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A lternative payment models (APMs) are part of a growing 

shift in health care away from traditional fee-for-service 

payment models toward payment for value. APMs use 

performance-based payments derived from quality measures to 

incentivize health care practitioners to make economical care 

decisions while maintaining or improving the quality of care. To 

date, patients have been largely omitted from efforts to design new 

payment models.1 Current quality measures in APMs are primarily 

process-based, measuring success by the reporting and activity of 

a provider,2 as opposed to outcomes-based, gauging how patients 

fare after receiving care.

Using the Oncology Care Model (OCM) as a learning case, we 

explored gaps in quality measures for APMs. An Advanced APM 

under the Center for Medicare & Medicaid Innovation, the OCM 

encourages clinicians in physician group practices to provide 

“higher-quality, better-coordinated oncology care at a lower cost” 

for patients undergoing chemotherapy3,4; OCM practices have 

the potential for greater cost savings but share some financial 

risk related to patient outcomes and expenses. We then engaged 

stakeholders to identify key characteristics of outcomes-based 

quality measures in APMs and propose a framework to facilitate 

patient-centeredness in future APMs.

Approach 

Our mixed methods approach consisted of (1) a select literature 

review, (2) key informant interviews, (3) a stakeholder work group, 

and (4) synthesis.

Literature search. We conducted a targeted review of current 

literature on trends and challenges in existing APMs. Between 

January and March 2018, we searched the peer-reviewed literature 

related to APMs, oncology quality measures, and the OCM. We also 

searched the gray literature, expanding to value-based payment 

models and public and private payer APMs.

Key informant interviews. The literature shaped questions 

for key informant interviews with experts who could provide a 

deeper understanding of issues around the OCM and oncology 

quality measures, more broadly. Semistructured interviews were 
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ABSTRACT

OBJECTIVES: Alternative payment models (APMs) are 
part of a growing shift from volume-based, traditional 
fee-for-service payment models toward payment for value. 
To date, however, patients have been largely omitted from 
efforts to design new payment models. We sought to identify 
key characteristics of outcomes-based quality measures to 
inform future APMs that are more patient-centered.

STUDY DESIGN: Using oncology as a learning case, we 
explored gaps in current APM quality measures, then 
engaged multiple stakeholders to identify and prioritize key 
characteristics of outcomes-based quality measures to guide 
future APM development.

METHODS: We used a mixed-methods approach that 
consisted of (1) literature review, (2) key informant 
interviews, (3) stakeholder work group (involving group 
discussions and completion of an online prioritization 
survey), and (4) synthesis.

RESULTS: Based on the lessons generated at each step 
of this exploratory project, we suggest a framework to 
guide deliberations among payers, providers, patients, 
and other APM stakeholders when selecting outcomes-
based measures for future APMs or other value-based 
payment models.

CONCLUSIONS: The proposed framework offers a stepping 
stone on the path to clinically meaningful, patient-centered, 
high-value care. Next steps may include a broader review of 
gaps in APM quality measures across multiple therapeutic 
areas, additional vetting from a more diverse group of 
stakeholders, or a formal consensus.
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conducted by phone during March and April 

2018 and lasted 30 to 45 minutes each.

Multistakeholder work group. A multistake-

holder group was recruited to provide overall 

project guidance, help interpret literature and 

interview findings with their professional 

insights, and share their own perspectives 

on key project questions. The work group 

convened remotely between May and July 

2018, before and after they completed an 

online prioritization survey (Qualtrics) in 

which they ranked potential characteristics of 

outcomes-based quality measures in an APM context. To facilitate 

consistent understanding across the work group, members received 

a stakeholder briefing document summarizing select literature 

and key informant interview takeaways. Members were given the 

opportunity to discuss the material remotely prior to completing 

the online exercise and then again to discuss their reactions to and 

results from the online exercise prior to synthesis.

Synthesis. Combining the findings from literature, key informant 

interviews, and multistakeholder work group input, we synthesized 

the findings into a draft framework and shared it with the work 

group for written comment.

