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SPECIAL COMMUNICATION

The Unintended Consequences of Publicly
Reporting Quality Information
Rachel M. Werner, MD, PhD
David A. Asch, MD, MBA

PUBLIC REPORTING OF COMPARA-
tive information on health care
quality of physicians, hospi-
tals, and health plans through

“report cards” is hailed as a plausible
way to improve health care.1-3 With-
out publicly reported comparative in-
formation on health care quality, pa-
tients may choose their physicians
based on more measurable character-
istics (such as cost) or by word-of-
mouth or other informal referral prac-
tices not obviously related to their
needs.

Two general types of health care re-
port cards exist: those that measure out-
comes and those that measure process.
Reports of cardiac surgeons’ and hospi-
tals’ risk-adjusted mortality rates fol-
lowing coronary artery bypass graft
(CABG) surgery are examples of out-
comes-based reporting.4-7 Process-
based report cards, often called quality
indicators, report on rates of medical in-
terventions, such as screening tests and
medication use, which are assumed to
be related to outcomes. Examples of re-
port cards using process-based mea-
sures include the Centers for Medicare
& Medicaid Services’ nursing homes re-
port card, reporting on quality of care
in nursing homes nationwide8; the
Agency for Healthcare Research and
Quality’s congressionally mandated Na-
tional Healthcare Quality Report, re-
porting on 150 measures of quality9; and
the National Committee for Quality As-
surance Health Plan Employer Data and
Information Set (HEDIS), which in-
cludes quality indicators on health plan
performance.10

Although much of what is known
about public report cards comes from
research on CABG report cards, both
process and outcomes report cards are
published based on the same critical
premise—ie, only by making quality in-
formation publicly available can one
make it influential in improving health
care quality. For this reason, publicly
reporting quality and quality improve-
ment are often seen hand-in-hand.

Nevertheless, this reasoning has 2
shortcomings. First, the impact of pub-
lic reporting on care is assumed but has
not been demonstrated. Despite the en-
thusiastic support for the public re-
lease of performance measures11-13 and

extensive adoption of quality measure-
ment and reporting,4-10 little research
examines the effect of public report-
ing on the delivery of health care,14,15

and even less examines how report
cards may improve care.15-17 Second, the
potential unintended and negative con-
sequences of public reporting are largely
unexplored.
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Corresponding Author: Rachel M. Werner, MD, PhD,
Division of General Internal Medicine, University of Penn-
sylvania, 1208 Blockley Hall, 423 Guardian Dr, Phila-
delphia, PA 19104 (rwerner@wharton.upenn.edu).

Health care report cards publicly report information about physician, hos-
pital, and health plan quality in an attempt to improve that quality. Report-
ing quality information publicly is presumed to motivate quality improve-
ment through 2 main mechanisms. First, public quality information allows
patients, referring physicians, and health care purchasers to preferentially
select high-quality physicians. Second, public report cards may motivate phy-
sicians to compete on quality and, by providing feedback and by identifying
areas for quality improvement initiatives, help physicians to do so. Despite
these plausible mechanisms of quality improvement, the value of publicly
reporting quality information is largely undemonstrated and public report-
ing may have unintended and negative consequences on health care. These
unintended consequences include causing physicians to avoid sick patients
in an attempt to improve their quality ranking, encouraging physicians to
achieve “target rates” for health care interventions even when it may be in-
appropriate among some patients, and discounting patient preferences and
clinical judgment. Public reporting of quality information promotes a spirit
of openness that may be valuable for enhancing trust of the health profes-
sions, but its ability to improve health remains undemonstrated, and public
reporting may inadvertently reduce, rather than improve, quality. Given these
limitations, it may be necessary to reassess the role of public quality report-
ing in quality improvement.
JAMA. 2005;293:1239-1244 www.jama.com
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Collecting measures of provider per-
formance and using that information to
improve practice by providing private
feedback to physicians, hospitals, and
health plans are established mecha-
nisms to improve health care qual-
ity.18-20 The objective of this article is
not to challenge those practices, but to
critically examine the role of publicly
reporting this information on health
care quality. In this article, we use the
term “provider” to include physi-
cians, hospitals, and health plans, col-
lectively.

