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Consumers And Quality-Driven Health Care:
A Call To Action

Five action principles to improve the effectiveness and impact of
public reporting of health care quality.

by Dale Shaller, Shoshanna Sofaer, Steven D. Findlay, Judith H. Hibbard,
David Lansky, and Suzanne Delbanco

ABSTRACT: A key strategy for driving improvements in health care quality is providing com-
parative quality information to consumers. This strategy will not work, and could even be
counterproductive, unless (1) consumers are convinced that quality problems are real and
consequential and that quality can be improved; (2) purchasers and policymakers make
sure that quality reporting is standardized and universal; (3) consumers are given quality in-
formation that is relevant and easy to understand and use; (4) the dissemination of quality
information is improved; and (5) purchasers reward quality improvements and providers

create the information and organizational infrastructure to achieve them.

health care quality has become a major fo-

cal point of health care reform efforts. A
key component of this activity is the develop-
ment of ways to collect and publicly compare
performance information from health care
providers.

We believe that consumers will use health
care quality measures to assess and choose
health plans, providers, caregivers, and health
facilities, but only if that information is rele-
vant to their concerns and packaged and dis-
seminated so they can easily obtain, trust, un-
derstand, and apply it. We also believe that
“industrial-strength” quality improvement

IN THE PAST TEN YEARS improving

will not occur until consumers are engaged
and informed partners in the work and until
providers and plans have the knowledge and
tools to respond to an increasing public de-
mand for quality.!

Given emerging information and communi-
cation technologies, the potential for produc-
ing, packaging, and disseminating comparative
health care quality information is greater than
ever. However, it is unfair to expect consumers
and patients, the least knowledgeable and
supported group in health care, to bear the en-
tire burden (and risk) of creating an effective,
efficient, and equitable system.?

In this brief report we synthesize our re-
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search and that of others, as well as our experi-
ence and perspectives, to offer five action prin-
ciples and related recommendations for
making public reporting initiatives more effec-
tive and forceful.

Principle 1: Convince Consumers

Consumers must be convinced that health
care quality problems are real, that they have
serious consequences, and that quality can and
should be improved. Here we face a conun-
drum. On the one hand, many consumers care
about health care quality, would like to have
objective data, recognize its value, and are in-
creasingly involved in making decisions about
their own care.> On the other hand, few have
used clinical quality or other provider perfor-
mance data in making care decisions.*

There are two main reasons for this, both
requiring immediate attention. First, the pub-
lic lacks understanding of what quality does
and does not include. Second, few available
quality measures resonate with the public, be-
cause they do not speak directly to what con-
sumers and patients care most about: individ-
ual physicians, hospitals, and nursing homes.

B Understand quality. Given how long it
has taken for experts to build any consensus
about health care quality, we should not be
surprised that consumers do not fully under-
stand what is meant by “quality” and “quality
measurement.” When asked to identify as-
pects of quality in health plans, most consum-
ers name freedom to choose one’s own doctor;
physicians’ qualifications; costs; and covered
benefits.> This fairly limited concept of quality
makes sense to consumers and reflects the lim-
ited information available. In testing reports
with consumers, we observe that what people
do not understand, they tend to view as less
important.® So how do we help consumers un-
derstand and value truly meaningful quality
concepts and measures?

Research demonstrates that if people have a
framework for understanding a concept or the
“big ideas,” they are more likely to understand
the “little ideas” and integrate new informa-
tion.” Current quality reports tend to give peo-
ple all of the little ideas without an organizing

framework. This makes it less likely that indi-
vidual facts (such as a score on a particular
quality measure) will have meaning. An over-
arching framework will help consumers better
understand and value quality information and
will avoid exposing them to disparate and
confusing concepts that undermine compre-
hension, engagement, and trust.

B Recommendation. We recommend
that leaders in the quality movement (1) build
consensus on the most appropriate framework
and (2) ensure that all major parties in the
public and private sectors use that framework
repeatedly both in communication campaigns
about quality in general and in all comparative
quality reports.

Several such frameworks have been tested
with consumers. These include a modified ver-
sion of the framework from the Institute of
Medicine (IOM) report Crossing the Quality
Chasm and a framework developed and tested
by the Foundation for Accountability
(FACCT).® Indeed, the IOM report Envisioning
the National Health Care Quality Report recom-
mends using a matrix that incorporates both
IOM and FACCT frameworks.® Formative re-
search has demonstrated that these frame-
works help consumers understand and value
key aspects of clinical and service quality.