RESULTS
Literature 

Noted missing perspectives in APMs include those of patients5 

and clinicians.6,7 Emphasizing utilization, cost, and short-term 

complications, existing APM quality measures can seem to sacrifice 

clinical relevance for feasibility.6 In certain specialties, there are even 

concerns that current quality and spending measures could create 

unintended disincentives that may negatively affect patients—for 

example, disincentivizing the proactive identification of patients 

likely to benefit from palliative care.8 In a broad quality measure-

ment context, Baker and Chassin recommend that improvements 

in care lead to improvements in an outcome within a measurable 

period of time and that a strong process-outcome link should exist 

(eg, an action in a care process has a known effect on the outcome).7 

Regarding oncology quality measure selection, Kline et al suggest 

that an outcome should be captured in a clearly defined episode 

in which cost savings can be achieved and within which change 

may reasonably be observed.3

At a high level, OCM quality domains (communication and care 

coordination; clinical quality of care; patient safety; and person- and 

caregiver-centered experience and outcomes) seem to suggest an 

intent of patient importance. However, there are still suggestions 

to include outcomes with greater relevance3,9: patient-reported 

outcomes (PROs), cross-cutting clinical outcomes (outcomes 

relevant across multiple conditions), care planning and satisfaction, 

symptom control by one account,9 and by another account cancer 

stage data, histology, biomarkers, or molecular mutations.3

Key Informant Interviews 

We interviewed 7 key informants with expertise in quality measure-

ment, physician accountability, health care reimbursement, oncology, 

and data standardization. Without prompting, 3 of them explicitly 

stated that the OCM in its current state fails to capture the patient 

voice. None described the OCM as adequately patient centered. 

Two noted the challenge of defining quality when the focus is on 

process and feasibility, rather than patient outcomes. One notable 

point was that the lack of meaningful outcomes-based measures 

of care quality leaves providers concerned about how retrospec-

tive payments can be fairly determined, given the underlying 

characterization of quality care. Most felt the OCM care episode 

of 6 months from chemotherapy initiation is too short a window 

for a true capture of relevant patient progression. 

When asked how they would define “good” outcomes-based 

quality measures in oncology, the key informants suggested that 

these would be actionable (practices or payers intend to act upon 

results), associated with high costs and interventions that can be 

implemented to reduce costs, relevant, timely (a difference can be 

measured within a reasonable window to inform decision-making in 

an APM), and meaningful to patients. They also recommended, when 

choosing quality measures more generally, considering whether data 

are available and capability exists to collect them at reasonable cost 

and whether the measures will lessen reporting burden on providers.

Multistakeholder Work Group

Fourteen stakeholders representing patient, payer, clinician, clinical 

guidelines development, managed care, health technology assess-

ment, and industry perspectives made up the work group. Work 

group members emphasized the lack of a patient voice in current 

APMs but generally agreed, in discussion, that patient engagement 

would inevitably filter into quality of care, from research. Most 

were familiar with core outcome sets (COSs), thus ways in which 

COSs could improve the patient-centeredness of APMs provided 

a backdrop for work group discussion. COSs are agreed minimum 

sets of outcomes that should be measured in all clinical trials for 

a given condition, set of conditions, or indication.10

The work group recognized the importance of the measure-

ment timeline in the APM context (noting, for example, that it is 

infeasible to stipulate payment on survival). Providers in the group 

TAKEAWAY POINTS

Based on perceived trends toward more patient-centered value-based care and with multi-
stakeholder input, we propose a framework to guide deliberations among payers, provid-
ers, patients, and other alternative payment model (APM) stakeholders when selecting 
outcomes-based measures for future APMs or other value-based payment models. Within 
the proposed framework, core outcome sets are considered key sources of patient perspec-
tives on outcomes of importance. Although this framework has yet to be vetted by a broader 
stakeholder group, it has the potential to ensure the right outcomes-based measures of APM 
success by connecting patient values from research across the research-care continuum to 
the decision-making bodies that are responsible for shaping payment policies that ultimately 
influence the patient experience.
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acknowledged that clinicians may not accept accountability for 

certain outcomes-based measures, in which case process-based 

measures might be more appropriate—highlighting the need for 

clinician engagement. They also emphasized clinicians’ need to 

believe that the measures on which they are evaluated are true 

indicators of care quality and, in the event of poor performance, 

that there is a way to intervene to see measured improvement. One 

stakeholder recommended that APMs aspire to connect various 

measures to “tell a rational quality story” and not just tell providers 

what to collect, but also help them learn what to do with the data.

