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Abstract

HEALTH CARE REPORT CARDS INVOLVE COMPARISONS of health care systems, hospitals or
clinicians on performance measures. They are going to be an important feature of
medical care in Canada in the new millennium as patients demand more informa-
tion about their medical care. Although many clinicians are aware of this growing
trend, they may not be prepared for all of its implications. In this article, we pro-
vide some historical background on health care report cards and describe a num-
ber of strategies to help clinicians survive and thrive in the report card era. We offer
a number of tips ranging from knowing your outcomes first to proactively getting
involved in developing report cards.

So far in this series, we have stressed that errors in clinical judgement may be
subtle, unavoidable and widely shared. Lawyers, journalists, administrators
and others with less clinical experience, however, sometimes take an alterna-

tive position and assert that such errors are easy to identify and signify an incompe-
tent practitioner. At its worst, this perspective degenerates into selective reporting
of simplistic anecdotes. At its best, this approach leads to careful quantitative assess-
ments of performance through health care report cards at the system, hospital or
practitioner level. For a physician, such report cards might include measurements
of a patient’s length of stay in hospital, patient mortality, delivery of Papanicolaou
smears, prescriptions for β-blockers, vaccinations missed, surveys of patient satis-
faction and so on.

Consider the following scenario. Dr. X is an active cardiac surgeon with years of
experience at hospital Y. One morning, he reads the following headline in the
newspaper, “Dr. X ranked as the best cardiac surgeon.” The newspaper article goes
on to describe how he has the lowest patient mortality rate of all cardiac surgeons
in his province. When he arrives at his office that day, the phone is ringing off the
hook and reporters are calling from all the local media. He has trouble getting any
work done that week, because he is bombarded by phone, fax and email messages
from patients and their families requesting that he operate on them. He wonders
what he did to deserve all the adulation.

In this article, we discuss the topic of health care report cards and describe a
number of strategies with which clinicians and hospitals in Canada can achieve pos-
itive results in the report card era. As clinical researchers affiliated with the Institute
for Clinical Evaluative Sciences (ICES) in Toronto, who have been active in the
development of health care report cards, we offer 10 tips to practising clinicians on
how best to interpret and respond to the clinical report card era. These tips are in-
tended to be practical (Box 1); they are not intended to be substitutes for other in-
sights into clinical judgement that are covered elsewhere in this series.

1. Don’t shoot the messenger

As far back as the 1920s, Dr. Ernest Codman of the Massachusetts General Hos-
pital in Boston advocated the “end results” idea that surgeons should be account-
able for their outcomes and that surgical results should be publicly disseminated.
Dr. Codman’s ideas were not too popular with his colleagues, and he was eventu-
ally forced to leave the hospital. He then set up his own hospital where he pursed
his ideas, largely in isolation from the rest of the medical profession at that time.
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His unpopular ideas led him to disgrace, notoriety and near
financial ruin.1 Since the beginning, the idea of health care
report cards has not always been well received by the med-
ical community.

A more recent example of a health care report card is the
New York State Cardiac Surgery Report. In 1991, newspa-
pers published information on the mortality rates of pa-
tients of all cardiac surgeons performing coronary artery
bypass graft (CABG) surgery in the state of New York. Al-
though the Department of Health of New York State had
initially refused to release the information, a journalist suc-
cessfully sued the department for the data, with a judge
agreeing that the “public had a right to know this informa-
tion.” The publication of this data has been associated with
a substantial decline in the mortality rate following CABG
surgery in New York,2 although critics maintain that this is
a reflection of “upcoding” of the data and avoidance of
high-risk patients.3

In Canada, many provinces are developing performance
indicators and report cards for various aspects of the health
care system.4 In Ontario, the ICES has published a number
of practice atlases documenting substantial regional and in-
terhospital variations in the rates and outcomes of several
surgical and medical conditions.5–7 The Canadian Institute
for Health Information (CIHI) has also published a na-
tional report card comparing the delivery of medical care
among 63 communities throughout Canada, portions of
which were featured in Maclean’s, a Canadian, national
magazine.8 Given the intense interest in the development
of performance reports on the part of multiple stakehold-
ers, including senior policy-makers, the media and the pub-
lic, report cards are almost certainly here to stay in Canada.

