EDITORIAL COMMENTARY

Are there negative consequences of public reporting?

The hype and the reality
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Recently, a publication by DeVore and colleagues' called
into question the benefit of public reporting. In this study,
the authors looked at the impact of public reporting on
30-day readmission rates among Medicare beneficiaries
(>65 years of age) with 3 diagnoses: acute myocardial
infarction (AMI), heart failure, and pneumonia. The authors
analyzed the differences in trends of the 30-day readmission
rate for the 3 years before and after the initiation of public
reporting of these readmission rates in June 2009 on the
Medicare Hospital Compare Web site. The result was that
there appeared to be no impact of public reporting on
30-day readmission rates and would suggest that public
reporting is not associated with improvement in outcomes.

Transparency through public reporting has been
proposed as a major tool to improve healthcare quality,
but the benefit and potential harm of public reporting
remain topics of some debate. Among the potential harms
of public reporting include a lack of cost effectiveness,
lack of focus on important but not publicly reported metrics,
risk aversion with denial of care to high-risk patients, as
well as damage to both program and practitioner reputation.
In this issue of the Journal, Dr Gaynor and colleagues” were
asked to provide a comment on the publication of DeVore
and colleagues and, likewise, we were asked to comment
on the paper of DeVore and colleagues well as the editorial
by Gaynor and colleagues.”

As for the paper of DeVore and colleagues, we are
concerned about the experimental design and thereby the
conclusions. First, the endpoint of 30-day readmission rates
is challenging for the public to understand. Early
readmissions are a significant expense for the Centers for
Medicare and Medicaid Services (CMS) and are estimated
to cost CMS more than 10 billion dollars annually.” The
publication of readmission rates by CMS was postulated
to provide transparency that would result in improvement
in those rates. Indeed, the rate for readmission after AMI
is decreasing. To account for a change on top of the
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Despite concerns of risk-averse behavior
among physicians, the majority of studies sug-
gest a net benefit to public reporting of outcome
data.

See Article page 904.

preexisting trend, DeVore and colleagues looked for a
change in the rate of readmission before and after the
initiation of public reporting. A positive impact of public
reporting would require a deviation from the preexisting
downward trend in the 30-day readmission rate. The
assumption required by DeVore and colleagues would
mean that as the readmission rate approaches zero the trend
would remain constant, although clearly as the readmission
rate decreases the curve will flatten to a point at which early
the readmission rate can be reduced no further. The initial
reduction in readmissions are likely “low hanging fruit,”
easily achieved with programmatic focus; however, after a
point, the remaining readmissions may be quite difficult
and even sometimes impossible to prevent. Whether over
the course of this study the trend function remains constant
is simply an assumption, and we cannot be certain that the
inflection point where the curve begins to flatten has not
already been reached.

There are other challenges with the study of DeVore and
colleagues; first, the diagnostic groups and patient
population are not ones in which public reporting would
be likely to have a great impact. This is an older population
and the diagnoses AMI, heart failure, and pneumonia do not
permit much time to ‘“‘shop around” for the best hospital.
Second, although the rate of 30-day readmission rate is
associated with cost, it may not be a direct indicator of
quality care.” What we really want to know is which
hospital will provide our loved ones with the best outcome.
Is a low 30-day readmission rate the best indicator of
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quality? If so, does the public understand this? The public is
unlikely to be impacted by a difficult-to-understand metric
when confronted with a severe unplanned illness where the
greatest priority for hospital selection is ease of access and
proximity.” Finally, although public reporting might impact
the hospitals and healthcare systems, they were already
incentivized to lower 30-day readmission because this
already was planned to impact reimbursement in 2012. It
seems unlikely that public reporting would result in further
pressure on these organizations for whom the financial
incentive had been present for some time and who already
knew their own data. Nevertheless, Gaynor and colleagues
praised the DeVore study for the use of “robust statistical
methodology” in an effort to evaluate the effectiveness of
public reporting.