Nine of the 14 members completed the online exercise, in which 

they were asked to rank potential characteristics of outcomes-based 

quality measures in an APM context (Table). “Clinically relevant” 

was ranked highest, at No. 1 by 4 of the 9. Clinical experts in the 

group suggested that providers and clinicians should be engaged 

to provide meaningful guidance regarding clinically relevant 

measures for practice. Patients were keen to remind the group that 

“clinically relevant” does not equal patient relevant. “Meaningful 

to patients” was ranked No. 1 or No. 2 by 5 members. Four ranked 

“actionable” as No. 1, No. 2, or No. 3. The term “actionable” was used 

to describe outcome measures for which interventions or changes 

to care delivery are feasible and likely to improve those outcomes. 

“Associated with cost savings” was ranked higher by some payers 

and providers than others, but low overall.

Synthesis

We suggest a framework to guide deliberations among payers, 

providers, patients, and other APM stakeholders when selecting 

outcomes-based measures for future APMs or other value-based 

payment models (Figure). The proposed framework draws from 

each step of this exploratory project (literature, interviews, and 

stakeholder work group). Questions were developed by the project 

team based on contextual comments from interviews and the work 

group. Language was drafted internally and then shared with the 

work group for comment.

DISCUSSION
Value for patients and cost savings within the context of improved 

patient care should guide targets for APM success,11 as opposed to 

cost savings alone. With value-based transformation of the entire 

health care system a top HHS priority, there is a critical need to 

ensure that the right values are powering this transformation.12,13 

Value should, after all, be defined around the customer: the 

patient.14 Although it is encouraging to see pain control, functional 

status, quality of life, and other future areas of priority for core 

Medical Oncology Measures,15 the literature continues to debate 

how to achieve meaningful quality measures. Process-based 

measures are easily implementable, but they are no substitute for 

patient-important outcomes-based measures. The way in which 

quality is measured in the future should explicitly incorporate 

the patient perspective, consider patients’ evolving care goals, 

and help improve shared decision-making.16 PROs represent an 

opportunity to do so. Efforts to overcome hurdles to systemati-

cally incorporate PROs across health system contexts, including 

quality improvement, are becoming visible in some clinical 

areas (eg, depression in primary care).17 Despite a recognition of 

the value of PROs in oncology measurement, multiple barriers 

still exist.2 As the feasibility of capturing electronic PROs across 

health systems improves, we may see additional opportunities 

to measure what matters in APMs.

Successful APMs and other innovative payment models will also 

require buy-in from providers of the measures for which they will 

be held financially accountable.17 Physicians are increasingly data-

driven18; their buy-in can be a top factor in successful reimbursement 

initiatives.5 Yet they are still not extensively consulted in APM 

development and are often unable to understand how APMs measure 

their performance.19 A recent RAND/American Medical Association 

report recommends engaging physicians to help simplify APMs 

and better align financial rewards with improving patient care.20

The proposed framework in the Figure incorporates COSs as 

potential vehicles for clinical and patient relevance. (Most members 

of the work group participated in a previous stakeholder discussion 

on COSs and opportunities for broader uptake in clinical research.21) 

Although the quality of COSs is still somewhat variable, patient 

engagement and multistakeholder consensus building are central 

tenets of high-quality COS development, increasingly documented 

in the peer-reviewed literature.10,22-25 Furthermore, COS development 

focuses first on “what” should be measured, before discussing 

“how”—enabling open discussions about important outcomes 

first, without being restricted by current feasibility. Greater patient 

and clinician relevance in quality measures could be facilitated by  

(1) learning from the stakeholder and patient engagement methods 

TABLE. Desirable Characteristics of Outcomes for APM Context,  
by Mean and Median Rank 

Characteristic
Mean (median) rank

(highest, 1; lowest, 8)

