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Abstract
The AQA Alliance, a large multi-stakeholder collaborative, committed itself to a report on the current state of physician measurements and the adherence of the reporting entities to the principles promulgated previously by the AQA. Though physician reporting can be conducted for self-improvement, certification or financial incentives in a non-public fashion, the scope of this report is limited to reporting of physician measurement either confidentially to physicians for improvement or publically to consumers for decision making. It is in this capacity that the AQA Reporting Workgroup performed a survey of private and governmental agencies engaged in reporting to physicians and to consumers about physicians. Due to a lack of reports available for all types of clinicians, the Reporting Workgroup targeted the survey to organizations with physician reports only. The AQA principles served as the basis for creation of questions in the survey tool. The survey was sent to 104 organizations. Of these, 41 responded for an overall response rate of 39.5%. The findings shows that there is variation in measures included in reports, methods used to develop reports, and involvement of users in testing and design, as well as frequency of updating information contained in the reports. The survey results illustrate general alignment with AQA principles, with areas noted that need greater consistency with AQA principles. This report presents recommendations and policy considerations to guide future reporting efforts. 
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Introduction

The AQA Alliance is a large voluntary multi-stakeholder collaborative of physicians and other clinicians, consumers, purchasers, health plans, and others whose aim is to improve patient safety, health care quality, and value in all settings. The AQA promotes strategies to:
· implement performance measurement at the physician and other clinician or group level; 

· collect and aggregate data in the most appropriate way; and 

· report meaningful information to consumers, physicians and other clinicians, and other stakeholders to inform decision-making and improve outcomes.

The AQA recognizes that reporting information to clinicians on their respective performance is critical for improving quality and patient safety, as well as for promoting accountability. The clinician reporting principles reflect the importance of assuring that clinicians receive valid, reliable, and useful information so they can most effectively assess and improve their performance and meet/exceed agreed-upon targets.  
The AQA also recognizes the critical need to provide consumers, purchasers, and other stakeholders with useful, more robust information and tools to enable them to make informed decisions about treatment, coverage, and other matters related to their health care. The consumer reporting principles are designed to increase the effectiveness of public reporting of quality information. The principles reflect the importance of balancing stakeholders’ urgent need for useful information with the need for due diligence to ensure that the information provided is valid, reliable, and useful. 
To address these issues, in 2006 the organization published two sets of principles — Reporting to Clinicians and Hospitals (see Appendix A) and Public Reports on Health Care (see Appendix B). 
In 2009, the AQA Reporting Workgroup (the Workgroup) was charged with collecting an inventory of reports, surveying report sponsors to understand reporting tools being utilized (see Appendix C), comparing results (see Appendix D) based on consistency with the AQA principles, and evaluating results to develop a set of recommendations for reporting.
Methods
The Workgroup developed a compendium of reports available and used in 2010. This list was employed to identify organizations to receive the survey.
 Due to a lack of reports available for all types of clinicians, the Workgroup targeted the survey to organizations with reports about physicians only and not about other clinician groups. The Workgroup used the AQA principles as a basis for the creation of the survey tool. The tool contained 30 items with two sets of survey questions, one addressing reports that target clinicians and the other for reports targeting consumers. This would allow analysis of results for each set of principles separately. The workgroup sent the survey to 104 organizations representing (1) national organizations, (2) health plans; (3) specialty societies; (4) consumer and employer groups; and (5) states/regional groups. The survey was administered via a web-based tool. Forty-one organizations responded, resulting in an overall response rate of 39.5%. Appendix C presents more detailed information about the survey tool, methodology used, and responding organizations.
Findings
Appendix D presents a complete set of results. Findings related to each of the five topic areas, based on the AQA principles, are summarized here.
1. Content  
Reports are made available using varied mechanisms. As an example, 40% are web-based to physicians, compared with 84% that are web-based for consumers. Physicians could receive hard copy reports 52% of the time from the report owner, compared with 26% for consumers. The types of measures reported varied, with 48%-69% reporting nationally endorsed measures. However, 47% also reported locally developed measures for reports to physicians, compared with 52% for reports to consumers. Many reports—63% for reports to physicians and 44% for reports to consumers—did not include patient experience measures. A majority also did not report on financial metrics (56% of reports to physicians and 61% of reports to consumers). A majority did not report on structural measures, such as status of licensure or volume of procedures conducted (65% for reports to physicians and 54% for reports to consumers).  
2. Transparent Methods  
Administrative data were used as a data source 77% of the time when reporting to physicians and 70% of the time when reporting to consumers. Patient surveys were used 35% of the time for reporting to physicians and 40% of the time for reporting to consumers. Physician surveys were used less frequently—14% to physicians and 13% to consumers. The purpose of the reports was identified 92% of the time for reporting to physicians and 87% of the time for reporting to consumers. Data specifications were provided 62% of the time for physician reporting, compared with 61% of the time for reports to consumers. Attribution methodology was made transparent in 56% of reports to physicians and 45% of reports to consumers. Sample size was reported in 69% of reports for physicians, compared with 55% of reports for consumers. Physicians were able to review the reports before the information was publicly released in the majority of instances (63% of the time). 
3.  Portrayal of Performance Differences  
For both physician and consumer reports, the majority reported on physician groups (77% and 67%, respectively). Measures at the individual physician level were reported in 64% of reports to physicians and 47% of reports to consumers. Reporting of trends over time occurred less frequently: 33% of the time to physicians and only 16% of the time to consumers. Geographic benchmarks were used 54% of the time for reporting to physicians and 59% of the time for reporting to consumers. Peer benchmarks were used 78% of the time for reporting to physicians, compared with 69% of the time for reporting to consumers. Local/regional and state/national benchmarks were used 28%-34% of the time for reporting to both physicians and consumers. 
4.  Report Design and Testing 
Evaluations focused on effectiveness were conducted 79% of the time for reports to physicians and 74% of the time for reports to consumers. Multiple methodologies, including feedback surveys, external evaluations, and focus groups, were used for both types of reports. Physicians were involved in the report designs 77% of the time, and consumers were involved 62% of the time. For reports to physicians, various types of pilot testing occurred 40% of the time. The question about pilot testing was not asked for reports to consumers. 
5.  Collaboration and Timely Results  
The majority of reports are updated annually, 62% for reports to physicians and 64% for reports to consumers. Clear statements about when the information was last updated were provided 69% of the time for reports to physicians, compared with only 42% of the time for reports to consumers. The gap between how soon after services were rendered to the time the data were available based on a 12-month gap, ranged from 31% of the time for reports to physicians to 42% of the time for reports to consumers.