As we communicate the framework, we
must also (1) specify how and where consum-
ers can act to improve the quality of their care
(2) appeal to emotions as well as reason, since
we must both motivate and educate; and (3)
recognize our nation's diversity on key factors
such as trust in health professionals, health
status, health literacy, culture and language,
and socioeconomic circumstances.®

M Improve relevance and usefulness. If
we want to be heard and understood by con-
sumers, we must heed their quality concerns.
Specifically, we need to increase the number of
consumer-oriented, publicly disclosed mea-
sures that assess the performance of the clini-
cians, hospitals, and other service delivery or-
ganizations that consumers believe are really
responsible for the quality of their care. This
does not mean that we stop reporting
consumer-oriented measures of health plans.
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As the Quality Chasm report makes clear, qual-
ity depends not just on the behavior of provid-
ers but on the systems that support them."

The development of consumer-oriented
provider measures has already begun. For ex-
ample, the second phase of the Consumer As-
sessment of Health Plans (CAHPS) initiative,
originally begun by the Agency for Healthcare
Research and Quality (AHRQ) to develop
standardized methods for surveying consum-
ers about their experiences with health plans,
has expanded to include individual providers,
medical groups, hospitals, and, if possible,
nursing homes. Other initiatives also have or
are developing provider-specific clinical qual-
ity measures.? However, data using such mea-
sures are only rarely publicly available, although
the rate of public reporting is increasing,.

We also need more measures that reveal
real differences in quality and performance. If
the only measures on which consensus is
reached ensure that all providers look alike,
we undermine attempts to show consumers
that there is meaningful variation in quality.
Simultaneously, we must refine and imple-
ment mechanisms to adjust for patient risk
and severity of illness, so we fairly compare
providers’ performance and assure that plans
and providers do not avoid sicker consumers
who may be more difficult and costly to treat.

B Recommendation. We recommend
that groups with influence over key measure-
ment sets give priority in measurement devel-
opment and selection to (1) the need for pub-
licly available service and quality measures at
all levels of the health care system; and (2) the
need for precise risk-adjusted measures that
discriminate effectively.

Principle 2: Standardization

Quality measurement and reporting to con-
sumers must be standardized and universal.
Many quality reporting initiatives are still de-
signed primarily to support payers’ choice of
health plans and quality improvement among
plans and providers, not consumer awareness
and choice. Most remain voluntary, and many
plans and providers do not provide data on
their performance or quality of care.

It is time to be more assertive. The number
of plans and providers who measure and pub-
licly report their performance on consumer-
oriented quality dimensions must increase.
This will only happen if the organizations pay-
ing the bills—and thus wielding the clout—ei-
ther require this or use strong financial incen-
tives that ensure it happens.

B Recommendation. We recommend
that payers—government and private indus-
try, and particularly large employers—imple-
ment both mandatory and voluntary ap-
proaches over the next decade and monitor
progress to determine which approach works
better to ensure that consumers have access to
comprehensive and standardized quality data.
Every large business, public employer, and
health insurer can be involved in a voluntary
initiative—independently or through a coali-
tion or other group—to measure quality and
report results to the public. Consumers should
sit on the steering committees of all such ini-
tiatives. These efforts should avoid duplication
that imposes costly administrative burdens on
providers. If the voluntary approach does not
work, we must move toward strong legislation
mandating the collection and public reporting
of consumer-oriented quality information.

Early experience indicates that voluntary
models tied to incentives, such as potential
growth in market share, are promising, The
Leapfrog Group, a coalition of more than 130 of
the nation's large businesses and public enti-
ties buying health benefits, launched a high-
profile health quality initiative in 2000.2 In
July 2001 Leapfrog members began inviting
hospitals in particular markets to respond to a
voluntary online survey to report their prog-
ress in implementing three recommended
safety practices. To date, 57 percent of hospi-
tals across eighteen markets have participated,
including all hospitals in the Rochester (N.Y.),
Savannah, Seattle, and Wichita areas, and re-
sults have been shared with enrollees and
posted on Leapfrog’s Web site, www.leapfrog
group.org. The Pacific Business Group on
Health (PBGH) has incorporated the findings
into its consumer Web site as well, while the
East Tennessee coalition has issued a Consumer
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Guide to Hospital Care for its members.* Efforts
will be under way to collect information from
hospitals in additional regions in 2003.