How Might Public Reporting
of Health Care Quality Improve
the Quality of Health Care?
Patients and referring physicians might
use public report cards to help them se-
lect high-quality providers. Rated phy-
sicians might respond to report cards by
improving the quality of care they de-
liver. Either of these 2 processes might
explain how report cards enhance health
care quality, if indeed they do. Less di-
rectly, report cards may also provide a
mechanism to convey a sense of trust
among patients or to hold health care
providers accountable for quality.

Selection of High-Quality Provid-
ers by Patients. Although the idea that
patients will use public report cards to
select the best clinical providers is plau-
sible, this process requires several in-
termediate steps that are not so as-
sured: (1) report cards must exist; (2)
patients must know about the report
cards and have access to them; (3) pa-
tients must be able to understand the
quality rankings and believe them; and
(4) patients must act on the report card
information.

Public report cards have become a
prominent part of the quality improve-
ment landscape over the last quarter
century.4-10 While initial reports sug-
gested that the majority of patients did
not know that this comparative qual-
ity information is publicly available, the
number of people who have seen qual-
ity information in the past year has
slowly increased from 27% in 2000 to
35% in 2004.21-23 Among the minority
of patients who are aware of quality in-

formation, many do not understand it,
trust it, or view it as useful. Common
misunderstandings surround the lan-
guage and terms used in report cards,
what an indicator is supposed to re-
veal about quality of care, and whether
high or low rates of an indicator re-
flect good performance.22-24 Misunder-
standing is more common among pa-
tients of lower socioeconomic status.24

Patients also report not trusting the
information in report cards. Most con-
sider friends and relatives as highly
credible, preferring these sources to
published information,25 and consum-
ers continue to report that they value
information on health choices from
friends, family, and personal physi-
cians much more than information from
governmental sources.22

A minority of patients actually use
quality information when they make
health care decisions. In 2000, a na-
tional survey found that 12% of respon-
dents reported using any information
they saw comparing quality among
health plans, hospitals, or physicians in
the past year.23 Four years later, that
number increased to 19%.22 Another
survey of patients in Pennsylvania who
had undergone CABG surgery re-
ported that only 1% to 2% of patients
said the CABG report card was a ma-
jor or moderate influence in their choice
of a hospital or surgeon.21 Whether from
lack of awareness, lack of trust, mis-
understanding, or relative inatten-
tion, few patients use report cards to se-
lect providers. These circumstances
may change, but report cards’ poten-
tial for helping patients select provid-
ers has not yet been realized.

Selection of High-Quality Provid-
ers by Physicians. Even if patients do
not use public report cards for pro-
vider selection, other physicians might
use them in their choice of referrals, so
patients may benefit from report cards
through the more informed choices of
their referring physicians.26,27

The majority of physicians report
being aware that public report cards ex-
ist; however, many do not trust the in-
formation. In one survey, 82% of Penn-
sylvania cardiologists knew of the state’s

CABG report card, but thought the risk
adjustment was inadequate and that the
ratings could be manipulated by the
surgeons and hospitals who were being
rated. Sixty-two percent responded that
the report card had no influence on
their referral recommendations, and
only 13% responded that the report card
had a moderate or substantial influ-
ence on their referral recommenda-
tions.26 Although limited, the avail-
able evidence suggests that public report
cards have a minor influence on phy-
sician referral patterns.

Selection of High-Quality Provid-
ers by Purchasers. Even if the major-
ity of patients and referring physi-
cians do not use report cards for
provider selection, purchasers might
use public report card information in
establishing provider contracts. Hos-
pital administrators say that report cards
are useful in negotiating with health
plans, but less than one quarter of
health plans say that quality rankings
in report cards were a major factor in
their decision to contract with sur-
geons.28,29 More objective evidence of
whether report cards have caused in-
surers to contract with higher-quality
providers is mixed. Mukamel et al
found that while purchasers are pay-
ing attention to quality report cards, the
impact is small.29,30 More recently,
Erickson et al found that New York
health plans do not use performance
data to choose high-performance cen-
ters for CABG surgery.31

Provider Response to Report Cards.
Public report cards’ effect on physician
selection is diminished at each of the
necessary steps required to make re-
port cards work, attenuating the ulti-
mate impact of report cards on direct-
ing patients to higher-quality providers.
This might be corrected over time as
consumers become more aware of re-
port cards’ availability and more will-
ing and able to use them in physician
selection.

While waiting for greater uptake of
public report cards by consumers, re-
port cards might still provide value if they
lead physicians to improve their prac-
tices. Were physicians to respond to re-
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port cards by improving their quality, the
population distribution of quality might
improve, and even patients who do not
select physicians based on quality would
receive higher quality of care.