Discussion
This study found variation in measures and information provided in reports. Such variations may cause confusion among consumers and physicians alike, perhaps causing readers to discount the credibility of all reports. Although most reports use nationally endorsed HEDIS (Healthcare Effectiveness Data and Information Set) and NQF measures, half of the reports also use locally developed measures. This could mean that the national measures provide a useful starter set, and that report sponsors supplement the national set with locally developed measures. This approach is consistent with development of a national set of priorities in which measurement is an essential building block to improve the health of the nation in several critical areas, while still leaving flexibility for innovation at the local level.  
The finding that a large number of reports did not include patient experience measures is troubling. The reasons for this finding could include a lack of understanding of the value of these measures, difficulties in cost-effective implementation of the measures (i.e., costly to collect the data, and no clear pathway for how to interpret the results, especially for performance improvement), or other unknown reasons. The low number of programs reporting on financial metrics is noted. This could be due to the lack of valid and reliable cost of care measures. The lack of the use of some of the structural measures (e.g., volume of procedures, licensure and MOC status) in conjunction with quality measures may undervalue these types of measures.  

Transparency and full disclosure of all aspects of public reporting are essential elements in ensuring public confidence in the reports. The AQA principles currently contain many concepts related to transparency that are aimed at making the reports to both physicians and consumers more valid, reliable, accurate, and useful. These include issues of attribution, sample size, data sources, risk adjustment methods, and mechanisms to correct data before publication. 
This study found that most sites are fairly transparent with measure information, data specifications, data sources, and sample size requirements. Transparency in reporting is needed, but this does not address the variation in underlying methodological variations that hamper interpretation by both physicians and consumers. Sample size directly affects the statistical validity of results and ability of the user to judge the meaning of information provided in reports. It is difficult to collect enough data on a single physician to yield statistically accurate assessments of his or her performance. There are differences of opinion as to what is “statistically significant.” For example, it would not be fair or accurate to judge a surgeon’s track record if he or she performed a certain kind of surgery in only five cases; there would be too much opportunity for “random variation” in patient outcomes. On the other hand, since surgeons generally do better with higher volumes of a particular surgical procedure, it may be important to point out low-volume surgeons.  
Consumers want information on individual physicians, but much of the information about physicians and medical care today is at the health plan or medical group level. Although concerns about sample size, attribution, and other technical issues challenge the ability to measure physicians at the individual level, patients perceive that they have “a doctor” or are choosing to see “a doctor.” Unless and until all of the physicians in a group are verifiably similar in performance, consumers should have access to information about individual physicians. 
Physicians correctly note that the results of care are often attributable to the actions of several physicians or to an entire team of clinicians who are involved in providing care to a patient.  Currently, there is no generally accepted standard attribution system. Some systems attribute an “episode of care” to one or more doctors or to a medical group practice. This survey showed that about half of reports provide information about attribution methods, however attribution methods vary significantly. Some use standardized financial indices, while others use actual costs. This issue will become even more challenging in the context of Accountable Care Organizations (ACOs) and the need for reporting at levels that reflect different groups that are being held collectively accountable for care. 
Risk adjustment is another area that presents challenges for consumers in interpreting information. Techniques and standardized methods are getting better in this area, but few practicing physicians have confidence in these methods, and many attribute poor performance scores on selected measures to a “case mix” of sicker patients.  
Geographic groups and peer groups are used for both reporting to physicians and to consumers. Only in the minority of situations are benchmarks not used. Local, regional, state, and/or national benchmarks are used for reporting to both physicians and consumers. Other types of benchmarks used include physicians compared to their same specialty peers within a defined market area, the use of specialty averages within a defined geographic area such as the county level, reporting with percentiles for each physician group, and the use of population means, physician means, medians, and percentiles. Groups involved in reporting might consider developing a standard approach to benchmarking to make information more consistent.
Involving physicians and consumers in report design and testing is essential. Consumers and patients want and need simpler, easier-to-understand information, such as composites, or information that quickly conveys relative performance through ratings or other comparative vehicles. Physicians and their representatives want information that is precise and technically accurate. The tension between these two views feeds the debate about how physician performance information will be presented to the public. 
This survey showed that most organizations provide physicians with the ability to provide input to the methods used in reporting, and most organizations provided performance results to physicians for their review prior to public release and offered a mechanism to request correction.  The use of multiple methodologies, feedback surveys, external evaluations, and focus groups were used for both types of reports, physician and consumer. 
The way information is presented is as important as the information itself. Moreover, the way information is presented will affect how it is used. Developers of reports should strive to reduce the cognitive burden to ensure that the reports will be easy to understand and therefore considered. Written material, especially for older adults, should follow expert recommendations. Alternative presentation modes (i.e., besides print) should be considered when health literacy is a major issue. There are several valid tools to assess health literacy levels in relatively parsimonious ways. Poor numeracy skills pose an enormous challenge when deciding how to present information. The use of words such as “best”, “average”, or “poor”, bar charts, or using one of more stars to indicate relative performances seem to be a better presentation format than tables with numbers or percentages However, physicians object to what they believe is over-simplification of complex clinical decision-making by the use of such symbolic representation. This is a presentation format that doctors believe trivializes their work. When we consider the issue of the public release of physician-level performance information, we should consider the broader context of the information needs of patients.   
Although progress has been made, challenges remain in helping the public know that they should care about physician performance and that there are resources, albeit nascent, that can help them in this regard. The growth of online advocacy efforts—such as Consumer Union's Safe Patient Project and Mothers Against Medical Errors, where patients are telling their stories—will amplify the message. Also important will be the ability to match a patient's need for information (just been diagnosed, moved to a new city, changed health insurance plans) with the knowledge that resources exist to help them. Providing “just-in-time” information is another challenge to those who provide physician performance information.
The majority of reports are updated annually. Clear statements are provided about frequency of report updates for physician reports more often than for reports to consumers. There are significant delays from the time of the service to the reporting of data used in reports. The fact that the majority of reports are only updated annually and questions about the currency of the data used create a reporting conundrum. On one hand, proximal data are more likely to be consistent with current medical practice by the physician; on the other hand, a broader time frame allows data acquisition to give a greater confidence in the accuracy of the data. It is intuitive that there is value in physicians and consumers having current and timely information available to them.  
Recommendations

The AQA survey raises important issues about the measurement of care quality delivered by physicians and identifies areas for improvement. As public reporting efforts expand, we offer the following recommendations.     

