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ARTICLE INFO ABSTRACT

Article history: This article maps current approaches to public reporting on waiting times, patient
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informants, we found that the data most commonly made available to the public are on
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gﬂirt‘t f)a;tlllsef:fttliocl;re Information on patient experience at hospital level is also made available in many countries,
Bench¥narking but it is not generally available in respect of primary care services. Only one of the 11

countries (England) publishes composite measures of overall quality and safety of care that
allow the ranking of providers of hospital care. Similarly, the publication of information
on outcomes of individual physicians remains rare. We conclude that public reporting of
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aggregate measures of quality and safety, as well as of outcomes of individual physicians,
remain relatively uncommon. This is likely to be due to both unresolved methodological and
ethical problems and concerns that public reporting may lead to unintended consequences.
© 2016 The Authors. Published by Elsevier Ireland Ltd. This is an open access article under

the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

1. Introduction

The public reporting of the quality of health care and
the performance of health care providers has expanded in
recent years, often using dedicated websites targeted at
the general population. A wide range of measures is avail-
able. Three broad types of information can be distinguished,
relating to:

e health care outcomes (such as mortality rates or rates of
complication);

e provider performance (such as waiting times, length of
stay or other care processes);

e patient experience and satisfaction (as elicited through
patient surveys).

Advocates of public reporting believe that it helps
to improve transparency and accountability, empowers
patients to make informed choices, and provides policy-
makers and third-party payers with the knowledge to
inform decisions on payment, including rewarding high or
penalising low performers [1,2]. Public reporting of per-
formance data is thought to improve the quality of care
through two principal pathways: the first (‘improvement
through selection’) believes that information on quality
provides users with knowledge that will enable them to
select providers according to quality criteria, while in the
second (‘improvement through change’), quality improve-
ment is achieved through changes in provider behaviour.
In this latter pathway, information is seen as helping
providers to identify areas of underperformance and repor-
ting can act as a stimulus for improvement, motivating
providers to compete on quality [3,4].

Public reporting does, however, face several challenges.
First, publication can have unintended consequences, cre-
ating perverse incentives that could ultimately damage
quality and public trust. For example, providers may
become more reluctant to take on high-risk patients, clini-
cal priorities might become distorted, and staff morale may
be reduced [3].

Another concern relates to the accuracy of the infor-
mation used and the extent to which it reliably reflects
provider performance [5-7]. The selection of meaningful
indicators is a particular problem [2]. The experience of the
United States is of particular relevance here, as indicators
of provider performance have been published for over two
decades. By 2012, the United States National Quality Forum
(a non-profit organisation) had endorsed more than 750
measures [2]. However, there is little overlap between the
indicators used in various programmes [8] and a study of 29
private insurance plans identified 550 indicators, few coin-
ciding with those used in public programmes [9]. A study
comparing four national rating systems of hospitals in the

United States found different systems producing different
results, with only 10% of the 844 hospitals that were ranked
as top performers in one system designated as high achiev-
ersinany of the other systems[10]. Although these systems
were intended to inform patient choice, the study found
that they tended to confuse rather than guide informed
decision-making [10]. Indeed, despite 20 years of compar-
isons of hospital quality in the United States, consumers
take such information into account only to a small extent
in their choice of provider [11].

A number of other countries have also invested con-
siderable efforts to collect and publish data on outcomes,
provider performance and patient experience. Examples
in Europe include Sweden, the Netherlands, Germany and
England. However, countries differ in the extent to which
they make such data publicly available. England appears to
have gone further than most in providing single composite
ratings of provider performance, in addition to measures of
performance in specific areas, or using multi-dimensional
profiles. For example, its Care Quality Commission, the reg-
ulator of health and adult social care, generates a composite
rating of each provider based on whether they are safe,
effective, caring, responsive to people’s needs and well-led
[12-14].

There is, however, little explicitly comparative infor-
mation so far on the current state-of-the-art of public
reporting in high-income countries. Our study sought to
provide a comparative analysis of public sector approaches
in 11 high-income countries towards the collection and
publication of provider performance data. Such a compar-
ative analysis is useful for two reasons: First, publication
of information on provider performance is often viewed
as promoting transparency on the performance of health
systems. Second, an analysis of how approaches differ may
reveal their strengths and weaknesses.

The study was undertaken by the European Observatory
on Health Systems and Policies in response to a request of
the English Department of Health. A summary overview of
key findings was published by the Department of Health
[13].

2. Materials and methods

Data were collected by means of a questionnaire (see
supplementary web appendix) for self-completion by
key informants in Australia, Canada, France, Germany,
Netherlands, New Zealand, Norway, Sweden, Switzerland
and the United States, exploring the following areas of
public reporting (i) overall ratings for quality and safety of
care (for every major hospital, general practice, residential
care provider and domiciliary care provider); (ii) outcomes
of individual health care professionals on indicators,
such as mortality or other measures of performance; (iii)
waiting times between referral and treatment for every
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