Public report cards might improve
health care quality in 3 general ways:
(1) remediation (report cards cause pro-
viders to change their practices to
improve quality); (2) restriction (re-
port cards lead to restriction or limita-
tion of physicians’ practices so that they
no longer provide care for which they
rated poorly); and (3) removal (report
cards cause low-quality physicians to
exit the health care market). These 3
responses to report cards could occur
in several ways.

Report cards might remediate lower-
quality practices by providing bench-
marking and feedback to physicians.
Educating physicians about practice
guidelines can influence physician prac-
tice, especially when interventions are
targeted at opinion leaders.32,33 Inform-
ing individual physicians about their
quality rankings may have an effect
similar to educating physicians about
practice guidelines. It may cause these
physicians to pay more attention to
standards of care and thus improve the
care they provide.

Report cards might also give provid-
ers the necessary information to start
formal quality improvement pro-
grams. There is some evidence that pro-
viders respond to public report cards
with quality improvement initiatives.
For example, the committee oversee-
ing New York’s CABG report card ad-
vises the state’s department of health
which hospitals and surgeons may need
special attention and recommends that
some hospitals obtain outside consult-
ants to design quality improvements for
their programs.34,35 The report card has
also been credited with removing low-
volume cardiac surgeons in New York,
after 27 low-volume surgeons ceased
performing CABG surgery in the state
between 1989 and 1992.35

The positive impact of report cards on
quality improvement may be larger
when the quality reports are publicly re-
ported rather than privately reported. A

recent study on reporting hospital qual-
ity in Wisconsin randomly assigned hos-
pitals to receive publicly reported qual-
ity information, privately reported
quality information, or no quality infor-
mation. The investigators found that the
hospitals that had their quality infor-
mation released publicly engaged in a
higher number of quality improve-
ment activities compared with the other
2 groups of hospitals. This was particu-
larly true for hospitals that had re-
ceived low-quality scores.36

Public report cards might also im-
prove quality by stimulating quality com-
petition, causing health care providers to
compete on quality to maintain or im-
prove their market share. However, given
the apparently limited effect of report
cards on consumer choice, the indirect
effects on provider behavior might be
even more limited. Research on the effect
of reporting quality on market share sug-
gests that report cards may encourage
hospitals and physicians to compete on
quality, but studies have been contra-
dictory.35,37,38

Report Cards Provide Accountabil-
ity and May Enhance Trust. Even if
public report cards have a limited im-
pact on improving health care quality,
they fill another important need. By
publicly reporting on the quality of
health care, report cards allow the pub-
lic to hold the health care providers ac-
countable for the quality of care they
deliver. Recent surveys have revealed
that public accountability in quality is
important to the public. In one study,
92% of Americans said that reporting
of serious medical errors should be re-
quired,22 and over 60% wanted this in-
formation released publicly.22,39 De-
spite the public’s strong preference for
the public reporting of medical errors,
only 6% of the public identified medi-
cal errors as a top problem facing health
and medicine.39

Has Public Reporting of
Health Care Quality Improved
the Quality of Health Care?
After New York began releasing its
CABG report card, CABG mortality rates
in New York dropped from 3.52% in

1989 to 2.78% in 1992, a decrease of
41%.40 This decline in CABG-associ-
ated mortality rates was larger in New
York than in other states at the same
time41 and persisted through the 1990s.42

The mortality decline was hailed as a
success of the CABG report card.

However, this enthusiasm has been
curbed by simultaneous reports of car-
diac surgeons turning away the sick-
est and most severely ill patients in
states with CABG report cards in an ef-
fort to avoid poor outcomes and lower
publicly reported ratings. Omoigui et
al43 noted that the number of patients
transferred to the Cleveland Clinic from
New York hospitals increased by 31%
after the release of CABG report cards
in New York, and that these transfer pa-
tients generally had higher risk pro-
files than patients transferred to Cleve-
land Clinic from other states. In
Pennsylvania, which also introduced
CABG report cards, 63% of cardiac sur-
geons admit to being reluctant to op-
erate on high-risk patients, and 59% of
cardiologists report having increased
difficulty in finding a surgeon for high-
risk patients with coronary artery dis-
ease since the release of report cards.26