■ Reports on physician quality of care that are to be publicly released must include measures that matter to consumers and patients, as well as provide timely and actionable feedback to physicians to support self-assessment and performance improvement initiatives. 

- All measures that are publically reported should be tested with consumers/patient audiences for salience, understanding, relevance, and meaningfulness. 

- Leading measurement entities and multi-stakeholder organizations, such as the National Quality Forum, should issue a guidance document on developing an evidence base to clarify which types of measures—and which specific measures or composites of measures—hold the most promise for consumer use.   

- All reports on physician quality of care and performance should include patients' reported experience of care through well-vetted survey instruments such as the Consumer Assessment of Healthcare Providers and Systems (CAHPS) surveys.
    

- More research and better tracking are needed on the extent to which physicians change their behavior or treatment patterns and choices as a result of feedback from initiatives to measure the quality of care they provide.  

■ Consumers should be able to obtain, when appropriate, usable data and information on the quality of care and performance of individual doctors, as well as on teams or groups of clinicians.

- Leading quality measurement entities and multi-stakeholder organizations should undertake an initiative to examine the evidence and issue recommendations and guidance in this area.  

-  Data capture to support the quality and financial dimensions of a physician’s practice must reflect a crucial mass of the physician`s practice and not only small percentages of the respective practice.  

■ Measures, collection methods, and analytic processes around physician performance measurement should be based on common standards.    

- Data collection methods, as well as performance measures, should be standardized and harmonized across all public and private sectors to facilitate comparisons, reduce provider burden and fragmentation in the field, and enhance public understanding and usability. This must be done in a way that does not reduce the incentive for innovation.  

- Full disclosure and transparency around measures, methods, data specifications, and risk adjustment should become routine.    

- Leading measurement entities and multi-stakeholder organizations should undertake a collective initiative to issue a guidance document on a common set of standards.    

■ Both clinical data sets and administrative data sets should be aggregated in an effort to maximize the power of the information being used for reporting purposes.
- The use of registries should be expanded, and every effort should be made by registry administrators to include all relevant cases. In addition, efforts are needed to harmonize registry standards and methods to maximize their reliability and usefulness.     

- Claims data should be aggregated across all payers to maximize sample size and make the information being represented as robust and useful as possible.

- Reports on physician quality of care should be updated as often as is feasible. When information and data begin to flow from electronic health records, updating should become more frequent.  

■ Public reports on physician performance must achieve accuracy rates approaching 100% with regard to basic identification and demographic information—i.e., a physician’s name, address, group practice sites, etc. 

- Entities that collect and publish information about physician performance must ensure the accuracy and validity of the information and data underlying public reports.  

- When physicians change practices they should have the ability and responsibility to update new practice information. Physicians should have the right, and be strongly encouraged and/or incentivized, to check the accuracy of the information about them.    

■ All public reporting on physicians should adhere to the AQA principles and to the guidance set by the “Patient Charter for Physician Performance Measurement, Reporting, and Tiering Programs”
  http://healthcaredisclosure.org/activities/charter/  developed by the Consumer-Purchaser Disclosure Project in 2009. 

■ All web sites that contain physician ratings and reviews—including the new Physician Compare
web  site from the federal government—should explain in plain language the purpose, benefits, and limitations of physician performance assessment and the uses of such information for both quality improvement and consumer choice.  
- Leading measurement entities and stakeholder organizations should issue a guidance document on explaining physician ratings and reviews.   

■ Reports on physician performance should provide feedback to them on risk-adjusted resource use and should strive to recognize longitudinal cost and utilization, and account for long term impact on outcomes and cost. Future efforts should involve working with the key physician organizations represented within AQA and other professional organizations, along with consumers and report producers, in developing standards for reporting to physicians.
■ The Agency for Healthcare Research and Quality (AHRQ) and the National Quality Forum (NQF) should join forces in the next year to launch a formal assessment of best practices in public reporting on physician performance. 

■ All development of physician quality measures should now occur with the intent that measures are to be implemented via electronic data collection and submission. 

Appendix A:  AQA Principles for Reporting to Clinicians and Hospitals

The AQA recognizes that reporting information to clinicians on their respective performance is critical for improving quality and patient safety as well as promoting accountability.  The following principles are designed to guide the reporting of such information to clinicians and hospitals.  These principles reflect the importance of assuring that clinicians receive valid, reliable, and useful information so they can most effectively assess and improve their performance, and meet/exceed agreed-upon targets.  They also emphasize the need for physician and other clinician engagement in the design of reports.
Recognizing that consumers, purchasers and other stakeholders also need better information to enable them to make informed decisions about treatment, coverage and other matters related to their health care, a separate set of principles has been developed to guide public reports.
  The principles set forth in this document should be considered in conjunction with these other principles as well as principles for performance measurement,
 and data sharing and aggregation
 which the AQA has already endorsed. 

Content of reports

1. Reports should focus on areas that have the greatest opportunities to improve quality by making care safe, timely, effective, efficient, equitable and patient centered.

2. Reports should rely on standard performance and patient experience measures that meet the AQA Principles for Performance Measurement (e.g., measures should be evidence-based, relevant to patient outcomes, statistically valid and reliable).

3. Reports should include overall composite assessments of individual clinician or group performance as well as assessments of the individual measures used for the overall composite assessment (e.g., quality or cost of care).   

4. Performance data should, when available, reflect trend data over time rather than periodic snapshots to optimize data use for quality improvement.  Measures used for trending should be stable (e.g., the data definitions or collection methodology do not change between intervals) unless there is compelling evidence or a justifiable reason not to be.  
Transparent methods
5. Data specifications for reported performance data, such as sample size and methods of data collection and analysis, should be explicit and disclosed to physician and other clinicians and hospitals. 