Voluntary programs have yet to achieve
universal provider participation. Indeed, such
participation may require a government man-
date. Models for such programs exist in Penn-
sylvania (the Health Care Cost Containment
Council), New York (the State Department of
Health Statewide Planning and Research Co-
operative System), and Rhode Island.'®

However, the greatest pressure for public
disclosure can and should come from the fed-
eral government, the single largest U.S. pur-
chaser of health care. The Centers for
Medicare and Medicaid Services (CMS) now
collects CAHPS survey information on all
Medicare managed care plans and from benefi-
ciaries in the original Medicare program and
has publicly reported selected results to con-
sumers.” More recently, the Bush administra-
tion has taken initial steps to require providers
serving Medicare beneficiaries, such as nurs-
ing homes and dialysis centers, to collect qual-
ity information for public release. It is also pur-
suing collection and reporting of standardized
quality information on the nation's hospitals.

Making quality measurement and report-
ing to consumers universal will be expensive.
However, plans and providers already spend
enormous sums to collect myriad unrelated
and uncomparable data sets. If these resources
were directed in a standardized and more co-
ordinated fashion, as described further below,
the cost burden would be minimized.

Principle 3: Ease Of Use

Information given to consumers must be
easy to understand and use. Many current re-
ports are hard for laypersons to understand
and even harder for them to use in making de-
cisions, and they often contain more informa-
tion than most people can effectively process.
When faced with information overload and
burdensome tasks, people tend to take short-
cuts, such as making a choice based on one or
two more familiar factors. This can lead con-
sumers to make choices based solely on some-
thing concrete, like cost, instead of consider-

ing quality as well.'®

We can make health quality data more us-
able. Computerized decision aids can reduce
cognitive burden and increase the likelihood
that the option chosen fits personal prefer-
ences. Print documents can present data so
that it is easier to identify better and worse op-
tions—for example, by rank-ordering choices
or using other visual cues or labels to identify
high performers.® Recent controlled experi-
ments found that consumers were more likely
to use quality data when data presentation
made evaluating choices easier.’

If we produce reports simply as a symbolic
gesture, clear presentation will likely give way
under providers’ resistance. It is easy to pres-
ent data in a way that makes it difficult to de-
termine how well a particular provider is do-
ing or to compare providers. If we really want
consumers to understand and act upon infor-
mation, we have to use what we know works.

B Recommendation. We recommend
that the design of consumer-oriented quality
reports be based on evidence and that quality
movement leaders develop and disseminate
standards of data collection and presentation
to ensure that consumers get accurate and eas-
ily understood information about both abso-
lute and comparative performance.

The evidence in this field is growing; our
understanding will change and deepen in the
years to come. This is no excuse for not using
the evidence we already have. AHRQ has re-
cently launched a Web site for sponsors of per-
formance measurement and reporting efforts,
www.TalkingQuality.gov, that will be updated
regularly to reflect new evidence.

Principle 4: Dissemination

To reach diverse groups of consumers—es-
pecially the most vulnerable—we must work
with and through organizations and individu-
als they trust. Comprehensible and usable re-
ports must also be disseminated effectively so
they are received when needed; are considered
as objective, trustworthy, and authoritative;
and reinforce the value and relevance of the in-
formation. Dissemination of quality informa-
tion is haphazard and often ineffective. Issues
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of language, literacy, region, priority health
concerns, and decision context must all be
taken into account.

For audiences comfortable with Weh-
based information, decision-support tools can
improve accuracy and help minimize the cog-
nitive decision-making burden. These tools
typically can be personalized to respond to in-
dividual priorities and presentation prefer-
ences. Nevertheless, for many people these
“high-tech” approaches alone are unlikely to
work. Groups with lower literacy, those
whose first language is not English, those less
familiar with the complexities of health care,
and those with serious health care problems
will likely need to receive information in per-
son from a known and trusted source.?!

The best way to provide personal assistance
is to use the wide range of public and private
organizations that do, or could, help consum-
ers with quality information.”> We have in-
vested little in supporting such potential part-
ners to date. Without dedicated, well-
supported resources of this kind, consumers
now turn to close friends and family members,
who are often as ill informed as they are, or to
physicians and other health care providers,
who may be somewhat better informed but of-
ten have conflicts of interest.”

Few studies have assessed whether it is fea-
sible and effective to use community-based
and voluntary agencies in this role.** Few orga-
nizations can take on this role without ear-
marked funding, and many will themselves
need to understand better the importance of
quality and its variations. Partners must be
carefully selected to ensure that they serve and
are trusted by target groups and that they are
neutral in how they present choices to cli
ents.” Partners will need not only access to
evidence-based reports, but also training,
technical support, and Internet access (sur-
prisingly absent for many groups).

