lack of understanding of epidemiological
evidence and has been discussed fully elsewhere.9-13,17 Much of
this literature, however, can be summed up as follows: (1) clin-
ical trials assess treatments, not treatment targets; (2) in most
instances, the risks associated with deviations from optimal
goals follow an exponential pattern (so that small deviations
from treatment targets are often of little importance); and (3)
because most medical treatments have side effects, risks, and
costs, pursuing minimal deviations from idealized goals will
often involve speculative care that is not worth the cost and
may expose patients to undue risks and burden. 

A1C Control
The A1C <7% measure produces the same problems as

those discussed above. In addition, the A1C <7% measure
allows the manufacturers of several new and expensive hypo-
glycemic medications to promote their products using the
A1C <7% measure as “evidence” that achieving this goal is
very important. This point was not lost on the pharmaceuti-
cal industry, which funded a national campaign to get the
A1C <7% measure adopted by the NCQA. This was a very
small investment compared with the costs of funding clinical
trials to evaluate whether these expensive new medications
have benefits that are worth their risks (forget about cost-
effectiveness; we do not even know if they are safe in pursuit
of tight glycemic control). Although diabetes experts often
point to the United Kingdom Prospective Diabetes Study
(UKPDS) as evidence that achieving an A1C <7% is worth
the unknown long-term risks of new medications, experts in
epidemiological evidence will point out that the UKPDS
shows no such thing.17,18 The UKPDS found that combina-
tion oral hypoglycemic therapy (metformin plus sulfony-
lurea) was associated with increased diabetes-related
mortality, metformin monotherapy resulted in substantial
patient benefit, and monotherapy with sulfonylureas or
insulin had no significant effects on any of the prespecified
patient outcomes, although the control achieved for A1C
was very similar between groups.18 Further, although model-
ing studies strongly suggest that those with early-onset dia-
betes will get moderate benefit in the long term (if they live
more than 15-20 years and you assume that the treatments
have almost zero risk and disutility), older patients are very
unlikely to get benefit.12,17 Once again, focusing on the
dichotomized “optimal” treatment goal results in giving
much more credit for providing speculative treatments for
patients with mild disease than for providing high-priority
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care. For example, a system that targets the new, expensive
hypoglycemic treatments to patients who least need them
(eg, patients with an A1C  of 6.7%-7.7%) will do much bet-
ter than one that targets these treatments to the best candi-
dates for these treatments (eg, patients with an A1C of
8%-9%). This is why the TEP rejected the A1C <7% meas-
ure but proposed an A1C <8% or a weighted measure (one
that places more importance on large deviations from opti-
mal than trivial deviations) as alternatives.2-4

It is certainly a reasonable goal to want performance meas-
ures for optimal care standards to be simple, but optimal care
is almost never simple. Some leaders in performance meas-
urement have asked me, “Do you really think that these
measures will lead clinicians and health systems to
overtreat?” I am frankly amazed by this question. Spiraling
healthcare costs and overtreatment are probably the defining
features of the US healthcare system. Industry-funded
“experts” and disease advocates have been effectively pro-
moting overtreatment for decades, and performance measure-
ment was supposed to be a tool to bring better value to
healthcare spending. Although performance measurement
has proved to be a very powerful tool,19 like all tools it pro-
vides opportunities for both benefit and harm. It is simply
magical thinking to believe that performance measures will
do good regardless of how haphazardly they are constructed,
and that they will not do harm even when the measures
adopted provide strong incentives for overtreatment.
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