6. Clinicians whose performance is reported should be able to review and comment on the methodology for data collection and analysis (including risk adjustment). Clinicians and hospitals should be notified in writing in a timely manner of any changes in program requirements and evaluation methods.

7. Sponsors of reports should also make the performance results available to clinicians for review prior to any public release.  In order to improve the accuracy of reports, mechanisms need to be in place to verify and correct reported data.

8. To the extent possible, results should accurately reflect all services that are accountable in whole or in part for the performance measured.  Attribution should be explicit and transparent.  

Portrayal of performance differences

9. Results of individual clinician or group performance should be displayed relative to peers.  Any reported differences between individual providers or groups should include the clinical relevancy of the findings.

Report design and testing for usability 

10. Practicing physician and other clinicians should be actively involved in the design of performance reports.

11. Report formats should be designed to be user-friendly and easily understood, and should be pilot-tested before implementation. 

12. Data displays in reports should highlight meaningful and actionable differences in performance. 

13. Reports should be continually improved so that they are increasingly effective and evaluated for potential unintended consequences.

Collaboration

14. Clinicians and hospitals should collaborate to share pertinent information in a timely manner that promotes patient safety and quality improvement.

Appendix B:  AQA Principles for Public Reports on Health Care

The AQA recognizes the critical need to provide consumers, purchasers and other stakeholders with useful, more robust information and tools to enable them to make informed decisions about treatment, coverage and other matters related to their health care.  The following principles are designed to increase the effectiveness of public reporting of quality information.  These principles reflect the importance of balancing stakeholders’ urgent need for useful information with the need for due diligence to ensure that the information provided is valid, reliable, and useful.  

Recognizing that providers also need information to facilitate quality improvement, a separate set of principles has been developed to guide reporting to clinicians and hospitals.
  The principles set forth in this document should be considered in conjunction with these other principles as well as principles for performance measurement,
 and data sharing and aggregation
 which the AQA has already endorsed.  

Content of Reports

1. Reports should focus on areas that have the greatest opportunities in making care safe, timely, effective, efficient, equitable and patient centered. 

2. Reports should rely on standard performance and patient experience measures that meet the AQA Principles for Performance Measurement (e.g., measures should be evidence-based, relevant to patient outcomes, statistically valid and reliable).

3. In addition to assessments of individual provider or group performance, reports should include appropriate contextual information to frame the purpose of the report, identification of the sponsors of the report and the source(s) of the information, and guidance on how to use the report appropriately for its intended purpose. 

4. Reports should include overall composite assessments of individual provider or group performance as well as assessments of the individual measures used for the overall composite assessment (e.g., quality or cost of care).   

Portrayal of performance differences

5. Reports should use fair and equitable methods to display performance differences that enable users to make decisions with meaningful, reliable information.    

Transparent methods
6. Measures, methods, and data specifications should be as transparent and available as possible so that consumers, purchasers, physician and other clinicians and other stakeholders know results are valid and reliable.  

7. If reports include specific targets for performance (i.e., benchmarks), the justification and explanation for setting these targets should be disclosed publicly.

8. To the extent possible, results should accurately reflect all services that are accountable in whole or in part for the performance measured.  Attribution should be explicit and transparent.  
Report design and testing for usability

9. When possible, consumers should be involved in the design of reports.  The appropriateness of report design should be verified through consumer testing.   

10. Reports should be designed for the cultural context, decision context, and literacy levels of consumers, purchasers and other end users.

11. Reports should be continually improved so that they are increasingly effective and evaluated for potential unintended consequences.

Timely results

12. In order for reports to be most useful, results should be based on the most recent data available.

Appendix C: Methods

The Workgroup developed a compendium of available reports (posted at www.aqaalliance.org) and used the list to identify organizations to receive the survey. Due to a lack of reports available for all types of clinicians, the Reporting Workgroup targeted the survey to physician reports only.  
The workgroup developed a survey utilizing the AQA principles as a basis for the creation of the tool and supplemented the survey with questions on additional areas of interest. The tool contained 30 questions with a combination of structured questions and open-ended questions. Many questions were identical between physician and consumer reports, and other questions were unique to physician or consumer reports. The first iterations of the survey tool resulted in a single survey tool, covering both reporting to physicians and to consumers. The survey tool construct was deemed too complex, and a decision was made to have two sets of survey questions, covering each of the two AQA Principles. This would allow analysis of results for each set of principles separately. During these iterative stages, tool revisions were informed by two rounds of pilot testing and input from members of the full AQA Reporting Workgroup.
The workgroup sent the survey to 104 organizations. Organizations targeted to receive the survey included (1) national organizations, (2) health plans, (3) specialty societies, (4) consumer and employer groups, and (5) states/regional groups. The survey was administered via a web-based tool. Respondents were also offered the option to complete the survey using a fillable form.  
Forty-one organizations responded to the survey, resulting in an overall response rate of 39.5%. The survey was completed for a total of 79 reports. The response rate includes those organizations indicating the survey was not applicable to their report(s). The response rate by category was:
· 2 of 4 national organizations (50% response rate)

· 5 of 31 consumer organizations (16% response rate)

· 9 of 18 health plan organizations (50% response rate)

· 8 of 10 specialty organizations (80% response rate)

· 17 of 41 state/regional organizations (41 % response rate)
Nine organizations published only physician reports (some with multiple reports), while two organizations published only consumer reports, and twenty-six organizations reported to both physicians and consumers. Some organizations have multiple types of reports that are provided to physicians, i.e. one with performance measures, one with resource use measures, and others with patient satisfaction scores.
Survey Response List

	Category
	Organization
	Reports for Physicians
	Reports for Consumers

	National
	Centers for Medicare & Medicaid Services
	2
	 

	National
	High-Value Health Care Project: A nationally consistent data aggregation methodology
	1
	 