New York had a similar experience af-
ter the release of report cards, report-
ing that 67% of cardiac surgeons re-
fused to treat at least 1 patient in the
preceding year who was perceived to
be high risk.44

Moreover,patientsundergoingbypass
surgery in Pennsylvania and New York
had lower illness severity than patients
in states that did not publicly release the
information, particularly among sur-
geons rated as low quality.45 Further-
more, the release of New York’s CABG
report card was associated with an
increase inracialdisparities inCABGuse,
suggesting that surgeons also may have
responded to CABG report cards by
avoiding patients perceived to be at risk
for bad outcomes, such as blacks and
Hispanics.46 Although some prior stud-
ies have noted improvements in CABG
mortality rates after the release of
CABG report cards,40-42 if quality report
cards cause physicians to select patients
based on risk profile, the quality of care
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and outcomes of people eligible for
CABG may worsen even as mortality
rates among those who receive CABG
improves.

Other public report cards have also
been hailed for improving health care
quality. The National Committee on
Quality Assurance publishes its HEDIS
measures of health plan performance
annually, and over the past 5 years has
reported that performance on key mea-
sures of clinical quality improved from
the preceding year.10 These improve-
ments should be interpreted with cau-
tion. Public disclosure of the HEDIS
measures is voluntary, and in past years
less than one third of health plans chose
to disclose their quality scores.47 Evi-
dence suggests that lower-scoring
health plans are more likely to stop dis-
closing their quality data.48 Biased drop-
out rates among poorer performers may
falsely inflate the apparent perfor-
mance of the health plans as a whole.

The nursing home quality reports
published by the Centers for Medicare
& Medicaid Services have thus far had
mixed results on nursing home qual-
ity. The Boston Globe recently re-
ported that fewer nursing home resi-
dents experience untreated pain or are
placed in restraints since the report card
was first published in 2002. However,
there has been no significant change in
other areas of nursing home quality
such as the occurrence of pressure sores
among residents or the ability of resi-
dents to walk or feed themselves.49

There have been some noteworthy
quality improvements following perfor-
mance measurement without public pro-
filing. Both the Department of Veter-
ans Affairs (VA) and Medicare have
instituted performance evaluation pro-
grams that provide feedback to hospi-
tals on the quality of care they deliver,
but do not make the performance infor-
mation publicly available. Notably, both
the VA and Medicare report improve-
ments in quality since performance
evaluation was initiated.18,20,50

Others have noted there may be a
downside to using quality indicators to
rate performance.51 Quality indicators
may cause physicians to screen or treat

all patients, regardless of whether they
are appropriate for the intervention.
Quality indicators are based on prac-
tice guidelines derived from evidence
linking treatment to outcomes. Prac-
tice guidelines are meant to offer cli-
nicians guidance to help improve pa-
tient care. However, translating practice
guidelines into publicly reported qual-
ity measures shifts their emphasis away
from providing guidance and toward
achieving target rates. Because these
quality measures assume that provid-
ing higher levels of compliance with
practice guidelines always translates
into higher-quality care, report cards
may lead to unnecessary interven-
tions, discounting clinician judgment
and patient preferences.

A recent study by Walter et al51 ex-
amined the use of performance evalu-
ation using quality indicators at the VA.
Examining rates for colorectal cancer
(CRC) screening at a center noted for
failing to meet the target rate for CRC
screening, the researchers found that
among patients who did not undergo
CRC screening, 47% had declined
screening, 12% failed to complete or
keep appointments for screening, and
in 31% of patients, testing was not
medically indicated or the patient had
high levels of comorbid illnesses.51

While the hospital in question may have
failed to meet the VA’s target rate of
CRC screening, 90% of unscreened pa-
tients may have been appropriately un-
screened. If quality indicators push phy-
sicians to meet target rates, they may
fail to reward physicians for appropri-
ately incorporating their clinical judg-
ment and patient preferences into their
decision making and result in inappro-
priately high rates of screening tests,
medication use, or other items being
measured.

Implications
Public reporting of health care quality
may represent an important step in im-
proving openness and accountability
among the health professions. Public re-
porting has also been hailed as a criti-
cal step in improving health care qual-
ity. Principle supports the first of these

goals, but the evidence supporting suc-
cess with the second goal is mixed.
Moreover, some evidence suggests that
public reporting reduces overall health
care quality.