Clinically relevant 2.3 (2)

Meaningful to patients 3.4 (2)

Actionable (can make decisions to act based 
on results)

3.7 (3.5)

Feasible to observe from data 4.1 (4)

Inclusive of important patient populations 4.2 (4)

Observable differences within a reasonable 
amount of time

6.0 (6)

Associated with cost savings 6.7 (7)

Minimizes burden on providers 7.0 (7)

Other: 
“Long-term effect/promise of benefit”
“Satisfaction with care experience”
“Associated with the outcome [that] can’t be 
measured in a timely way (eg, survival)”

“Decreased burden on patients”

APM, alternative payment model.
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involved in COS development, or (2) where COSs 

already exist for a condition, looking directly 

to those outcomes as sources of patient and 

clinician input. However, published COSs 

should be considered within the context of 

the latest methodological standards, before 

assuming a high degree of patient and clini-

cian relevance.26 

Limitations

This exploratory project had several limitations. 

It was limited in scope: We did not compare 

other APMs in different therapeutic areas or 

vet the framework in a broader context. Also, 

although we engaged a range of stakeholders, 

the number of participants was small. Further, 

project questions focused on oncology, thus 

participants did not explicitly deliberate on 

criteria for outcomes outside an oncology 

APM context.

Nevertheless, the proposed framework 

may help efforts to improve outcomes-based 

measures in APMs by connecting patient values 

across the research-care continuum to the 

decision-making bodies that are responsible 

for shaping payment policies that ultimately 

influence the patient experience. For example, 

as academic and professional groups work 

toward identifying new core quality measures 

in oncology,2 this framework could serve as a 

tool to assess and improve patient-centeredness, 

particularly when initial stakeholder input 

is limited. A formally vetted version of this 

framework could potentially be applied to 

other value-based payment contexts, fostering 

greater transparency and consistency across 

value-based initiatives.

CONCLUSIONS
We propose a framework to guide future stake-

holder deliberations to identify and select 

appropriate outcomes-based measures for 

APMs and other value-based payment initia-

tives. Although the proposed framework is 

untested, it offers a stepping stone on the path 

to clinically meaningful, patient-centered high-

value care. Next steps may include a broader 

review of gaps in APM quality measures across 

multiple therapeutic areas, additional vetting 

from a more diverse group of stakeholders, or 

a formal consensus. n

Framework assessment criteria

CLINICALLY RELEVANT

• Can the measure capture information that will inform clinical decision-
making or practice policies?

• Does the measure capture outcomes included in a published COS?

• Where no COS exists, what other primary sources (such as empirical 
evidence, expert consensus, or stakeholder feedback) support the clinical 
relevance of this measure?

MEANINGFUL TO PATIENTS

• Have measure developers engaged directly with patients or patient advocates? 

• Is the measure informed by outcomes published from the patient perspective, 
such as an FDA Voice of the Patient Report or patient-informed COS?

ACTIONABLE

• Will the payer or provider be able to make decisions or change practice in 
response to the data captured by this measure?

INCLUSIVE OF IMPORTANT PATIENT POPULATIONS

• Can the measures capture the covered patient populations or important 
subpopulations?

FEASIBLE TO OBSERVE FROM AVAILABLE DATA IN A 
REASONABLE TIME FRAME

• Can this measure detect observable differences in available data within 
an amount of time that is reasonable and sufficient to influence decisions 
about care delivery?

ASSOCIATED WITH IMPORTANT LONG-TERM OUTCOMES

• Does this measure describe an outcome that is associated with long-term 
benefit to patients?

ASSOCIATED WITH COST SAVINGS

• Does the measure capture an outcome that is associated with cost or 
resource utilization?

• Would an effective intervention on what is measured result in a cost saving?

MINIMIZES REPORTING BURDEN ON PROVIDERS 
AND PATIENTS

• Does this measure add additional reporting burden on patients? 
On providers? 

• Can this measure replace existing, more burdensome measures?

APM, alternative payment model; COS, core outcome set.

FIGURE. Proposed Framework for Vetting Outcomes-Based Quality Measures in APMs
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