	Health Plan
	Aetna
	1
	1

	Health Plan
	Blue Cross Blue Shield Mass
	1
	1

	Health Plan
	CIGNA
	5
	 

	Health Plan
	GEISINGER
	1
	1

	Health Plan
	HealthPartners
	1
	1

	Health Plan
	Highmark
	1
	1

	Health Plan
	Humana
	1
	1

	Health Plan
	Independent Health
	1
	 

	Health Plan
	UnitedHealth Report Card
	5
	2

	Specialty
	American Academy of Family Physicians
	1
	 

	Specialty
	American Board of Internal Medicine
	1
	 

	Specialty
	American Board of Medical Specialties
	1
	1

	Specialty
	American College of Cardiology
	1
	 

	Specialty
	American Society of Clinical Oncology
	1
	 

	Specialty
	Society for Assisted Reproductive Technology
	1
	1

	Consumer
	Consumer Checkbook (non-profit) (ratings)
	1
	1

	Consumer
	Consumers Union (ratings)
	1
	1

	Consumer
	Health Grades (reports for purchase) (ratings)
	1
	1

	Consumer
	Rate MDs
	1
	1

	State/Regional
	California Healthcare Quality Report Card (Office of the Patient Advocate)
	1
	1

	State/Regional
	Illinois - Quality Quest for Health of Illinois
	1
	1

	State/Regional
	Integrated Healthcare Association (California Health Plans)
	2
	1

	State/Regional
	Kentuckiana Health Alliance Quality Improvement Consortium (KHAQI-C)
	1
	 

	State/Regional
	Maine Aligning Forces for Quality- Quality Counts (AF4Q)
	 
	1

	State/Regional
	Massachusetts Health Quality Partners (AHRQ-CVE)
	2
	2

	State/Regional
	Michigan-Greater Detroit Area Health Council (AHRQ-CVE) (AF4Q)
	1
	1

	State/Regional
	Minnesota - MN Community Measurement (AF4Q)
	1
	1

	State/Regional
	New York State Department of Health/Cardiac Services Program
	2
	2

	State/Regional
	Oregon Health Care Quality Corporation (AHRQ-CVE) (AF4Q)
	1
	1

	State/Regional
	Pennsylvania - Healthy York County Coalition-South Central PA (AF4Q)
	1
	1

	State/Regional
	Pennsylvania Healthcare Cost Containment Council
	1
	1

	State/Regional
	Rhode Island Department of Health - Health Care Quality Performance (HCQP) Program
	1
	1

	State/Regional
	Tennessee - Healthy Memphis Common Table (AHRQ-CVE) (AF4Q)
	1
	1

	State/Regional
	UAW-Ford Community Healthcare Initiative - Kansas City Quality Improvement Consortium
	1
	1

	State/Regional
	Wisconsin Collaborative for Healthcare Quality (AHRQ-CVE) (AF4Q)
	1
	1


Note: AHRQ = Agency for Healthcare Research and Quality; CVE = Chartered Value Exchange; UAW = United Auto Workers  
Appendix D: Survey Results
	Contact Information
	
	
	
	

	Answer Options
	Individual Item Response Percent
	Response Count
	Overall Response Percent
	Results
	Number
	Percentage

	Name
	100.0%
	79
	
	Total
	
	

	Title
	100.0%
	79
	
	Sent
	104
	

	Organization
	100.0%
	79
	
	Responded
	41
	39.42%

	Email
	100.0%
	79
	
	Reports for Physicians
	48
	

	Phone
	100.0%
	79
	
	Reports for Consumers
	31
	

	Audience
	 
	100.0%
	79
	
	Declined due to N/A
	4
	

	Report Name
	97.5%
	77
	
	
	
	

	Website URL
	89.9%
	71
	
	
	
	

	Screen Shot
	36.7%
	29
	
	
	
	

	Purpose of Report
	97.5%
	77
	
	
	
	

	Records
	79
	92%
	
	
	

	skipped question
	0
	
	
	
	

	
	
	
	
	
	
	
	

	Which of the following describes the audience for your report?
	
	
	

	Answer Options
	 
	Response Count
	Overall Response 
	
	
	

	Physicians Only
	 
	9
	24.32%
	
	
	

	Consumers Only (includes members)
	 
	1
	2.70%
	
	
	

	Both, Physician and Consumers
	 
	27
	72.97%
	
	
	

	answered question
	37
	100%
	
	
	

	skipped question
	0
	
	
	
	

	 
	 
	 
	 
	
	
	
	

	
	
	
	
	
	
	

	
	BELOW WILL APPLY TO PHYSICIAN REPORTS ONLY
	
	
	
	BELOW WILL APPLY TO CONSUMER REPORTS ONLY
	
	

	1a. How is your report available to physicians? 
Check all that apply.   
	1b. How is your report available to consumers? 
Check all that apply.   

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Web based publicly available at no cost
	39.6%
	19
	Web based publicly available at no cost
	83.9%
	26

	Web based publicly available for a fee
	4.2%
	2
	Web based publicly available for a fee
	3.2%
	1

	Web-based restricted access to members
	14.6%
	7
	Web-based restricted access to members
	12.9%
	4

	Web-based restricted access to physicians
	35.4%
	17
	Web-based restricted access to physicians
	9.7%
	3

	Available as an electronic pdf or can be downloaded
	50.0%
	24
	Available as an electronic pdf or can be downloaded
	35.5%
	11

	Mailed hard copy available
	52.1%
	25
	Mailed hard copy available
	25.8%
	8

	N/A
	 
	 
	N/A
	 
	 

	answered question
	48
	answered question
	31

	skipped question
	0
	skipped question
	 

	
	
	
	
	
	
	
	

	2a. Does your report to physicians contain the following quality measures (primary sources endorsed or developed by)? Check all that apply 
Check all that apply.   
	2b. Does your report to consumers contain the following quality measures (primary sources endorsed or developed by)? Check all that apply 
Check all that apply.   

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	AQA/NQF
	60.0%
	27
	AQA/NQF
	48.3%
	14

	NCQA/HEDIS
	66.7%
	30
	NCQA/HEDIS
	69.0%
	20

	AHRQ
	20.0%
	9
	AHRQ
	20.7%
	6

	PCPI
	15.6%
	7
	PCPI
	0.0%
	0

	Locally Developed
	46.7%
	21
	Locally Developed
	51.7%
	15

	N/A
	6.7%
	3
	N/A
	0.0%
	0

	Other
	 
	3
	Other
	 
	2

	answered question
	45
	answered question
	29

	skipped question
	3
	skipped question
	2

	
	
	
	
	
	
	
	

	3a. Does your report to physicians contain the following information related to patient experience (primary sources)? Check all that apply 
	3b. Does your report to consumers contain the following information (primary sources)? Check all that apply.   

