
COVID-19: BEYOND TOMORROW

The State of Health Care Quality Measurement
in the Era of COVID-19
The Importance of Doing Better

The coronavirus disease 2019 (COVID-19) pandemic
has highlighted a number of strengths and weaknesses
in the US health care system. One strength is the incred-
ible efforts and dedication of health care workers fo-
cused on providing the best care possible to patients,
even in the most challenging of working conditions. But
the data needed to understand the quality of the care
being delivered to patients during this pandemic have
proven difficult to obtain. As a result, there is a lack of
information that would help clinicians improve care de-
livery in the moment and learn for the future. This situ-
ation highlights how the current approach to quality and
safety measurement remains too labor intensive, con-
tains significant data lags, and lacks sufficient standard-
ization that allows for rapid sharing of data.

As preparations for the pandemic increased,
it became readily apparent that many approaches for
measuring quality across the US health care system
were not going to be sustainable. In March 2020,
the Centers for Medicare & Medicaid Services (CMS)
announced the granting of wide and sweeping

exceptions for the collection and submission of data
for Medicare quality programs, citing the need for hos-
pitals and clinicians to focus on preparation for a
potential surge of patients. For example, CMS indi-
cated that data from the first 6 months of 2020 will
not be used in any of the current hospital-based per-
formance or payment programs.1 The announcement
by CMS was shortly followed by similar announce-
ments from other quality reporting organizations.2

These decisions were undoubtedly correct, given
the urgent need to focus all resources on surge prepa-
ration. But these decisions to suspend quality report-
ing requirements would not have been required if the
approach to quality measurement in the US did not
rely on so much manual abstraction and human inter-
vention. To date, health care has approached quality
measurement too much as an ancillary matter, treating
it as a double-check after care is delivered, rather than
information evaluated simultaneously with the provi-

sion of care. The current approach, therefore, is simply
not resilient enough when attention and resources
need to be focused elsewhere, such as during the cur-
rent pandemic.

Another deficiency in the current approach to qual-
ity measurement is the substantial time lag between the
provision of care and reporting of measurements on the
quality of that care. For example, many claims-based
quality measures, such as the Patient Safety Indicators,
have a 12-month lag between the end of the care deliv-
ery period and the reporting to hospitals on their per-
formance. Even non–claims-based measures, such as
hospital-acquired infection measures, have long lags.
Feedback loops are a vital component of any robust qual-
ity improvement framework, and they only work when
the feedback is timely.

In the best of circumstances, hospitals and clini-
cians find delayed quality data to be less meaningful
and less actionable for improvement.3,4 During a health
crisis, the effect of the data lag is magnified, as it trans-
lates to an absence of timely information about how

the health system is performing. For
example, validated data are still lacking
on whether hospitalized patients with
severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2) infection
developed venous thromboembolism
at a different rate than those without
infection or whether treatment with
corticosteroids made a difference in
outcomes for patients with COVID-19.
By the time those data are available, sig-

nificant opportunities for learning and improvement
will have been missed.

The current approach to quality measurement is
also challenged by the insufficient standardization of
data for purposes of data sharing. When health sys-
tems provide care to patients with new types of clini-
cal problems, or provide care in new ways for which
there are no standards, it can be helpful for health sys-
tems to be able compare their performance with the
performance of other health systems. This is espe-
cially important for care for which optimal perfor-
mance is not fully understood and a comparison with
care at other health systems would be informative, if
not necessary. For example, despite the substantial
increase in telehealth during this pandemic, defined
performance measures that could help to understand
how telehealth has affected the quality of care deliv-
ered to patients are lacking. Given the relative new-
ness of telehealth, it is not clear what constitutes

But these decisions to suspend quality
reporting requirements would not have
been required if the approach to quality
measurement in the US did not rely on
so much manual abstraction and
human intervention.