If this sounds expensive, it is, although
probably not as expensive as are media cam-
paigns addressed to the nonexistent “average”
consumer. Policymakers are correct in noting
that the evidence is lacking that this approach
will work. Not only have we invested little

money in dissemination, we have invested al-
most nothing in dissemination research.

B Recommendation. We recommend
that public and private funders jointly support
and evaluate a set of demonstration projects
that use various dissemination strategies to
reach a series of distinct audiences, to find out
what works. These demonstrations could
build on existing activities or be designed from
scratch using all we know about social mar-
keting, cross-cultural communication, and
community-based organizations.

Principle 5: Reward Improvement

Consumers alone cannot improve system
quality. The system and all its stakeholders
must be willing to reward and support quality
improvement, or it will not happen.

H Role of purchasers. Prevailing provider
reimbursement systems not only fail to reward
quality adequately, they often undermine qual-
ity by paying doctors and hospitals more when
they perform unnecessary and potentially harm-
ful procedures. Efforts to improve quality will
not succeed unless providers and plans are re-
warded economically for doing the right thing,
even if that means performing fewer services.

B Recommendation. We recommend
that all purchasers, public and private, begin
now to design and implement incentive pro-
grams that reward providers and plans for im-
proving quality of care. Purchasers can use
several types of incentives to reward quality,
including increased market share and higher
payments. Both General Motors (GM) and the
Buyers Health Care Action Group (BHCAG)
have steered employees to higher-quality plans
and providers, either by setting lower em-
ployee contributions for plans with higher
quality scores (GM) or by disseminating re-
ports that clearly identify plans in three cost
tiers that do and do not perform well.”

On the higher-payment front, “pay for per-
formance” programs are emerging among both
public and private payers. Several large health
plans in California recently announced a sys-
tem for paying providers bonuses for achieving
specified quality levels and avoiding medical
errors.”® The PBGH has developed its own
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method of linking medical-group reimburse-
ment to a combination of three quality
weights. The Central Florida Health Care Co-
alition plans to set payments to individual
physicians according to their performance on a
combination of patient survey scores and clini-
cal quality measures.?

M Role of health plans and providers.
Even if providers get incentives to improve,
they cannot do so without the information
systems and training needed to implement
continuous quality improvement programs.

B Recommendation. We recommend
that health plans and providers act now, with
appropriate policy and funding support, to
make sizable investments in building capacity
for quality improvement and a health care in-
formation infrastructure that is up to the task.
Information systems that support consumer
choice and those that support quality im-
provement are now on entirely different
tracks. This nonalignment of measures, data
collection approaches, and reporting systems
contributes to both financial and administra-
tive waste. Furthermore, information systems
are located at specific sites of care and do not
support data collection across a consumer’s
episode of care.

We can design both measures and informa-
tion systems that support clinical decision-
making and improvement processes while
providing at least some of the data elements
needed to construct consumer-oriented qual-
ity measures. For example, information ob-
tained at the point of care in the treatment of a
chronic condition such as diabetes can be
combined with other patient data to develop
risk-adjusted indicators of provider perfor-
mance. Data such as these can be used for clini-
cal care management, quality improvement,
accountability, and consumer choice, thus re-
ducing the cost and burden of reporting.

tions offered in this paper are acted on,
consumers and patients armed with accu-
rate, standardized, timely, and relevant infor-
mation can indeed be a potent force for driv-
ing the health care system to higher levels of

IF THE PRINCIPLES and recommenda-

quality and accountability. However, if all
stakeholders do not provide adequate infor-
mation and support and respond to consum-
ers’ demands for quality, many consumers
may be left bearing the burden of rising costs
and uncertain, highly variable levels of qual-
ity and access. These principles and actions
also will require new political will and bipar-
tisan support among policymakers in the face
of growing consumer distrust and cynicism,
provider discontent, and health care industry
pressures to maintain power and profits.
Working together, we believe that we can and
must all do our part to shape a quality-driven
health care system.

The Consumer Health Quality Group (CH9G) grew
out of the federally funded Work Group on Consumer
Health Information. Besides the authors, other CHOG
members who made significant contributions to this
paper are Diane Archer; Medicare Rights Center; Carol
Cronin, consultant; Susan Edgman-Levitan, Institute
for Healthcare Improvement fellow for patient and
family-centered care; Christine Molnar, Community
Service Society of New York; Ann Monroe, California
HealthCare Foundation; and L. Gregory Pawlson,
National Committee for Quality Assurance. People are
members of CHOG as individuals, not organizational
representatives.
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