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	CG-CAHPS
	23.3%
	10
	CG-CAHPS
	32.0%
	8

	Press-Ganey
	0.0%
	0
	Press-Ganey
	0.0%
	0

	Locally
	11.6%
	5
	Locally
	12.0%
	3

	N/A
	62.8%
	27
	N/A
	44.0%
	11

	Other
	7.0%
	3
	Other
	16.0%
	4

	answered question
	43
	answered question
	25

	skipped question
	5
	skipped question
	6

	
	
	
	
	
	
	
	

	4a. Does your report to physicians contain the following financial metrics? Check all that apply.   
	4b. Does your report to consumers contain the following financial metrics? Check all that apply.   

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Out-of-pocket costs, estimated
	0.0%
	0
	Out-of-pocket costs, estimated
	11.5%
	3

	Out-of-pocket costs, actual (real-time claims adjudication)
	2.2%
	1
	Out-of-pocket costs, actual (actual real time claims adjudication)
	0.0%
	0

	Cost of care measures (includes resource use)
	17.8%
	8
	Cost of care measures (includes resource use)
	11.5%
	3

	Efficiency measures
	
	33.3%
	15
	Efficiency measures
	26.9%
	7

	N/A
	55.6%
	25
	N/A
	61.5%
	16

	Other (Please describe and/or define)
	6.7%
	3
	Other (Please describe and/or define)
	 
	3

	answered question
	45
	answered question
	26

	skipped question
	3
	skipped question
	5

	
	
	
	
	
	
	
	

	5a. Does your report to physicians contain the following descriptive information about physicians? Check all that apply.   
	5b. Does your report to consumers contain the following descriptive information about physicians? Check all that apply.  

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Licensing information (malpractice, sanctions, other actions against licenses)
	5.4%
	2
	Licensing information (malpractice, sanctions, other actions against licenses)
	7.7%
	2

	Volume of procedures
	16.2%
	6
	Volume of procedures
	15.4%
	4

	Board certification/Maintenance of certification
	21.6%
	8
	Board certification/Maintenance of certification
	30.8%
	8

	N/A
	64.9%
	24
	N/A
	53.8%
	14

	Other (please specify):
	5.4%
	2
	Other (please specify):
	19.2%
	5

	answered question
	37
	answered question
	26

	skipped question
	11
	skipped question
	5

	
	
	
	
	
	
	
	

	6a. For reports to physicians, do you provide reports on physician performance for: Check all that apply.   
	6b. For reports to consumers, do you provide reports on physician performance for: Check all that apply.   

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Individual physicians
	63.8%
	30
	Individual physicians
	46.7%
	14

	Physician groups/Medical groups/IPAs
	76.6%
	36
	Physician groups/Medical groups/IPAs
	66.7%
	20

	N/A
	2.1%
	1
	N/A
	3.3%
	1

	Other (please describe):
	0.0%
	0
	Other (please describe):
	3.3%
	1

	answered question
	47
	answered question
	30

	skipped question
	1
	skipped question
	1

	
	
	
	
	
	
	
	

	7a. Does your report to physicians contain the following attributes of quality reporting? Check all that apply.   
	7b. Does your report to consumers contain the following attributes of quality reporting? Check all that apply.   

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Performance scores on individual measures
	85.4%
	41
	Performance scores on individual measures
	74.2%
	23

	Summary information using composite scores
	68.8%
	33
	Summary information using composite scores
	58.1%
	18

	Drill-down capability to see components of a composite
	39.6%
	19
	Drill-down capability to see components of a composite
	32.3%
	10

	Trends over time
	33.3%
	16
	Trends over time
	16.1%
	5

	N/A
	4.2%
	2
	N/A
	6.5%
	2

	answered question
	48
	answered question
	31

	skipped question
	0
	skipped question
	0

	
	
	
	
	
	
	
	

	8a. For reports to physicians, please indicate below what quality benchmarks are used to display performance differences: Check all that apply.   
	8b. For reports to consumers, please indicate below what quality benchmarks are used to display performance differences: Check all that apply.

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Geographic
	54.3%
	25
	Geographic
	58.6%
	17

	Peers
	78.3%
	36
	Peers
	69.0%
	20

	N/A
	8.7%
	4
	N/A
	13.8%
	4

	Other (please describe):
	2.2%
	1
	Other (please describe):
	0.0%
	0

	answered question
	46
	answered question
	29

	skipped question
	2
	skipped question
	2

	
	
	
	
	
	
	
	

	9a. If you use geographic benchmarks for reports to physicians, please specify: Check all that apply.   
	9b. If you use geographic benchmarks for reports to consumers, please specify: Check all that apply.   

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Local/Regional
	31.9%
	15
	Local/Regional
	31.0%
	9

	State
	27.7%
	13
	State
	34.5%
	10

	National
	27.7%
	13
	National
	31.0%
	9

	N/A
	38.3%
	18
	N/A
	27.6%
	8

	Other (please describe):
	0.0%
	0
	Other (please describe):
	0.0%
	0

	answered question
	47
	answered question
	29

	skipped question
	1
	skipped question
	2

	
	
	
	
	
	
	
	

	10a. If you use peer benchmarks please describe:
	10b. If you use peer benchmarks please describe:

	 
	 
	 
	 
	 
	 
	 
	 

	See TEXT Responses
	 
	 
	See TEXT Responses
	 
	 

	
	
	
	
	
	
	
	

	11a. How are scores in reports to physicians displayed: Check all that apply.   
	11b. How are scores in reports to consumers displayed: Check all that apply.   

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Numerical rates, i.e. percentages or numbers
	91.5%
	43
	Numerical rates, i.e. percentages or numbers
	64.5%
	20

	Stars, symbols, icons or other non-numeric formats
	44.7%
	21
	Stars, symbols, icons or other non-numeric formats
	77.4%
	24

	N/A
	2.1%
	1
	N/A
	3.2%
	1

	Other (please describe):
	0.0%
	0
	Other (please describe):
	0.0%
	0

	answered question
	47
	answered question
	31

	skipped question
	1
	skipped question
	 

	
	
	
	
	
	
	
	

	12a. Does the report to physicians collect data from: Check all that apply.   
	12b. Does the report to consumers collect data from: Check all that apply.   