Risk aversion and denial of care to high-risk patients
would unquestionably be a serious adverse impact of public
reporting. This issue was not part of the study by DeVore
and colleagues but instead was raised in the editorial by
Gaynor and colleagues and merits a response based on the
available data. Gaynor and colleagues, who asked for
more ‘‘robust statistical methodology,” cite (and with no
sense of irony) a nonpeer-reviewed survey from the
Telegraph, a newspaper in the United Kingdom, to support
the contention that many heart surgeons are avoiding
high-risk patients because they are concerned about their
public reporting score card.® Even a cursory review of this
newspaper story identifies significant issues. This article
suggested that approximately one third of cardiothoracic
surgeons in the United Kingdom had “‘recommended a
different treatment path” to avoid adding another death to
their score card. The respondents appear to be saintlier
than their nonresponding colleagues, as they reported this
risk-avoidance behavior among 84% of their compatriots.
It is noteworthy that there are 361 consultant cardiothoracic
surgeons in the United Kingdom; thus, this newspaper
article survey with 115 respondents captured less than one
third of the cardiothoracic surgeons in the United
Kingdom.” The incongruous statistics of the Telegraph
article notwithstanding, if a surgeon felt that surgery were
likely to result in death, then wouldn’t a “different treat-
ment path” be a reasonable consideration?

So what are the data on risk-averse behavior and denial of
care? Are there data beyond newspaper stories that could
inform us on this issue? An actual peer-reviewed survey
of practitioners in New York State by Burack and
colleagues® provides some insights. Their survey included
105 responses, equal to 69% of practicing heart surgeons
in New York State. Sixty-two percent of respondents
reported that they had refused to operate on at least one
high-risk patient referred for coronary artery bypass
grafting during the preceding year. At first glance, this
sounds very concerning, but the authors looked at the
characteristics of those who refused high-risk cases and

found that they were more likely to have been in practice
for less than 10 years, were less experienced, and were
more likely to have a practice not exclusively committed
to heart surgery.

These data are important for 2 reasons and suggest that
risk-averse behavior may not be all bad. First, those
individuals who were unwilling to take on high-risk cases
were perhaps less well suited to take on these kind of cases.
Second, the corollary of the survey data suggests that if not
for public reporting, these less-qualified individuals would
have been willing to take on high-risk cases. A number of
factors may motivate a practitioner to take on a case that,
in advance, they believe to be at or beyond his or her ability.
Among the possible motivating factors are pride and a sense
of duty but also financial factors. Financial incentive,
although not usually overt, is a constant pressure that acts
on us and the impact may be subtle and underappreciated.

Public reporting may result in a more conscientious,
deliberate decision on the part of an individual practitioner
to rationally weigh the risk of the specific procedure against
his or her own abilities and experience. This impact of
transparency at the provider level was well demonstrated
in a study by Rex and colleagues.” In this analysis, video
recordings of screening colonoscopies were obtained before
and after the practitioners were told their studies would be
video recorded and evaluated by a third party for
thoroughness. The average duration of examinations and
the completeness of the studies improved dramatically after
the practitioners were informed their work would be video
recorded. This study involved well-trained, highly skilled
colonoscopists at an academic center and yet their
performance was significantly improved once they knew
their work would be scrutinized.

At the macro level, the data on risk aversion are mixed.
Joynt and colleagues'” showed that the rate of percutaneous
coronary intervention (PCI) for AMI was lower in public
reporting states but that there was no difference in mortality
and no difference in the rates of coronary artery bypass
grafting (CABG) for AMI. A subsequent publication by
the same group using the National Inpatient Sample
suggested that states with public reporting were less likely
to perform PCI on patients with AMI and also that the
risk of mortality for AMI was greater in public-reporting
states.'’

The potential for risk-averse behavior is not lost on state
health departments. In 2005, New York State, the first state
to mandate public reporting of cardiac surgery and PCI,
allowed an exemption for patients with AMI and shock
undergoing PCI to minimize the potential for risk-averse
behavior. The PCI rate for AMI in New York State increased
with the change in public reporting.'” It is noteworthy that
in this study, the risk of mortality was not different between
New York State and the other states before the change,
but after the change in reporting, the risk of mortality in
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