2. Check that the results are risk-adjusted

Fair outcome comparisons require that the analysis be
adjusted for severity of illness and comorbidity. Otherwise,
those who treated sicker patients might be unfairly penal-
ized. Several methods are available for conducting these ad-

justments, but in general the principle is the same. Namely,
data are obtained about important prognostic factors that
influence the outcome of interest, and then statistical tech-
niques are used to adjust for imbalances to “level the play-
ing field.” The mortality rate after adjustment for case-mix
differences is usually called the risk-adjusted mortality rate.

Providers whose outcomes are statistically more extreme
than expected are deemed “outliers.” Although there is un-
certainty regarding the optimal statistical method for defin-
ing an outlier,9 it is generally assumed that differences in
outcomes for outliers are attributable to differences in qual-
ity of care. Overall, this stream of logic is most compelling
if the outcome is salient, the differences are large and there
are only a few outliers, each of whom is clearly different
from the main group of providers.

3. Check the quality of the data prior to analysis

Many report cards are drawn from administrative da-
tabases rather than clinical registries. For example, the
CIHI hospital discharge database has been used for several 
report cards in Canada. The CIHI database covers hospi-
tal discharges in 8 of the 10 Canadian provinces (except
Quebec and Manitoba). It contains information about pa-
tient demographics, the primary admission diagnosis, up
to 15 secondary diagnoses, in-hospital procedures and in-
hospital mortality. Therefore, it is a very rich source of in-
formation. Audits of the data elements in the CIHI data-
base have suggested that they are very accurate for patient
demographics and mortality, moderately accurate for pri-
mary diagnoses and major procedures, and least accurate
for comorbidities, complications or other subtleties.10

Most researchers will attempt to validate the accuracy of
the data that they are using prior to its inclusion in a report
card, but they also welcome external help. For example,
prior to the release of the ICES Cardiovascular Health and
Services in Ontario atlas,7 our team of researchers at the
ICES gave representatives of all hospitals in Ontario an op-
portunity to check that the information about patients with
acute myocardial infarction at their hospital had been accu-
rately coded and that any miscoded cases were excluded
from the analysis. This allowed us to improve the quality of
the data analyzed and also allowed hospital staff an oppor-
tunity to validate the information. Hospital staff were also
given their final results, prior to their public release, so that
they had time to prepare for media inquiries.

4. Ask if the authors have conflicts of interest

In general, the development of a health care report
card should be conducted by independent investigators
rather than by one of the individuals or hospitals being as-
sessed. Otherwise, there are opportunities for temptation
or accusations of bias on the part of those being studied.
For example, it would be potentially misleading if one
hospital were to issue a report indicating that their pa-
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Box 1: Tips for physicians in the report card era

  1. Don’t shoot the messenger

  2. Check that the results are risk-adjusted

  3. Check the quality of the data prior to analysis

  4. Ask if the authors have conflicts of interest

  5. Know your outcomes before others do

  6. Complete your charts carefully

  7. Focus your practice

  8. Learn from your colleagues

  9. Ask for the full story of both process and outcomes

10. If you can’t beat them, join them



tients had the best mortality rate for a certain condition, if
they controlled the data sources and the statistical
methodology in the report. Report cards have the greatest
credibility if they are developed by those without direct
conflicts of interest.

A more subtle potential source of bias lies in the
source of the outcomes being assessed. For example, re-
search has shown that postoperative stroke rates after
carotid endarterectomy are lower in studies in which sur-
geons report their own results compared with studies in
which neurologists assess the incidence of postoperative
stroke.11 Although this may be a reflection of the best
surgeons reporting their results, the appearance of bias
decreases the credibility of a report card based on a sur-
geon’s assessment.