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Administrative sources (i.e. claims)
	76.7%
	33
	Administrative sources (i.e. claims)
	70.0%
	21

	Registries
	 
	32.6%
	14
	Registries
	 
	36.7%
	11

	Electronic health records
	27.9%
	12
	Electronic health records
	26.7%
	10

	Clinically enriched data
	 
	27.9%
	12
	Clinically enriched data
	26.7%
	8

	Patient surveys
	 
	34.9%
	15
	Patient surveys
	 
	40.0%
	12

	Physician surveys
	14.0%
	6
	Physician surveys
	13.3%
	4

	N/A
	2.3%
	1
	N/A
	3.3%
	1

	Other (please describe):
	0.0%
	1
	Other (please describe):
	0.0%
	1

	answered question
	43
	answered question
	30

	skipped question
	5
	skipped question
	1

	
	
	
	
	
	
	
	

	13a. Does the report to physicians provide information about: Check all that apply.   
	13b. Does the report to consumers provide information about: Check all that apply.   

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	The purpose of the report
	91.7%
	44
	The purpose of the report
	87.1%
	27

	Sponsors of the report
	68.8%
	33
	Sponsors of the report
	71.0%
	22

	Source(s) of the information
	87.5%
	42
	Source(s) of the information
	90.3%
	28

	N/A
	4.2%
	2
	N/A
	3.2%
	1

	How to use the information (please describe):
	 
	4
	How to use the information (please describe):
	 
	4

	answered question
	48
	answered question
	31

	skipped question
	0
	skipped question
	0

	
	
	
	
	
	
	
	

	14a. Are "plain language" explanations provided to ensure transparency of information in reports to physicians for the following: Check all that apply.
	14b. Are "plain language" explanations provided to ensure transparency of information in reports to consumers for the following: Check all that apply.

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Measures
	83.3%
	40
	Measures
	83.9%
	26

	Data specifications
	62.5%
	30
	Data specifications
	61.3%
	19

	Data source(s)
	 
	77.1%
	37
	Data source(s)
	 
	74.2%
	23

	Sample size requirements
	 
	68.8%
	33
	Sample size requirements
	54.8%
	17

	Attribution methods
	 
	56.3%
	27
	Attribution methods
	45.2%
	14

	Benchmark calculations
	70.8%
	34
	Benchmark calculations
	51.6%
	16

	Justification and explanation for setting performance targets
	45.8%
	22
	Justification and explanation for setting performance targets
	41.9%
	13

	N/A
	6.3%
	3
	N/A
	12.9%
	4

	answered question
	48
	answered question
	31

	skipped question
	0
	skipped question
	0

	
	
	
	
	
	
	
	

	15a. For reports to physicians, how do you determine if an adequate number of observations are available to reliably report on physician care? Check all that apply.
	15b. For reports to consumers, how do you determine if an adequate number of observations are available to reliably report on physician care? Check all that apply. 

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Minimum sample size requirements
	72.7%
	32
	Minimum sample size requirements
	74.1%
	20

	Confidence intervals displayed
	36.4%
	16
	Confidence intervals displayed
	18.5%
	5

	Reliability tested
	40.9%
	18
	Reliability tested
	25.9%
	7

	None
	13.6%
	6
	None
	11.1%
	3

	Other (please describe):
	0.0%
	0
	Other (please describe):
	0.0%
	1

	answered question
	44
	answered question
	27

	skipped question
	4
	skipped question
	4

	
	
	
	
	
	
	
	

	16a. Specify required minimum sample size for reports to physicians:
	16b. Specify required minimum sample size for reports to consumers:

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	N/A
	56.3%
	9
	N/A
	53.8%
	7

	Describe:
	43.8%
	7
	Describe:
	46.2%
	6

	answered question
	16
	answered question
	13

	skipped question
	32
	skipped question
	18

	
	
	
	
	
	
	
	

	17. Are physicians able to review and comment on methods used through the following: Check all that apply.
	
	
	
	

	Answer Options
	Response Percent
	Response Count
	
	
	
	

	Online
	62.5%
	30
	
	
	
	

	Via phone call
	83.3%
	40
	
	
	
	

	Via mail
	77.1%
	37
	
	
	
	

	N/A
	4.2%
	2
	
	
	
	

	Other (please describe):
	10.4%
	5
	
	
	
	

	answered question
	48
	
	
	
	

	skipped question
	0
	
	
	
	

	
	
	
	
	
	
	
	

	18. Are physicians able to review performance results before the information is publicly released?
	
	
	
	

	Answer Options
	Response Percent
	Response Count
	
	
	
	

	Yes
	62.9%
	22
	
	
	
	

	Yes, review within NCQA standard of at least 45 days
	37.1%
	13
	
	
	
	

	No
	20.0%
	7
	
	
	
	

	Other (please describe):
	2.9%
	1
	
	
	
	

	answered question
	35
	
	
	
	

	skipped question
	13
	
	
	
	

	
	
	
	
	
	
	
	

	19. Are physicians able to verify and request correction of reported data?
	
	
	
	

	Answer Options
	Response Percent
	Response Count
	
	
	
	

	Yes
	76.1%
	35
	
	
	
	

	No
	23.9%
	11
	
	
	
	

	If Yes, please describe:
	13.0%
	6
	
	
	
	

	answered question
	46
	
	
	
	

	skipped question
	2
	
	
	
	

	
	
	
	
	
	
	
	

	20a. What is the frequency of data updates for reports to physicians?
	20b. What is the frequency of data updates for reports to consumers?

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Updated immediately (real time data entry and updating)
	10.0%
	4
	Updated immediately (real time data entry and updating)
	14.3%
	4

	Updated monthly
	7.5%
	3
	Updated monthly
	3.6%
	1

	Updated quarterly
	15.0%
	6
	Updated quarterly
	14.3%
	4

	Updated annually
	 
	62.5%
	25
	Updated annually
	 
	64.3%
	18

	N/A
	10.0%
	4
	N/A
	3.6%
	1

	Other (please describe):
	12.5%
	5
	Other (please describe):
	14.3%
	4

	answered question
	40
	answered question
	28

	skipped question
	8
	skipped question
	3

	
	
	
	
	
	
	
	

	21a. Do you provide a statement clearly stating when the information was last updated on each page of the report to physicians?
	21b. Do you provide a statement clearly stating when the information was last updated on each page of the report to consumers? 