J. Matthew Austin,
PhD
Johns Hopkins
Armstrong Institute for
Patient Safety and
Quality, Johns Hopkins
Medicine, Baltimore,
Maryland; and
Department of
Anesthesiology and
Critical Care Medicine,
Johns Hopkins
Medicine, Baltimore,
Maryland.

Allen Kachalia, MD, JD
Johns Hopkins
Armstrong Institute for
Patient Safety and
Quality, Johns Hopkins
Medicine, Baltimore,
Maryland; and
Department of
Medicine, Johns
Hopkins Medicine,
Baltimore, Maryland.

Corresponding
Author: J. Matthew
Austin, PhD,
Department of
Anesthesiology and
Critical Care Medicine,
Johns Hopkins
Medicine, Johns
Hopkins Armstrong
Institute for Patient
Safety and Quality, 750
E Pratt St, 15th Floor,
Baltimore, MD 21202
(jmaustin@jhmi.edu).

VIEWPOINT

Opinion

jama.com (Reprinted) JAMA Published online June 25, 2020 E1

© 2020 American Medical Association. All rights reserved.© 2020 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by a University of Canberra User  on 06/25/2020

mailto:jmaustin@jhmi.edu
http://www.jama.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2020.11461


optimal quality for care delivered this way. This issue can be even more
acutely apparent in the intensive care setting. For example, whether
placing patients with SARS-CoV-2 infection in a prone position made
a difference in oxygenation and mortality could be ascertained much
more quickly if hospitals had a standardized method of collecting and
sharing data. Having a rapid way to identify and disseminate a stan-
dardized way of collecting data about new types of clinical problems
or new ways of delivering care, that all health systems could use, could
allow a health system to understand and improve performance in re-
lation to the performance of their peer institutions.

Lessons from this pandemic make clear a number of recom-
mendations for improvement. First, approaches to reduce the mea-
surement burden are needed. Priority areas include the develop-
ment of data capture systems that collect data from hospitals, other
health care centers, and clinicians without requiring extra effort on
their part, along with data abstraction that does not require manual
chart review. This would include building new data capture sys-
tems designed with quality measurement in mind and abstraction
systems that can maximize the use of information technology. The
government and other quality reporting organizations can play a key
role in pushing the market in this direction, by insisting that all new
measures be electronic and even setting a timeline for phasing out
manually abstracted measures.

Second, reducing the lag in reporting quality data will require
approaches to better capture and report quality simultaneously with
the provision of clinical care. Measures should be less reliant on claims
data, which by nature have a time lag, and focus on measures that
can be generated from the electronic health record (EHR). This shift
will require the development of more rapid and more efficient meth-

ods of data validation and possibly alterations in the workflows of
how care is delivered. The full capabilities of the EHR will need to
be harnessed to accomplish this goal, which will require more for-
mal engagement with leading quality measurement organizations
and EHR vendors.

Third, to address the lack of data standardization, a series of
nimble national measurement committees or task forces should be
established to quickly define measures and help guide how those
measures will be abstracted. This could allow health systems, at least
in the short term, to use standardized methods to better under-
stand their performance in relation to other systems. These mea-
surement committees could work with the EHR vendors to under-
stand what changes are needed to EHR systems to accommodate
these new measures, and then the EHR vendors could implement
software changes as needed.

Quality measurement is essential during both times of stability
and times of crisis. During a crisis, health care is still being delivered,
and the need to understand the quality and safety of that care
becomes more important as the care processes continue to rapidly
change. The challenges highlighted in the current approach to qual-
ity measurement were known prior to the COVID-19 pandemic.
This crisis has further demonstrated how problematic these chal-
lenges can be. Implementing the recommendations for improve-
ment will require a higher level of planning and coordination than in
the past around quality measurement, but the risk in not following
these recommendations is too high. The health care system should
prevent being in a situation with a poor understanding of the qual-
ity of health care being delivered, regardless of whether there is
a public health crisis.
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