5. Know your outcomes before others do

Clinicians should monitor their own outcomes where
possible, far ahead of other people. As is the case for report
cards for students in academic training, the final marks
should be no big surprise to any individual. Clinicians
should also be aware of established norms in their particular
field regarding acceptable outcome rates. For example, sev-
eral surgical and medical specialties have published guide-
lines outlining recommended, minimally acceptable volume
and outcome standards for several common procedures.12,13

Clinicians who wish to monitor their outcomes (such as
the mortality rate for a particular diagnosis) can do so in
one of several ways. For example, they could contact their
hospital’s medical records department and ask to review the
data for all of the patients who were admitted with a partic-
ular condition over the past year for whom they were re-
sponsible. They could then request a profile of basic data
for their patients, such as length of stay or their mortality
rate. An alternative to using hospital discharge databases
would be to participate in a clinical registry. For example,
cardiovascular surgeons in Ontario have developed a com-
mon database that allows them to track information about
their patients’ clinical condition prior to surgery, as well as
their postoperative outcomes.14

For primary care physicians, we acknowledge that it may
be much more difficult to monitor outcomes, because ad-
verse events are very rare in the office setting, and there are
less well-established performance standards. Nevertheless,
there is some pilot work being done in this area (e.g., pa-
tient satisfaction ratings, vaccination rates), and it is likely
that some standardized performance measurement tools
will be developed in the future.

6. Complete your charts carefully

Researchers often rely on administrative databases or on
other data available through chart review. In consequence,
clinicians should code their hospital discharge abstracts
carefully and completely to ensure that all admission diag-

noses, comorbidities and complications are accurately and
completely coded both on the discharge form and on the
medical record. If the information is not recorded in the
chart, a patient will be assumed not to have any comorbidi-
ties, and that could adversely affect the clinician when pa-
tient comorbidities are statistically adjusted for in an out-
comes analysis. Clinicians may also wish to conduct
internal self-audits of their hospital’s discharge database to
ensure that the medical records personnel are recording ac-
curately and completely all of the information in the chart.

7. Focus your practice

A large body of research has shown a strong relationship
between the volume of many procedures and their out-
comes.15,16 In general, practice makes perfect. For example,
cancer surgery mortality rates are much lower in high-
volume regional referral centres than in small community
hospitals.17 Some clinicians still argue that these differences
occur because low-volume providers operate on sicker pa-
tients, yet sophisticated analyses do not support this claim.
Providers in remote geographical areas may be required to
do a low volume of many procedures in order to maintain
reasonable access for residents of a small community. How-
ever, many physicians who do a low volume of procedures
also exist in large metropolitan areas. Clinicians should
consider concentrating on doing a few procedures well
rather than many procedures infrequently. An awareness of
recommended volume standards for procedures may help.

8. Learn from your colleagues

A common initial response among providers whose in-
stitutions have fared poorly in an outcomes analysis is to
question the validity of the data. Critics may state that the
data are inaccurately coded, or that the risk adjustment is
inadequate. Although this may be true in some isolated
cases, a more useful response is to view a poor performance
on a report card as a valuable opportunity to improve care.
Clinicians should consult colleagues who have better re-
sults to find out how their treatment approaches differ,
with the aim of learning strategies for improving their out-
comes. They should also develop a formal quality improve-
ment plan and continually monitor their progress before
future report cards are released.

9. Ask for the full story of both process and
outcomes

Many reports of outcomes have focused solely on the
outcomes of care and have offered little direct information
on the factors or processes that contributed to the differ-
ences observed in outcomes. Wherever possible, clinicians
should expect health care report cards to provide some in-
formation on the processes of care that may be correlated
with better outcomes. For example, it is more useful for
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hospitals to know that their β-blocker prescription rates for
acute myocardial infarction are low than to know that their
post–myocardial infarction mortality rate is high, because
they can immediately develop strategies to increase their β-
blocker prescription rates. It is much more difficult to
know where to start improving quality when hospitals are
just told that their mortality rates are high, with no other
information.

10. If you can’t beat them, join them

More clinicians need to become involved in report card
development. If more members of the medical profession
do not become involved, the development of health care
report cards may be dominated by individuals with less
clinical insight, and misleading conclusions are more likely
to be drawn. Similarly, it is also important that clinicians
who are interested in developing report cards do so while
working with colleagues trained in statistics and epidemiol-
ogy. Scientists trained in these disciplines can often offer
important methodological advice and can ensure the statis-
tical robustness of any analysis.
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