Is it worth revisiting whether pub-
lic reporting should continue? The
number of public report cards has in-
creased tremendously over the past sev-
eral decades. Enthusiasm for the prac-
tice stems from the idea that publicly
reporting quality information allows
consumers to make informed choices.
Yet there is limited evidence that pub-
lic report cards improve quality through
this mechanism, and there is some evi-
dence that they paradoxically reduce
quality. Instead of publicly reporting
quality, report cards might be more con-
structively used to give more private
feedback to the providers who are being
rated, as is done in Medicare and the
VA. Such an approach might limit phy-
sicians’ negative response to report
cards while retaining incentives to im-
prove. Just as distancing system par-
ticipants from blame may encourage an
open environment that reduces medi-
cal errors and enhances patient safety,
the most constructive audience for re-
port cards may be physicians alone.

However, keeping quality informa-
tion private may appear conspirato-
rial, reduce patient trust, damage the
profession’s credibility, and hinder fu-
ture efforts at quality improvement. The
Institute of Medicine has suggested that
what is really needed to improve qual-
ity is a culture that encourages shar-
ing rather than hiding errors.52 Lead-
ers in health care have suggested that
the principal obstacle to broader ac-
tion on quality improvement is a lack
of consensus on publicly reporting qual-
ity measures,53 and the public is unam-
biguously positive about the account-
ability provided by public reporting.39

Because public reporting provides this
important mechanism for accountabil-
ity, its perceived value is hard to chal-
lenge. If this is the case, what can be
done to help public reporting achieve
its goals in reality?

First, if publicly reporting quality
measures is to facilitate the selection of
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high-quality physicians, those mea-
sures must be promoted widely, un-
derstandably, and credibly. An emerg-
ing literature suggests that the design
format and type of information pre-
sented in report cards affects its inter-
pretation and use.54,55 Other work has
extensively explored ways to link re-
ported quality information to specific
decisions made by consumers to in-
crease the likelihood that consumers
will use the information in report cards
to select high-quality physicians.56-59

As quality information is presented
more saliently, its uptake and use may
increase.

Second, publicly reported quality
measures should decrease physicians’
incentive to select patients to improve
their rankings. With outcomes-based
report cards, the incentive to avoid pa-
tients at high risk for adverse out-
comes is best addressed through de-
tailed and credible risk adjustment. New
York State’s CABG report card set the
standard over a decade ago for adjust-
ing rankings based on detailed clinical
information.34 However, detailed risk
adjustment does little to mitigate phy-
sicians’ incentive to migrate toward
healthy patients for whom treatment
may provide fewer benefits. One way
to decrease this unintended conse-
quence of public reporting is to in-
clude measures of the appropriateness
of care. In the case of CABG report
cards, appropriateness criteria might di-
minish surgeons’ incentive to substi-
tute potentially less appropriate low-
risk patients for potentially more
appropriate high-risk patients.

Adjusting report card rankings for
case-mix may be relevant, not only for
outcomes-based measures, but also for
process-based measures. As Walter et
al found in the case of CRC screening,
the reason some patients do not un-
dergo screening is because of a high
level of comorbid illnesses.51 Severity-
adjusting screening rates is critical to
make sure that patients receiving pri-
mary prevention are those who will
benefit the most from it. Other fac-
tors, such as patients’ socioeconomic
status and race, may also confound the

measurement of quality through indi-
cators. Quality indicators such as sat-
isfaction with care are correlated with
race and socioeconomic status.60 Per-
formance measures that fail to adjust
for these factors may penalize physi-
cians who care for minority patients or
patients of low socioeconomic sta-
tus.61 Race and socioeconomic status
may also affect a physician’s percep-
tion of whether a patient will follow rec-
ommendations for screening or treat-
ment.62 If performance measures are not
adjusted for race and socioeconomic
status in addition to severity of illness,
physicians may shy away from treat-
ing some groups of patients out of fear
of being penalized in their report card
rankings.

Finally, if public report cards are to
improve the quality of care, participa-
tion must be mandatory and quality
measurement and reporting must be
universally adopted. Otherwise, pro-
viders who receive low-quality scores
face incentives to avoid reporting and
the sickest patients will be shifted from
rated to unrated providers.

Public reporting of health care qual-
ity information is well-intentioned. But
enthusiasm for public reporting should
not interfere with focusing on the ul-
timate goal—to improve the care re-
ceived by patients and populations.
That goal seems within reach, but cur-
rent processes will need to improve to
get there.
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