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Yes
	68.8%
	33
	Yes
	41.9%
	13

	No
	 
	25.0%
	12
	No
	 
	48.4%
	15

	N/A
	6.3%
	3
	N/A
	9.7%
	3

	answered question
	48
	answered question
	31

	skipped question
	0
	skipped question
	0

	
	
	
	
	
	
	
	

	22a. For reports to physicians, how soon after services are rendered is data available for reporting?
	22b. For reports to consumers, how soon after services are rendered is data available for reporting?

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Immediately
	8.3%
	3
	Immediately
	7.7%
	2

	Within 3 months
	 
	13.9%
	5
	Within 3 months
	 
	11.5%
	3

	Within 6 months
	 
	19.4%
	7
	Within 6 months
	 
	11.5%
	3

	Within 12 months
	30.6%
	11
	Within 12 months
	42.3%
	11

	Within 24 months
	22.2%
	8
	Within 24 months
	23.1%
	6

	Within 36 months
	 
	0.0%
	0
	Within 36 months
	 
	0.0%
	0

	N/A
	2.8%
	1
	N/A
	7.7%
	2

	Other (please describe):
	11.1%
	4
	Other (please describe):
	7.7%
	2

	answered question
	36
	answered question
	26

	skipped question
	12
	skipped question
	5

	
	
	
	
	
	
	
	

	23a. For reports to physicians, do you conduct any evaluation of its effectiveness based on:
	23b. For reports to consumers, do you conduct any evaluation of its effectiveness based on:

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Feedback surveys
	35.7%
	15
	Feedback surveys
	29.6%
	8

	External evaluations
	 
	19.0%
	8
	External evaluations
	33.3%
	9

	Review of site metrics
	 
	35.7%
	15
	Review of site metrics
	48.1%
	13

	Focus group(s)
	40.5%
	17
	Focus group(s)
	51.9%
	14

	N/A
	21.4%
	9
	N/A
	25.9%
	7

	Other (please describe):
	9.5%
	4
	Other (please describe):
	7.4%
	2

	answered question
	42
	answered question
	27

	skipped question
	6
	skipped question
	4

	
	
	
	
	
	
	
	

	24a. If yes to any of the above, please indicate the frequency of evaluation for reports to physicians:
	24b. If yes to any of the above, please indicate the frequency of evaluation for reports to consumers:

	
	See Text Responses
	 
	 
	
	See Text Responses
	 
	 

	
	
	
	
	
	
	
	

	25a. For physician reports, are physicians involved in the design and testing of the reports?
	25b. For consumer reports, are consumers involved in the design and testing of the reports?

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Yes
	76.6%
	36
	Yes
	62.1%
	18

	No
	 
	23.4%
	11
	No
	 
	37.9%
	11

	If yes, please describe noting efforts to address cultural context, literacy levels, and decision support:
	12.8%
	6
	If yes, please describe noting efforts to address cultural context, literacy levels, and decision support:
	13.8%
	4

	answered question
	47
	answered question
	29

	skipped question
	1
	skipped question
	2

	
	
	
	
	
	
	
	

	26. For physician reports, are practicing physicians involved in the following: Check all that apply
	
	
	
	

	Answer Options
	Response Percent
	Response Count
	
	
	
	

	Pilot testing before implementation with feedback on user-friendliness
	44.2%
	19
	
	
	
	

	Pilot testing before implementation with feedback on Easy to Understand
	46.5%
	20
	
	
	
	

	Pilot testing before implementation with feedback on Highlighting meaningful and actionable differences
	39.5%
	17
	
	
	
	

	N/A
	48.8%
	21
	
	
	
	

	answered question
	43
	
	
	
	

	skipped question
	5
	
	
	
	

	
	
	
	
	
	
	
	

	27a. How did you decide on the number or scope of measures to display in your report to physicians?
	27b. How did you decide on the number or scope of measures to display in your report to consumers?

	
	See Text Responses
	 
	 
	
	See Text Responses
	 
	 

	
	
	
	
	
	
	
	

	28a. What factors entered into your final decisions on how to display data for physician reports?
	28b. What factors entered into your final decisions on how to display the data for consumer reports?

	
	See Text Responses
	 
	 
	
	See Text Responses
	 
	 

	
	
	
	
	
	
	
	

	29a. Do you collect data on the number of views/hits you receive on your web site or the number of reports sent to the physician audience?
	29b. Do you collect data on the number of views/hits you receive on your web site or the number of reports sent to the consumer audience?

	Answer Options
	Response Percent
	Response Count
	Answer Options
	Response Percent
	Response Count

	Yes
	66.7%
	30
	Yes
	78.3%
	18

	No
	 
	33.3%
	15
	No
	 
	21.7%
	5

	Please provide count:
	8.9%
	4
	Please provide count:
	8.7%
	2

	answered question
	45
	answered question
	23

	skipped question
	3
	skipped question
	8

	
	
	
	
	
	
	
	

	30. Do you think there is an "ideal" number of measures needed to enable both improvement/accountability on the provider-side, as well as providing enough information for decision-making by consumers?
	
	
	
	

	 
	See Text Responses
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The survey questions were based on AQA principles and varied depending on audience for the report: physician or consumer.  They included the following topic areas: 


Content: Standardized measures (National Quality Forum [NQF], AQA, Physician Consortium for Performance Improvement [PCPI]), types of measures (quality, patient experience, cost), composites, group or individual physician level


Transparent methods: Data collection methodology, attribution, results available for verification prior to public release


Portrayal of performance differences: Display relative to peers


Report design and testing: Physicians or consumers involved in design and testing of reports


Timely results: Currency of data  








� Complete listing of organizations available at www.aqaalliance.org.


� Available at � HYPERLINK "https://www.cahps.ahrq.gov/default.asp" �https://www.cahps.ahrq.gov/default.asp�. 


� Available at � HYPERLINK "http://healthcaredisclosure.org/activities/charter/" �http://healthcaredisclosure.org/activities/charter/�.


� Available at � HYPERLINK "http://www.medicare.gov/find-a-doctor/provider-search.aspx" �http://www.medicare.gov/find-a-doctor/provider-search.aspx�. 
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